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Community Care and Access Strategies 
Red Team Executive Roundtable 

January 9-10, 2024 

CONFIDENTIAL AND PROPRIETARY. Any use of this material without specific permission of the owner is strictly prohibited. The information included in this report will not contain, nor are they 
for the purpose of constituting, policy advice. We emphasize that statements of expectation, forecasts and projections relate to future events and are based on assumptions that may not 
remain valid for the whole of the relevant period. Consequently, they cannot be relied upon, and we express no opinion as to how closely the actual results achieved will correspond to any 
statements of expectation, forecasts or projections. We make no representation or warranty of any kind, express or implied, regarding the accuracy, adequacy, validity, reliability, availability or 
completeness of any information in these materials. Under no circumstance shall we have any liability to you for any loss or damage of any kind incurred as a result of the use of these 
materials or reliance on any information provided in these materials. 



Questions to guide Red Team review 

1. What takeaways do you have based on community care data and VHA trends? 

2. What thoughts do you have on VHA's current approach to ensuring Veterans have access to the soonest and best care? 

a) In what ways do you believe the existing approach will be sustainable? How so? 

b) Is there anything missing if viewed from the perspective of different stakeholders? 

c) What challenges/ roadblocks do you envision? 

3. Which strategies do you expect to have the greatest impact? The quickest impact? 

4. What other ideas do you have to address these trends? 

a) What opportunities are within VHA leadership's control? 

b) What other structural changes could help address these trends longer-term? 

5. Based on all of this, what you would encourage VHA leadership to prioritize over the next 12 months? 

6. What advice do you have for VHA to scale and sustain initiatives, leveraging existing infrastructure (e.g., innovation 
ecosystem)? 
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VHA includes the largest healthcare delivery system in the United States 

18 Veteran Integrated Service Networks 
VISNs provide oversight, guidance and management of 
regional systems of care (1,328 heath care facilities). 

• 1,328 VA Healthcare Facilities including: 
• 173 VA Medical Centers (VAMCs) 
• 1,141 VA Outpatient Sites 

• 316 Vet Centers (Readjustment Counseling) 
• 135 Community Living Centers (Nursing Homes) 
• 116 Residential Rehabilitation Treatment Programs 
• 54 Mobile Clinics - each connected to a medical centers 

• VHA has 400,000+ employees: 
• 25.2% of which are Veterans 
• 62.5% are clinical employees 
• 28,000+ physicians 
• 114,000+ nurses (CRNA, RN, LPN and NA) 

• VHA accounts for "'89% of VA employees. 
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VA Vision and VHA Health Care Priorities 

Care Delivery is core to our mission ... 

Care Delivery r .., 
Develop, ma1nta1n. and operate a national W • 
health care delivery system for ehg1ble Veterans \....I 

Education )( 
Administer a program of education and training 
for hel!lth care personnel ~ 

Research -
Conduct health care research benefitting ~ 
Veterans and public 

Emergency Response + 
Provide contingency support to the nation dunng 
national emergencies natural disasters. and war 

• 
... and connecting Veterans to the soonest and best care is 
one of our key health care priorities 

Health Care 
Priorities 

Hire faster and more competitively 

® Connect Veterans to the 
soonest and best care 

r:i:\ Serve Veterans with military 
\.!!) environmental exposures 

r::i\ Accelerate VA's journey to a 
\::::::) high reliability organization 

!ti\\ Support Veterans' whole health, 
~ their caregivers, and survivors 

@Prewort \/eteran suicm<O 

_/ 
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VHA provides Veterans with high quality care and a positive experience 

of VA medical centers included in 
the Overall Hospital Quality Star 
Ratings received either 4 or 5 

stars, compared to only 41% of 
non-VA hospitals1 

VA facilities outperformed community 
hospitals on all 10 core patient 

satisfaction metrics in the April 2023 
Hospital Consumer Assessment of 
Healthcare Providers and Systems 

(HCAHPS) Star Ratings2 

of Veterans trust VA for their 
healthcare3 22 of 26 peer-reviewed 
studies reported that non-surgical VA 
care was comparable or better than 

non-VA care; 11 of 13 studies reported 
that surgical VA care is comparable or 

better than non-VA care 

1. VA Press Release 7/2612023: Majority of VA health care facilities receive 4 or 5 stars in CMS quality ratings, outperforming non-VA facilities I 2. VA Press Release 6/20/20233: VA hospitals outperform private sector in patient experience I 3. VA Press 
Release, 518/2023: Studies show VA health care is better than or equal to non-VA health care; Veterans Health Administration (VA) vs. Non-VA Healthcare Quality: A Systematic Review. Journal of General Internal Medicin3. 38, 2179-2188 (2023) . 
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Veterans Community Care Program Eligibility Overview 

Community Care Program (VCCP) 
VCCP Eligibility 

I 
• Under the MISSION Act, signed in June 2018 and implemented on June 6, l 

2019, there are six different eligibility criteria for community care 1 

I 
I 
I 
I 
I 

• To be eligible under the designated access standards criteria, the 
following access standards 

ACCESS 
STANDARDS 

Drive Time 

Wait Time 

Primary Care, Mental 
Health, Non-institutional Specialty Care 

Extended Care 

• I 

20 days 28 days 

• MISSION Act requires VA to review the access standards and submit a 
report of findings and any modification to the designated access 
standards at least once every three years 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I ______________________________________________ J 
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VA Community Care Program: Third-party payment 

Service-connected care 

Care not eligible for Community 
Care Program 

• If care is received at VA facilities, 
cost of ca re wi 11 be cove red 
according to the Veteran's priority 
group.1 If a Veteran has private 
health insurance, this coverage can 
be applied towards VA copayments2 

• Veterans can also choose to receive 
care at non-VA facilities; in this 
case, the Veteran could cover the 
cost through third-party insurance2 

Care received through Community 
Care Program 

• If a Veteran is pre-authorized to 
receive care at non-VA facilities 
through the Community Care 
Program (e.g., due to wait time, 
service not available), the VA 
reimburses the private sector 
hospital up to the maximum 
allowable rate (generally Medicare 
rates, as determined by CMS)3 

Nonservice-connected care 

• VA is required by law to bill private 
health insurance for medical care, 
supplies, and prescriptions provided 
in treatment of Veteran's 
nonservice-connected conditions, 
and the Veteran may have a co-pay 
to the VA2 
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Medicare & Veterans' benefits - Common questions from Medicare.gov 

I have Medicare and Veterans' benefits. Who pays first? 
If you have (or can get) both Medicare and Veterans' benefits, you can get treatment under either program. However, Medicare is never the 
secondary payer after the Department of Veterans Affairs (VA). Each time you get health care or see a doctor, you must choose which 
benefits to use. Medicare can't pay for the same service that your Veterans' benefits covered, and your Veterans' benefits can't pay for the 
same service that Medicare covered. Note: For the VA to pay for services, you must go to a VA facility or have the VA authorize services in a 
non-VA facility. 

Are there any situations when both Medicare and the VA may pay? 
Yes. If the VA authorizes services in a non-VA hospital, but didn't authorize all of the services you get during your hospital stay, then 
Medicare may pay for the Medicare covered services the VA didn't authorize. 

Example: Bob is a Veteran. He goes to a non-VA hospital for a surgery the VA authorized. While at the non-VA hospital, Bob gets other non­
VA authorized services that the VA won't cover. Some of these services are Medicare-covered services. Medicare may pay for some of Bob's 
non-VA authorized services. Bob will have to pay for services that neither Medicare nor the VA cover. 

If the doctor accepts you as a patient and bills the VA for VA-authorized services, the doctor must accept the VA's payment as payment in 
full. The doctor can't bill you or Medicare for these services. If your doctor doesn't accept the fee-basis ID card, you'll need to file a claim 
with the VA yourself. The VA will pay the approved amount either to you or to your doctor. 
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Enrollees with Multiple Eligibilities, (VHA, Medicare, DHA, Medicaid, etc.) 

Type of Ins # of Unique's 

WNR{Will not reimburse) 316,234 

BCBS 105,666 

TRICARE 79,549 

Optum/optumrx 72,323 

Caremark 54,210 

United 39,705 

CIGNA 38,510 

Aetna 32,946 

Express scripts 29,253 

prime/primetherapeutics 14,522 

Other ins 1,069,042 

Total 1,851,960.00 

Source: Spatient and Spatientlnsurance tables on the CDW Production Server, Accessed 12/28/2023 
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T e proportion o VA community caie uti ization an t e rate o growt o 
communit care utilization have increased over the ast decade 

Percentage of Global Total Relative Value Units (GTRVUs) 

Utilization is measured through (By Fiscal Year) (FY19 and FY22 Global Total RVUs Labeled) 

EHCPM Global Total RVUs 
1000M 

For care available through both 
900M 

direct care and community care, 800M 

the portion provided through 
community care has increased 700M 

-- 74% -
774¾1 - 62% -- 869M 65% - 814¾1 79% - 81% - 851M 

- - 83~ 664¾1 
85~ 85~ 

each year since FY 2012 600M 
V) 

:::) 

The rate of growth has increased > 
0:: 
ro SOOM 
..c 

in recent years .2 
l!J 

400M 
-35% -

The community care percentage 34% 

continued to increase significantly 300M -26% 

in FY 2022 
200M 

- ~07M 
- 23~ -- 21% - 19% 19% 

Community care projected to 100M 
-- 17% 
15% 15% 

represent 40-42% of total VA care 
in 2023 OM 

FY12 FY13 FY14 FYlS FY16 FY17 FY18 FY19 FY20 FY21 FY22 FY12 FY13 FY14 FYlS FY16 FY17 FY18 FY19 FY20 FY21 

VA Direct Care Community Care 

-38% 
529111 

FY22 

Data As Of April 2023 Source: EHCPM ~ 
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Growth in community care distinct users (Veterans) and authorizations every year 

900,000 

800,000 

700,000 

600,000 

500,000 

400,000 

Nineteen percent (19%) growth in authorizations in Fiscal Year 2023 (compared to FY22) 

FY24 Early Indicators: 12% growth in authorizations (average per month) compared to FY23 

Community Care Utilization: Authorizations (FY18 - FY24 Thru Nov) 
--------~--

.... ··•••• .... .... ·•••• ··••• 

··•••• 

·•••• 

300,000 ·••••• 

200,000 

100,000 

0 

FY18 Stats: FY19 Stats: FY20 Stats: FY21 Stats: FY22 Stats: FY23 Stats: 
Total Auths: 3.7M Total Auths: 4.9M Total Auths: 5.2M Total Auths: 5.9M Total Auths: 6.7M Total Auths: 7.9M 
Veterans: 1.7M Veterans: 2.0M Veterans: 2.lM Veterans: 2.3M Veterans: 2.SM Veterans: 2.BM 

Avg Auths: 311k / Month Avg Auths: 408k / Month Avg Auths: 437k / Month Avg Auths: 493k / Month Avg Auths: 558k / Month Avg Auths: 661k / Month 
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Data As Of Jan 2, 2024 Source: VSSC Community Care Referrals Cube ~ 
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Community Care Consults by Eligibility Distribution 

Eligibility Criteria Capture made significant improvement in FV22 
Veteran Drive-Time has Steadily Increased Through the Years 

15% 14% 

24% 

FY19 FY20 

23% 

34% 

FY21 

2% 
3% 

47% 

21% 

FY22 

2% 

5% 

51% 

24% 

FY23 

■ Best Medical Interest 

■ Grandfathered 

■ Full Service Facility not Available 

Wait Time 

■ Drive Time 

■ Specific Service not Available 

■ No Eligibility Documented 

Three eligibilities for community care 
(grandfathered, full- service faci lity, drive 
time) are static, and the remaining three 
eligibilities (service not available, best 
medical interest, wait time) are manually 
evaluated as needed 

Some Veterans may still be eligible for 
community care in manually evaluated 
categories (e.g., wait time) even after 
addressing static eligibilities (e.g., drive 
time) 

Full-service VA facility is a facility that 
provides hospital care, emergency 
medical services, and surgical care and 
having a surgical complexity designation 
of at least "standard." Applies to Veterans 
living in Alaska, Hawaii, New Hampshire, 
and the U.S. territories of Guam, 
American Samoa, the Northern Mariana 
Islands, and the U.S. Virgin Islands where 
no full-service VA facility exist 

Data excludes consults in a cancelled or 
discontinued status. 

Excludes Emergency Care consults 

Data pulled on Dec 28, 2023 Source(s): IVC Fact Consult Table, Consult Toolbox ~ us O , ·t t 
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Community Care Eligibility--Costs and Percentages 

Eligibility (Excluding ER and GEC} Total Paid Total Referrals % total Paid % Total Referrals 

Best Medical Interest $ 983,759,527.68 462,000 4 .49% 6.69% 

Drive Time $ 7,522,396,575.47 3,416,164 34.30% 49.45% 

Full-Service Facility not Available $ 247,083,625.54 156,499 1.13% 2.27% 

Grandfathered $ 219,768,490.44 103,335 1.00% 1.50% 

No Eligibility Completed $ 58,177,630.70 36,555 0.27% 0.53% 

NULL $ 2,661,894,873.67 273,943 12.14% 3.97% 

Specific Service not Available $ 1,075,862,854.09 321,208 4 .91% 4.65% 

Wait Time $ 921,553,947.49 797,826 4 .20% 11.55% 

Grand Total $ 21,933,032,546.83 6,908,158 100.00% 100.00% 

• 50% of all referrals for services in FY23 were in the "Drive Time" eligibility category accounting for 34% of the 
cost. (excluding ER and GEC) 

• "Null" eligibility accounts for 4% of total referrals but 12% of cost of Community Care referrals (excluding ER 
and GEC) 

• Conversely "Wait Time" is 12% of total referrals and only 4% of the total cost (excluding ER and GEC) 
• Specialty Care "Drive Time and Wait Time" make up 64% of total referrals (excluding ER) 

FY 23 - Claims Data Pulled 1/4/2024 ~ us O t t 
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CC spending impacts on research/training mission 

FV23 Community Care Expenditures by Category of Care 
The biggest contributors for Community Care expenditures 

- -------- ■ EMERGENCY CARE 

■ GERIATRICS & EXTENDED 
CARE 

■ ONCOLOGY 

■ MENTAL HEALTH 

■ DENTAL 

■ ORTHOPEDIC 

■ CARDIOLOGY 

..-=--------- ■ DIALYSIS 

~--------■ OPHTHALMOLOGY 

■ RADIATION THERAPY 

Community Care Emergency Care 
Expenditures by Care Setting 

INPATIEN, 
CARDIOLOGY 

7% 

OUTPATIENj 
16% 

INPATIENT Aj 
OTHERS 

L 77% 

Geriatrics & Extended Care includes: Note: ED card iology expenditures indicated above 
only include cardiology procedure specific --------- ■ ALLOTHERS • Community Nursing Home 

• Homemaker/Home Health Aide CPT codes and DRG's. 
• Skilled Home Healthcare 
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Geriatrics and Extended Care spend buckets 

$6,000,000,000 

$5,000,000,000 

$4,000,000,000 

$3,000,000,000 
1912,190,705; s1% 1' 1 

$2,000,000,000 

11,210,411,292; 33% 1' 1 

$1,000,000,000 

so 
FY21 

• COMMUNTY NURSING HOME 

Source: Claims. 

Paid inside of each FY 

11,1s1,1ss,789; 27% 1' 1 

1,447,094,343; 20% 1' 

FY22 

•HOMEMAKER/HOME HEAL TH AIDE 

11,448,527,437; 25% 1' 1 

2,143,809,308; 48% 1' 

FY23 

• SKIU£D HOME HEAL TI-I CARE 
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Utilization: Orthopedic & Cardiac Surgeries 

Comparing Volumes: Direct Care & Community Care 

• For the five major surgical procedures, post MISSION community care growth has outpaced 
direct care 

• Key cardiac surgical procedures, CABG and cardiac valve (repair, replacement) have grown by 
27% and 24% respectively since FY19 (as of FY23) for community care 

• In comparison direct care volumes indicate 32% and 43% decline during the period (FY19 
to FY23 (annualized)) 

• Joint replacement surgeries via community care have grown by 52% (knee), 71% (hip) and 87% 
(shoulder) in the past five years 

6,000 

3,000 

0 

Coronary Artery Bypass Graft (CABG) 

Number of Procedures: FY19 - FY23 * 
■ Direct Care ■ Community Care 

5,066 
4,669 4,551 

4,122 

1,71 

5,230 

FY19 FY20 FY21 FY22 FY23* 

2,000 

1,000 

0 

Cardiac Valve 

Number of Procedures: FY19 - FY23* 

■ Direct Care ■ Community Care 

1,1751,231 
1,313 1,262 

1,400 

708 668 

FY19 FY20 FY21 FY22 

1,527 

669 

FY23* 

Total Knee Replacements 

Number of Procedures: FY19 - FY23 

20,000 

9,98210,619 11,368 

10,000 

0 

FY19 FY20 

■ Direct Care 

■ Community Care 

11,921 
14,053 

16,146 

FY21 FY22 FY23* 

----------------------------------~ 
Total Hip Replacements 
Number of Procedures: FY19 - FY23 

10,000 

4,829 5,355 
5,938 

5,000 

0 

FY19 FY20 

6,418 

FY21 

■ Direct Care 

■ Community Care 

9,164 
7,888 

4,279 

FY22 FY23* 

----------------------------------~ 
Total Shoulder Replacements 

Number of Procedures: FY19 - FY23 

7,500 

5,000 

2,500 

0 

2,945 3,348 

■ Direct Care 

■ Community Care 

4,952 
4,027 

. . . . . *FY23 direct care Ji ures are annualized (projected from Ql-Q3 data) U.S. Department 
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Patient Care by Modality - Primary Care 

Revised Methodology - In-Person Encounters + Telephone Encounters + CVT Encounters (Telehealth) 

30,000,000 

25,000,000 

20,000,000 

15,000,000 

10,000,000 

5,000,000 

Direct Care by Modality - Primary Care 

QJmulatlve Volume: 24,660,789 

Cumulative Volume: 22,347,649 

Patient Volume Patient Volume 

FYJO FY11 

- Presumed lnPerson - Telephone - CVT 

C41mulative Volume: 21,577,907 

Patient Volume 

FYn 

Pri ma.,v Care Cumulative 

Data Label: Volume of Care by Modality; Proportion of Care; % Chg from Previous Fiscal Year 

- QJmulatlve Volume: 20,288,240 

11.0%; .14" .J, I 

Patient Volume 

FY23 

. . . . . U.S. Department 

Data Pulled on Jan 2, 2024 Source: VSSC Outpatient Encounters Cube ~ 
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Patient Care by Modality - Mental Health 

Revised Methodology - In-Person Encounters+ Telephone Encounters+ CVT Encounters (Telehealth 

Direct Care by Modality - Mental Health 
20,000,000 

Cumulative Volume: 18,766,221 

18,000,000 - Cumulative Volume: 18,255,258 - cumulative Volume: 17,682,644 Cumulative Volume: 17,972,578 
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Patient Care by Modality - Specialty Care 

Traditional Methodology - In-Person Completed Appointments+ Telephone Encounters+ CVT Encounters (Telehealth) 

Direct Care by Modality - Specialty Care 
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Patient Care by Modality - Specialty Care 

Revised Methodology- In-Person Encounters+ Telephone Encounters+ CVT Encounters (Telehealth) 

Direct Care by Modality - Specialty Care 
90,000,000 

80,000,000 

70,000,000 

60,000,000 

50,000,000 

40,000,000 

30,000,000 

20,000,000 

10,000,000 

Cumulative Volume: 67,916,107 

Patient Volume 

FY20 

Cumulatlve Volume: 77,872,934 

19.3%; 33'61' I 

Patient Volume 

FY21 

- Presumed lnPerson - Telephone -cvr 

Cumulative Volume: 77,821,725 

Patient Volume 

FY22 

Specialty Care Cumula1111e 

Data label: Volume of Care by Modali ty; Proportion of Care;% Chg from Previous Fiscal Year 

Cumulative Volume: 76,449,322 

Patient Volume 

FY23 

k. ft · · I l'b • I I \IA ~ U.S. Department War ing Ora , Pre-Dec1s1ona, De I erative Document - ln~erna VA Use On y VI"\ of VeteransAffairs 22 
Data Pulled on Jan 2, 2024 Source: VSSC Outpatient Encounters Cube 



Primary Care-Encounters per Unique 

- Majority of sites are averaging about 1.5 encounters per unique per month-meeting goal of 2.0 or 
less 

- Four sites are averaging higher rates compared to the majority of VA sites 
o (V01) (650) Providence, RI HCS: 1.8 encounters per unique (PC Completed New Avg Wait Time by 

RD, FY24, Q1: 40.8) 
o (VOS) (581) Huntington, WV HCS: 1.6 encounters per unique (PC Completed New Avg Wait Time by 

RD, FY24, Q1: 41.6) 
o (V08) (675) Orlando, FL HCS: 1.9 encounters per unique (PC Completed New Avg Wait Time by RD, 

FY24, Q1: 16.0) 
o (V22) (691) Greater Los Angeles, CA HCS: 1.7 encounters per unique (PC Completed New Avg Wait 

Time by RD, FY24, Q1: 26.3) 
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Community Care Telehealth Totals 

Utilization grew dramatically at the start of the pandemic. Steady growth 
over the past 2 years 

FV23 TOP 10 CATEGORIES OF CARE FOR TELEHEALTH Community Care Telehealth Visits by Month 

FV20- FV23 Category of Ca re Visits(#) 
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Mental Hea lth is the number one category of care for community care t elehealth over the past 4 fisca l years. Over 71% of all telehea lth visits are for 
Mental Hea lth. 

671,635 

21,254 

20,806 

14,020 

11,733 

11,147 

9,840 

8,972 

8,394 

7,691 

* Emergency Care telehealth visits translate to identifiable t elehealth services billed on a community ca re claim traced back to an Emergency Care referral. 
While these may deviate from the normal definition of an appointment, they still represent telehealth services provided during an ER episode of care. 

. . . . . U.S. Department 

Source: IVC Integrated Informatics and Analytics Community Care Telehealth PowerBI dashboard ~ 
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Practitioner RVU Workload Increase 

FY19-FY23 saw workforce capacity increase by 12.31% and practitioner work RVUs 
increase by 12.67% (and a 5.34% clinical productivity increase) 

Work RVUs (used to measure 
clinical productivity in VHA) 
reflects the provider workload 
component of Global RVUs. 

Global RVUs (used in EHCPM 
model) covers the entire range 
of healthcare services (all 
workload, lab/pharmacy costs, 
prosthetics, and other practice 
expenditures to include 
administrative/support staff 
costs, supplies/equipment, and 
facility expenses). They are not 
impacted by E&M code changes 
(same weights applied). 

Budgetary productivity metrics 
(used by Finance) measures 
total encounters divided by total 
provider FTEE or total resource 
use per FTEE. 
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Growth by Practitioner Groups 

FY19-FV23 saw growth by most practitioner groups, with the greatest workload and 
productivity increases by Advanced Practice Providers 

Specialty/Program Growth: 
Workload, Workforce & Productivity All Facility (District) - All Specialty -Work RVUs by Pay Period 

50.00% 

I Work RVUs I Work RVUs (filtered) 
40.00% 

■ Work RVUs % Change from 2019 

Normal Scheduled FTE % Change from 2019 'Bookability' Begins 1 
I 

30.00% 
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Inpatient Encounters 

INPATIENT encounters decreased significantly while staffing increased; 
FY23 community care referrals increased by 28.2% from FY22 
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In-House Outpatient Encounters Versus Community Care Outpatient Referrals 
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Outpatient Encounters 

OUTPATIENT encounters decreased while staffing increased; FY23 
community care referrals increased by 26.3% from FY22 (158% from FY20) 
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Ensuring Veterans have access to the soonest and best care 

Given recent industry trends (e.g., rising demand for care, workforce shortages), and VHA-specific trends (e.g., 
increase demand from PACT Act, increasing Veteran Choice, rising community care spend), it is becoming more 
important for VHA to consistently offer the soonest and best care for Veterans across locations and specialties 

To be the system of choice across locations and specialties, VHA services need to be available ... 

• When Veterans need care (access) 

• Where Veterans need care (physical location or virtual) 

• How Veterans need care (high quality and experience) 

• And be What Veterans need (services available) 

If Veterans consistently prefer VHA services and can receive 
VHA care when and where it is needed, VHA can optimize 
community care spend while preserving Veteran Choice. 

Additional factors could continue to influence community care 
spend in future years, both ones that are outside of VHA 

control (e.g., medical inflation, rising utilization), and within 
VHA control (e.g., operational processes related to referrals) 

Given these trends, the USH asked for a refreshed look at soonest and best care strategies and the following 
roadmap was created to deploy "Access Sprints" 

k. ft · · I l'b · I I \ IA ~ U.S. Department 
War ing Ora , Pre-Dec1s1ona, De I erat1ve Document - lnterna VA Use On y VI"\ ~ of VeteransAffai rs 30 



Strategic roadmap to optimize access across VHA 

Description Conduct primary care, specialty care, 
and mental health access sprints with 
locally tailored interventions, informed 
by VAMC-level data 

Rationale Focusing on short access sprints allows 
facilities to test and learn (e.g., adjust 
slot lengths for a time period) and 
drive improvements near-term 

Timing October 2023 - February 2024 

Update policies based on learnings 
from access sprints, and leverage 
central resources (e.g., data analysis, 
Al transcription) to make changes 
sustainable long-term 

Building on sprints, central policy 
changes will be data-backed from field 
learnings and central resources will 
ensure long-term sustainability (e.g., 
ICSP provides access to staffing) 

January-July 2024 

Focus on enhancing access via 
improvements to address 
comprehensive set of drivers (e.g., 
drive time challenges), building upon 
existing initiatives 

Driving comprehensive strategy, 
including new and existing initiatives, 
enables VHA to improve access and be 
system of choice long-term 

2024+ 

In parallel, VHA could stand up central leadership team and performance management structure to support effort and monitor progress 
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Roadmap 

Through implementing this roadmap, by 2024, VHA could achieve ... 

Demonstrated 
quick wins 

Demonstrated impact 
on 'quick wins' (e.g., 
decreasing primary 
care and mental health 
wait times) 

Go-forward 
central standards 

Alignment on new 
standards (e.g., clinical 
support staff, panel 
size, etc.) and path 
forward to implement 

Focused leaders 
and supports 

Dedicated central team 
with toolkits and data 
to support field to 
implement action plans 

Concrete local 
action plans 

Development of local 
plans and infrastructure 
to address other access 
factors (e.g., drive time) 

'· • II 
-IJ- a~:J'lii" ,II • 

Ill I 

Performance 
management 

Regular review of plan 
implementation and 
progress, and sharing 
of best practices 



Access Sprint Solutions - Primary Care 

Operations/Efficiency 
• Use existing roadmaps, guidebooks and 

algorithms 
• Appointment reviews 
• Reduce administrative burden for 

providers 
• Share resources with other facilities 

Capacity/Site of Care 
• Maintain optimum panel size 
• Expand use of virtual care and/or 

telehealth 
• Optimize telework opportunit ies 
• Expand use of Clinical Resource Hubs 
• Expand clinic hours 
• Optimize physical space 

Scheduling 
• Maximize clinic grids 
• Ensure availability of in-person and 

virtual appointments for Veterans 
• Adjust length of appointments 
• Leverage automated cancellation 

reminders 
• Review provider cancellations 

Scheduling/Workforce 
• Optimize clinic capacity 
• Hire addit ional providers 
• Explore opportunities for gap providers 
• Maximize use of PACT core team 
• Maximize use of PACT extended clinical 

team members 
• Use scribes 

\IA ~ U.S. Department 
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Executive Summary: Impact of Primary and Specialty Care Access Sprints 

In the 8 weeks prior to the access sprints, VHA saw 6% more new patients than the same time the prior year (for specialties included in sprints). The access 
sprints further increased the number of new patients seen in these specialties as VHA saw 11% more new patients during the sprint compared to the same t ime 
the prior year. However, in a healthcare environment with increasing demand for care, increases in capacity would need to exceed the rate of demand growth to 
reduce wait times. While VHA saw declines in wait times for some specialties during the sprint (e.g., primary care, cardiology), wait times for other specialties 
remained unchanged or increased slightly (e.g., neurology, GI}, which may have been due to increasing demand for care. 

Initial data from the access sprints shows a "'14% reduction in pending community care consults {989 patient visits) due to wait time eligibility1 for VAMCs2 

participating in primary or specialty care sprints. Enterprise-wide across all VAMCs for the participating specialties, pending CC consults due to wait time 
decreased by ~7% during the same period. 

Access sprints enabled lSK incremental new patient visits3 across specialties at participating VAMCs for 8 weeks during the sprint4 compared to same period 
prior year. Specifically: 

• During the primary care sprint, VHA saw 11% more patients across all VAMCs than same period prior year (vs. 6% more than prior year during pre-sprint). 

• During the neurology sprint, VHA saw 18% more patients at participating VAMCs than same period prior year (vs. 10% more than prior year during pre-sprint). 

• During the gastroenterology sprint, VHA saw 10% more patients at participating VAMCs than same period prior year (vs. 5% more than prior year during pre­
sprint). 

• During the cardiology sprint, VHA saw 15% more patients at participating VAMCs than same period prior year (vs. 14% more than prior year during pre-sprint). 

• During the oncology sprint, VHA saw 15% more patients across all VAMCs than same period prior year (vs. 6% more than prior year during pre-sprint). 

Wait time metrics show 0-12% reductions3 across specialties during sprint period compared to same period prior year 

1. Based on PC balanced scorecard prepared on the week of 12/11/23 by IVC and SC balanced scorecards prepared on the week of 12/18/23 by IVC. Average percent reduction is based on the latest reported week vs. baseline week per balanced scorecards. I 2. Filtered for VAMCs participating in Sprint for the indicated 
specialty, as listed in the Specialty Care Site Selected Specialt ies file provided by OHT, except for Primary Care and Hem/ One where all VAMCs participated in Sprint per IVC. I 3. Access Cube, retrieved from~> Public Contents> IVC Public> Performance Management> Access Sprint> AccessCube_byApptDt. Data 
accessed on 1/3/2024. I 4. Based on data between baseline week and latest reported week for each specialty. Per IVC, baseline is week of 10/22/23 for primary care and week of 10/29/23 for all other specialties. Latest reported week used is week of 12/11/23 for primary care and week of 12/18/ 23 for all other specialt ies. 
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Community care spending trends rerr1ai.-1 a focus, but the strategic goal is to 
rovide Veterans access to the soonest and best care 

PRELIMINARY= rOR DISCUSSION 

VHA remains focused on ongoing efforts to address community care spending and improve Veteran access to care while exploring 
regulatory, technology, infrastructure, workforce, and process improvements to further improve Veteran access to care 

$26.1B 

19% Geriatrics & EC 

5% Oncolo 
5% Mental Health 

27% Specialties 

• VHA Payment Reform (VHA as secondary payer for 
non-service connected; up to 1.73B in cost avoidance) 

• Tele Emergency Care (44.GM to 88.2M in cost savings 
w/ 38.SM in TEC costs; 6.lM to 49.7M in VHA savings) 

• Nurse Triage Line 
• Evaluate ED Transfer Protocols 

• Home Health Aide Model; Respite Homecare Model 
• Workforce and Facility Expansion, where warranted 

• National TeleOncology 

• Mental Health Workforce Expansion (+140M) 
• Anywhere to Anywhere Tele Mental Health 
• Peer-to-Peer Solutions 

• Referral Coordination Initiative (focus on 23 
medical and surgical specialties that account for 
6.09B; 128M to 510M in cost avoidance) 

• E-Consults/Virtual Care Capacity for Specialties 

$18.2 

51% Drive Time 

(63% of referrals) 

24% Service N/A 

5% Wait Time 

FY23 

1. Actual spending based on the FY2023 service date 

• Access Standards (regulatory analysis in progress) 
o Telehealth (include availability of telehealth 

appointments; up to 104M in cost avoidance) 
o Drive time (community care wait t ime is shorter than 

VHA wait time; up to 424M in cost avoidance) 
• Clinical Resource Hubs (telehealth and in-person visits) 
• Virtual Care Capacity and Telehealth Utilization 
• Mobile Clinics and Temporary Clinic Locations 

• Infrastructure Strategy (address space needs, renovate 
existing facilities, shared spaces with DoD/commercial) 

• Integrated Critical Staffing Program (clinical and non­
clinical staffing support until new hires are onboarded) 

• Artificial Intelligence Tools (e.g. ambient transcription, 
Al-mediated non-VA medical records processing, etc.) 

• Clinic Practice Management Model 
• Access Sprints (more to follow) 

2. Emergency care includes costs associated with inpatient stays resulting from an ~ S D 
Working Draft, Pre-Decisional, Deliberative Document - Internal VA Use Only emergency department visit. ~s2% of emergency care spending is inpatient care. \ IA U
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VHA Payment Reform Proposal: 

Proposal: Adjustment to current payment policy where a Veteran's other health insurance would serve as the primary payer for 
nonservice-connected community emergency care and associated inpatient hospital claims and VA would cover any additional out-of­
pocket costs to negate financial impact on Veterans while appropriately aligning discretionary and mandatory spending 

17.4020{c) regulation change (prudent lay-person, provider networks, notification processes, and reimbursement rates) simplified the 
process of approving and paying for VA-purchased emergency care 
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Desired Outcomes for Veteran 
• Veterans trust that when they experience an emergency, they can seek care at the nearest emergency care facili ty able to provide t reatment 
• Veterans have the assurance that VA is working to coordinate their care and help facilitate a seamless care experience after an emergency 
• Veterans should continue to access ED services without an increase in their out-of-pocket costs 
Desired Outcomes for VA 
• Veteran is provided timely, effective emergency care 
• Relationships with community providers are strengthened 
• VA is notified when Veteran self-presents to community ED for purposes of care coordination 
• VA is primary payor for service-connected conditions and pays 100% of Medicare 
• VA becomes secondary payor for EC associated inpatient for non-service-connected conditions 
Desired Outcomes for Community ER/Provider 
• Provider can coordinate care and transfers with the local VA 
• Provider has industry standard method to report emergency services 
• Provider receives t imely payment, consistent with VA payment policy associated with Medicare 
Desired Outcomes for Federal Government 
• Better federal financial stewardship by moving a growing sum of discretionary funding into a mandatory spending category 
• Enabling more-effective use of discretionary funds across government 
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VHA Payment Reform Proposal: 

Proposal: Adjustment to current payment policy where a Veteran's other health insurance would serve as the primary payer for 
nonservice-connected community emergency care and associated inpatient hospital claims and VA would cover any additional out-of­
pocket costs to negate financial impact on Veterans while appropriately aligning discretionary and mandatory spending 

FY 2022 VA Emergency Expense Subject To Cost 
Shifting for NSC 

VHA's Payer Responsibilities (retained) 

Cost Shift to Other Payer 

Cost Shift By OHi 

Medicaid 

Medicare Total 

Medicare FFS 

Medicare Advantage 

Other Government (Tricare, others) 

Employer Sponsored 

Individual (ACA) 

$539,127,639 

$246,803,466 

$292,324,172 

$119,120,991 

$35,745,616 

$57,088,866 

$243,788,320 

$36,636,430 

NSC Age 65 and 
Over 

$1,569,046,841 

$129,634,616 

1,439,412,225.12 

$948,873,381 

$511,536,621 

1. Figures shown are for Non-Service Connected Veterans 
only, with potential additional cost shifts for service 
connected Veterans getting treatment for non service­
connected condit ions not reflected here. 

2. Calculating the cost shift resulted in variances in 
payment from the OHi (i.e.- some OHi may pay different 
rates). 

3. 54% of Veterans use t heir OHi as primary, not billing 
VA as secondary. With the policy change, it is anticipated 
that some percentage may begin billing because 
copayments, coinsurance, and deductibles would be 
covered. 
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VHA Payment Reform Proposal: 

Proposal: Adjustment to current payment policy where a Veteran's other health insurance would serve as the primary payer for 
nonservice-connected community emergency care and associated inpatient hospital claims and VA would cover any additional out-of­
pocket costs to negate financial impact on Veterans while appropriately aligning discretionary and mandatory spending 
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Labor & manpower necessary for VA to process 1725 & 1728 claims if shifted back from 1703 
• Prior to 2019, it was time and manpower intensive for VA employees to receive these claims, process them, or pass them back to providers to bill OHi 
• This was the primary driver of a major claims backlog & was not amenable to automation 
• Systems are in place to automate some of these processes and the CAEC's proactive claims reviews has an impact 

Inability for VA to repatriate Veterans back into VA care 
• Claims are submitted after the episode of care 
• Lack of repatriation may impact VA educational mission and continue fractured Veteran care 
• There are currently multiple programs under way addressing this issue, including CO-ED, CC&ICM, PACT, TeleHealth, etc. 

Abrasion with CCN providers 
• Currently, CCN providers are pleased that VA has become the primary payer because we reliably & timely pay 100% of Medicare with simplified claims management 
• Proposing to use 100% of Medicare under 1725 for all (regardless of network) 
• Ear ly engagement and training to accommodate t he change in claims processing 

Modifications requirements for current Third-Party Administrator contracts 
• Contract currently states when VA is timely notified, and other applicable criteria are met, VA wi ll provide payment using t he 72-hour notification authority 
• Early outreach and engagement with TPA for proactive communications 

Recent Wolfe v. McDonough court decision (3/17/2022) 
• VA appeal of Wolfe court decision recently was decided in VA's favor 
• In the years of litigation related to this case, VA actively fought against the notion that VA was required to pay copay, cost shares or deductibles 

A legislative adjustment is necessary in order to avoid Veterans receiving bills from their OHi for copayments and 
deductibles. Proactive partnerships with key stakeholders will be implemented to enable these legislative adjustments 
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Tele Emergency Care: 

Proposal: Implement Tele-EC at each VISN intended to reduce low value ED visits (VA & non-VA), maintain integrity of Veterans' care 
in VHA, increase access to emergency care resources for Veterans, and improve Veteran convenience and experience in seeking EC 

Service Overview 

Who provides this service? 

Emergency Medical Providers (MP) and 
Emergency Registered Nurses (RN) 

What function does it provide? 

• Veterans triaged through the Clinical Contact 
Center (CCC) as needing care within 0-2 hours 

("ED Now") can be virtually evaluated by a 
Tele-Emergency Care RN/Provider team to 

reduce low-value F2F ED visits 

• Opportunity for Veterans to access the 
service through channels outside of CCC (VA 
Health Chat, rural Urgent Care cl inics, etc.) 

• Extremely convenient for Veterans to access 

• Electronic Tracking Queue w ith Performance 
Dashboards 

• Generally, 50% of Veterans who would have 
been recommended to go to the ED can have 

their care resolved though Tele-EC 

Veteran 

A Tele-EC MP accepts the 
escalated case from a 
queue. The Tele-EC MP 

ond patient are connected 

The sick or injured 
Veteran calls the local VA 

Medical Center, or the 
Clinical Contact Center 
directly. Their Triage 

result is "ED Now·. They 
are warm transferred to 

the Tele-EC Service. 

\ 

for virtuolconsultotionl Tele-EC 
Medical Provider 

- The Tele-EC MP evaluates the 
patientond makes a 

recommendation for further 
care, if needed. The Tele-EC 
MP documents the care in a 
standardized Progress Note. 

• Why is this service beneficial? 

• Improves Access to Care for Veterans 

• Enables Veterans who are triaged as needing 
care in 0-2 hours or who decline to call 911 to 
be quickly connected to a Tele-EC Clinician for 
further immediate care. 

• Care is provided on an immediate, on-demand 
unscheduled basis 

• Enables Veterans to receive the right care 
at the right t ime at the right place 

• Reduces low-value F2F VA & non-VA ED visits 

COST ANALYSIS: 

17% Absolute Reduction in CC ED V,s,ts 

$250 CC ED Sa\llngs per TEC Visrt 

Li, K et al. Standard nurse phone triage vs Tele-Emergency Care pilot on Veteran use 
of in-person acute care: An instrumental variable analysis. Acad Emerg Med. (2023). 

Projected 
Savings per 

Veteran (Li study): 

$248 to $490 

X 
Estimated VHA 
Annual Volume: 

180,000 

-
Total VHA 

Annual Savings: 

$44.6 million to 
$88.2 million 

Total VHA Annual 
Savings: 

$44.6 million to 
$88.2 million 

-
Annual VHA 
TEC Costs: 

$38.5 million 

-
Annual VHA 

Savings: 
$6.1 million to 
$49.7 million 
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Referral Coordination Initiative: 

Centralized RCI Model (Clinical and Administrative Teams): Teams that can present the Veteran with options for care, in order to 
retain more care within the VA; expand options for care delivery within the VA by offering virtual appointment options and partnering 
with other VAMCs (smaller VA facilities in the lA/1B VAMCs' markets can serve as additional sources of referrals for retention) 

• Conducting a full assessment of the RCI program and operating models w ith the intent of pursuing a more directive/standardized approach across higher-complexity facilities 

• Evaluating the nurse-first model, staffing model, standardized triage tools, and incorporating RCI principles and processes into Oracle Cerner Millenium EHRM 

SCOPE: 

• Focusing on critical specialties for increased retention 
• 14 medical and 9 surgical, accounted for $6.09B in FY22 
• Excludes emergency care, GEC, and dialysis 
• Spending on pace to grow 15% in FY23 

Community care Spending: Breakdown by Major Categories 
($22.36B Total) 

Geriatrics & Dialysis, $754M, 
Extended Care, 3% 

$4.41B, 20% 

Emergency Care, 
$7.29B, 33% 

Other, $9.91B, 

i::44~ 

RCI Focus 
Specialties, 
$6.09B, 27% 

Remaining PC, MH, 
'- SC & All Others, 

$3.82B, 17% 

MODELING RETENTION RATES: 

• When Veterans are offered the 
best available VA option, often they 
will elect to stay within VA for their 
care. If they are not offered a VA 
option, they will always access care 
in the community. 

• Retention Rate: Measuring VA's 
ability to retain referrals for 
community care eligible Veterans 
who chose to stay with the VA 

• Dedicated RCTs can have a 
significant impact on increasing 
retention rates and consequently 
community care cost avoidance 

BENEFITS: 

• Transitions referral scheduling from multiple 
clinical employees to Referral Coordination Teams 
Empowers Veterans to understand all t heir health 
care options 

• Increases Veteran satisfaction; more effective care 
coordination 

• Optimizes workload; increase provider capacity 
• Promotes Veteran-driven care decisions and 

value-based use 
• Improves access to care and optimizes the use of 

face-to-face care, E-consults, and telehealth 
services across VAMCs 

• Investing in a RCT can increase access and reduce 
community care expenditures by maximizing VA 
resources 
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Referral Coordination Initiative: 

Retention Opportunities From Lower Complexity Facilities {79 Lvl lC, 2, 3 Facilities) 

• 79 lower complexity VAMCs 
o Excluding 41 facilities located 120+mins from a lA/1B facility•• 

• Total spending across selected 23 specialt ies (38 facilities) = $1.528 (FY22) 

• Referral Volume (23 Specialties) (38 facilit ies) (FY23 Annualized): 

o 662K Community Care Referrals 

o 615K Direct Care Referrals 

o 1.28M Total Referrals 

• Additional FTEE needs & estimated investments to handle the 2. 7M consults: 

o 127 - 255 Clinical FTEEs (1.28M referrals) 

• FTEE Costs (Salary+ Benefits): $18.SM - $37 .OM 

o 127 - 255 Administrative FTEEs (1.28M referrals) 

• FTEE Costs (Salary + Benefits): $8.0M - $16.lM 

Traveling Time To Closest Lvl lA / 1B 
(From Lvl lC, 2, & 3 Facilities) (Count) 

75 

20 

s 

0 
0 

0- 30 
mins 

9 

30 - 60 
mins 

13 

61 - 90 
mins 

16 

91 - 120 
mins 

**Important: Actual drive time ] 
for Veterans from residence to a 
lA/18 facility will differ. This is 
used as a approximate indicator 
for this analysis. 

10 
9 

121 - 150 151 - 180 
mins mins 

20 

18o+ 
mins 

2 -(Alaska, 
Hawaii) 

Table 1. Modeling varying levels of increases in retention rates at all facilities & resulting impact on community care spending 

FY22 Spending: $4.078: $2.558 (60 lAs and $18s) + $1.528 (38 lCs, 2s and 3) 
- - -

Increase in Retention Rate 

I 
Increase in Retention Rate Increase in Retention Rate 

Retention Rate Increases Over Baseline: Over Baseline: Over Baseline: 
10% 20% 30% 

Community care Cost Avoidance $407M I $8138 $1.228 

RCT FTEE Costs $118.9M - $237 .7M 

•Souru.• Cu~1tk, A Grorwk, J, Gorm,rn, M d ol M1d11g,.-t11 M.-1.rkl'l Rl'ft.•rr,-11 Cuord1n.-tt1ot1 l 111l1.-1t1H' ,-l Rq~mt1,-l l M,-trkl't Appl o.nh lo \'A Spt.'l1,-1 ltv C.-trl' / GE/1.,r INTERN MED 38 (Suppl 1), 871-877 (2021) hllps //do1 org/10 1007 /sl 160(1 023 08112 8 ~ 
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Primary 
Care 

Specialty 
Care 

Mental 
Health 

Plan and Prepare 

VHA Access Sprint Timeline 

SEP2023 OCT 2023 NOV2023 DEC 2023 JAN 2024 FE82024 

Execute 

IPT Kickoff 
SEP 21 

Elevate and 
Exchange 

OCT 23 - OCT 27 

Charge Memo 
OCT5 

Action Plans Due 
NOV3 

Tasker 
NOV8 

Implement 
NOV 6 - DEC 15 

Outcomes Due 
DEC15 

Implement 
NOV 27 - DEC 22 

I 
Action Plans Due 

NOV22 
Outcomes Due 

DEC22 

Gather 
Innovations 

and 
Solutions 
NOV 27 -

DEC 1 

Elevate and 
Exchange 
DEC 11 -
DEC18 

Celebrations 
JAN 22 -
JAN 26 

Elevate and 
Exchange 
JAN 16 -
JAN 18 

Site 
Celebrations 

JAN 29 -
FEB 2 

Implement 
JAN 8 -
FEB 16 

Site 
Celebrations 

FEBS ­
FEBg 

Tasker 
NOV27 

Action Plans Due 
JAN 5 

Outcomes Due 
FEB 16 

• Monitor and Sustain 

MAR2024 

Celebration Event 
End of FEB 

~ Ch A 
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Example tools to address community care spend due to wait time 

Decision support tools that can help propose interventions Xx Details follow 

Opportunities to increase 
A number of cFTEs 

8 Opportunities to improve 
provider productivity (panel 
size for primary care) 

Enablers such as best practice 
sharing, compensation models, 
real-time dashboards, continuous 
idea generation, clear governance 
and performance management 
could help further improve wait 
times 

---II -
■ 

Review labor mapping & LEAF exceptions to determine potential to increase cFTEs 

Hire additional care team providers to meet Veteran demand for care 

Utilize telehea lth, and Clinical Resource Hubs to expand capacity 

Create opportunities for provider float pools (e.g., locums, new usage of employed 
providers) 

Ensure bookability is at or above 80% (e.g., expand clinic hours to meet OP cFTE) 

Increase panel size to VHA standard (e.g., up to 105% of modeled panel capacity 
determined by PCMM) 

- Review slot lengths to ensure they match specialty standard 

-

Ass~ss utilization of new patient vs. follow-up slots and convert excess slots to new 
patient 

El Leverage automated appointment reminders to reduce patient no-shows 

II Review provider cancellat ions and ensure existing policies are being followed 

■. Consider hiring additional clinical support staff to match VHA standards and increase 
panel size capacity 

- Explore use of scribes or virtua l scribes 

- Assess scheduling process (e.g., scheduler capacity) 

■ Assess physica l space constraints, expand physica l capacity if needed, and optimize 
tele-work to preserve clinic space 

- Reduce administrative burden for providers (e.g., opt imize required documentation) 

Examples of ongoing initiatives 
that support goal 

• 

• 

• 

• 

Leverage Consult Toolbox to 
capture Veteran preferences 

Increase t elehealth utilization 
across network (including 
telemental healt h clinical 
resource sharing), and Veteran 
Trust score surrounding 
comfort with telehealth 
services 

Evaluate LEAF exception 
policies and collaborate with 
MCAO for labor mapping 

Establish IVC operating model 
that responds to facility 
timeliness concerns 

Preliminary, non exhaustive list 
of initiatives to be refined with 
program offices 
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Example tools to address community care spend due to drive time 

Facilities will be provided with decision support tools that can help propose interventions 

Opportunities to increase use of 
A telehealth 

B Opportunities to explore use 
of mobile clinics and/or 
temporary locations 

c Other opportunities to 
expand services 

- Increase telehealth options locally (e.g. increase use of CRH's, expand ATLAS program) 

- Provide training to schedulers and providers to encourage use of virtual care resources 

- Explore potential community sites to see Veterans (e.g. library, church) 

- lncentivize providers locally to develop satellite care services (e.g., pay for additional clinic 
hours at mobile sites) 

- Set up temporary mobile clinics to provide additional services to Veterans 

- Collaborate with other VISNs to sharing resources, as needed 

• 

Re-evaluate partnerships with local service providers (e.g. partner with regional hospital to 
rent room space) 

- Consider offering additional wraparound services for non-emergency care (e.g. stipends for 
transportation services, childcare, lodging) 

Enablers such as best practice sharing, compensation models, real-time dashboards, continuous idea 
generation, clear governance and performance management could help further improve drive times 

Examples of ongoing initiatives 
that support goal 

• Increase telehealth utilization 
across network (including 
telemental health clinical 
resource sharing), and Veteran 
Trust score surrounding 
comfort with telehealth 
services 

• 

• 

Continue integrated scheduling 
system rollout so veterans can 
more easily move back and 
forth between in-system and 
community care 

Increase use of Referral 
Coordination Initiative 

Preliminary, non exhaustive list 
of initiatives to be refined with 
program offices 
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Example tools to address community care spend due to service not available 

Facilities will be provided with decision support tools that can help propose interventions 

Opportunities to evaluate 
A unmet need and provide 

additional services 

B 

C 

Opportunities to leverage 
existing VHA services more 
broadly 

Other opportunities to 
expand services 

II 
II 

• 
• 
■ 
• 

Review existing service contracts and evaluate possible change in terms (e.g. 
contract w it h home health providers) 

Pilot new program in geographic areas and/or specia lty areas w ith highest need 

Align on strategic goal for whether VA should offer service directly 

Redeploy existing cFTEs to areas of highest need 

Hire new cFTEs, and consider opportunities to share across VAMCs and/or 
VISNs 

Consider drive time levers for additional ideas 

Consider opportunities to expand telehealth services and form partnerships 
between specia lty and primary care providers 

Partner with community providers to hire incrementa l effort as demand 
increases 

Enablers such as best practice sharing, compensation models, real-time dashboards, continuous idea 
generation, clear governance and performance management could help further improve service limitations 

Examples of ongoing initiatives 
that support goal 

• Utilize Clinical Resource Hubs 
to expand capacity 

• Leverage Integrated Clinical 
Staffing Program 

• 

• 

Hire additional care providers 
to respond to increased 
demand 

Educate Veterans on Access to 
Care Website so t hey can 
better identify in-network 
services 

Preliminary, non exhaustive list 
of initiatives to be refined with 
program offices 
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National TeleOncology (NTO) 

National TeleOncology (NTO): Provides world-class, sub­
specialized hematology/oncology care. 

• Provides care, in partnership with 79 VAMCs, but will reach 
100 by end of CY25 

• Comprehensive oncology care at 10 VAMCs 
• 12,945 Unique Veterans 
• 52,919 patient encounters completed since 2020 
• 47% of Veterans reside in rural areas 
• 25+ clinical teams providing comprehensive care including 

treatment and continuity of care 
• More than 1,000 new treatment regimens initiated 
• Second opinions, e-consults, chart reviews, & tumor boards 

For more informat ion, visit : cancer.va.gov and https://dvagov.sharepoint.com/sites/vhanto 

NTO Services: 

• Clinical Cancer Genetics Service (CCGS) 
• Breast and GYN System of Excellence (BGSOE) 
• Close to Me Infusion (CTM) 
• Virtual Tumor Boards 

Planning Phase: In FY 2024, we plan to increase access 
to care by beginning to implement combined provider 
clinic and infusion capabilities into higher volume 
CBOCs. Using the CTM infusion model, an APP, and 
support staff, we expect to provide full-service VA care 
to between 50% and 70% of Veterans needing 
hem/one. services. This plan is in development. 
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NTO Services 
Close to Me Infusion Services 
Reduces travel time for Veterans, improves VA care continuity, and increases 
access to Veteran-centric care: 

• Available at 20 Community Based Outpatient Clinics (CBOCs) 
• 20 additional CBOCs scheduled to open services by end of FY 24 
• 407 Veterans served, with 1,518 encounters through December 15, 2023 
• Over $1 million dollars in medication cost avoidance 
• Average savings per Veteran of 415 miles & 403 minutes driving 
• 51 % of Veterans receiving care are rural 

Goal: Expand to 80 CBOCs and treat 4,000 Veterans by the end of FY25 

Clinical Cancer Genetics Service 
Allows VA to support genetic counseling services system-wide by end of CY2024: 

• 
• 
• 
• 

Over 1,360 patients seen since launched in February 2023 
Reduced Veterans' wait times from~ 9 months to~ 2 weeks 
Allows expedited access to germ line testing to Veterans with cancer 
Empowers family members with information for their own health 

Goal: Provide access to care to all Veterans by the end of calendar year 2024 and 
reach 7,500 by the end of FY25 

Virtual Tumor Boards 

Unites VA health care professionals across the country for guided 
discussions around cancer treatment plans: 

• Over 100 Virtual Tumor Board (VTB) sessions conducted since March 
2022 

• Over 200+ Veteran patients served via VTBs 
• 49 facilities across the country and Puerto Rico participated in VTBs 

Goal : Incorporate TelePathology into VTBs by end of calendar year 2024 

Breast and Gynecologic System of Excellence 
Provides telehealth and e-consults to Veterans across the 
country: 

• 

• 

Piloting a patient-navigation program to provide personalized 
support and care coordination from diagnosis through 
survivorship/end-of-life 
32% of patients are rural 

Goal: Provide services nationwide. 
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Access Standards: 

Proposal: Two modifications to the Designated Access Standards which impact Veterans Community Care Program (VCCP) eligibility 

• Telehealth Incorporation: Include the availability of clinically appropriate telehealth appointments within the VA, in the 
determination of care in the community eligibility under the designated access standards when the Veteran consents to the 
telehealth appointment modality (104M to 210M Potential Cost Avoidance) 

• Drive Time Amendments: Include in the determination of drive time eligibility, in cases where VA is unable to furnish care within the 
30- or 60-minute average drive time standards, a requirement for the receiving community care provider to represent a 
shorter drive time as compared to the closest available comparable VA provider (424M to 1.14B Potential Cost Avoidance) 

VHA is planning for two-stage rulemaking to ensure a transparent process with opportunity for public comment and 
feedback; VA goal is to publish the Final Rule by October 2024 
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Access Standards: 

Community Care Spending: Breakdown by 
Major Categories ($22.368 Total) 

Emergency Care, 
$7.298, 33% 

Geriatrics & --
Extended Care, 

$4.418, 20% 

Specialty Care, M ental 
Health, Primary Care, 

All Others, $9.918, 44% 

DiLysis, $754M, 3% 

BENEFITS: 

• Telehealth modifications will preserve Veterans' unilateral decision-making power on use of telehealth and 
will allow VA to more accurately reflect when VA is able to meet the designated access standards and 
provide timely, appropriate care 

• Drive time changes will reduce instances where Veterans drive a greater distance to receive healthcare 
services from community care providers when comparable, timely VA services are available within the same 
or shorter drive distance 

• Reduce unnecessary community care expenditures, while better utilizing existing VA capacity 

• Shift balance of care in direction of VA, where outcomes for many care categories are better, hospitals are, 
on average, more highly rated, and Veteran trust is highest 

RISKS: 

• Reputational Risk: Drive-t ime modifications viewed as restricting Veteran choice and may reduce timely 
access to care 

• Increased handling t ime for referrals: Additional steps to referrals, including conversations on TH and 
community care preferences (opt-in/out) and eligibility, comparisons of drive time to VA and VCCP 
facilities when DT is exceeded, and documentat ion for each 

• Delays in the timeline could risk nullification of the proposed rulemaking via the Congressional Review Act 

• Regulation timeline is dependent on expedited reviews across VHA, VA, and 0 MB and prioritized implementation 

• High volume of public comments may delay the final rule drafting 

• Potential for change fatigue and inconsistent implementation with potential interim or temporary solutions, 
particularly with significant future scheduling technology and process changes 
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Cost Avoidance Proposal: Summarizing The Potentiai 

Emergency Care 

0 Payment Reform 
• Up to $1.738 

OTele-EC 
'• $44.6M -$88.2M 

Community Care Spending (Veterans): Breakdown 
by Major Categories ($22.36B Total) 

Emergency Care, 
$7.29B, 33% 

Geriatrics &--­
Extended Care, 

$4.41B, 20% 

Specialty Care, Mental 
Health, Primary Care, 

All Others, $9.91B, 44% 

Dialysis, $OM, 3% 

Remaining Categories Specialty 
Care, Mental Health, Primary Care 

& Others 

A Access Standards 
V • Regulatory Impact Analysis 

(In progress) 

0 

• Telehea/th $104M - $210M 
• Drive Time $424M - $1.148 

Referral Coordination Initiative 
(RCI) Revamp 
• $407M - $1.228 
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' 

0- Appointment 
Requests 

(End of Sep. 2023} 

7 - • 1oc Start 
(Mid Apr 2024) 

' 

' 

1 - Appointment 
Processing 

(Mid Nov 2023) 

6 - Bug Fixes & 
Complete UAT 

(End of Mar. 2024) 

' 

' 

------
2 - MISSION ACT & 

Video V1s1t 
(Mid Dec 2023) 

5 - Special 
Features 

(Mid M ar 2024) 

' 

' 

------

3 - Query Tool 
(Early Jan 2024) 

4 • Create & 
Process MRTCs 
(Mid Feb 2024) 

' 

1- Home Screen & 
Login - Logout 
(Mid Dec 2023) 

------

' 

6 • IOC Start 
(End of Mar 2024) 

' 

2- Appointment 
Search Results 
(Mid Jan 2024) 

------

' 

5 • Complete UAT 
(End of Mar 2024) 

' 

3 - Filter Search 
Results 

(Mid Feb 2024) 

------

' 

4 - Bugfix & 
Stress Test ing 

(Early Mar 2024) 

External Provider Scheduling Enterprise Scheduling Modernization: VHA and OIT are collaborating on an Enterprise 
Scheduling Modernizat ion effort with the goal of delivering better scheduling systems and 
processes, thus improving access to care for Veterans. Year 1 Rollout 
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• Blue shaded areas of the 
map Indicate high dig tal 
eommunlfy care provider 
presence 
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• Integrated Scheduling System: A staff facing web-based application for scheduling Veteran 
appoint ments that ultimately consolidates functionality from multiple scheduling 
applications into a single enterprise scheduling solution. 

• Clinic Capacity Search Tool : An enterprise solution providing the ability to surface all 
available appointments for requested service and modality across multiple faci lities. 

• Clinic Configuration Manager: A web-based software tool that provides a modern and easy-
to-use platform for the clinic profile managers. 

External Provider Scheduling: An enterprise scheduling solution (Software as a Service licenses 
of the Well hive Platform) was acquired which achieves visibility and scheduling into External 
Provider scheduling appointment slots. 
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Analysis of Compile Claims Data: Percent of visits potentially able to be conducted virtually by specialty 

Estimated % of 
potential VH visitst 

70-75% 
65-70% 
40-45% 
35-40% 
30-35% 

25-30% 

20-25% 

15-20% 

10-15% 

5-10% 
0-5% 

Specialty 

Behavioral Health 

Nutrition 

Sleep Medicine, Pharmacist 

Bariatrics, Cardiothoracic, Gastroenterology, Plastic Surgery 

Thoracic Surgery, Neurosurgery 

Family Medicine, General Surgery, Hospice and Palliative Care, 
Endocrinology, Internal Medicine 

Pain Medicine, Infectious Diseases, Trauma Surgery, Obstetrics, Dermatology, 
Rheumatology, Speech Pathology 

Pediatric Medicine, Orthopedics, Audiology, Sports Medicine, Geriatrics, 
Neurology, Nephrology, Physical Medicine, Pulmonology, Cardiology, 
Podiatry, Oncology 

Urgent Care, Urology, Otolaryngology, Hematology, Emergency Medicine, 
Oral Surgery 

Allergy & Immunology 

Ophthalmology, Optometry, Chiropractic, Dentistry, Radiology, Genetics 

Source: Compile claims database with mapping of virtualizable CPT codes, 2022 

t Based on "bottom-up sizing methodology of virtual 
care delivery potential". Summary of the methodology 
is as follows: 

• Individual CPTs are mapped against a clinically 
backed database of the probability of virtualization 
for each CPT 

• The proportion of visits that cou ld be virtualized is 
determined by through assessment of 
combinations of CPT and specialt ies 
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Veterans Health Administration Overview 
Honor America's Veterans by providing exceptional health care 
that improves their health and well-being 

Ryung Suh 
Chief of Staff, Veterans Health Administration (VHA) 



Our Mission & Values 

To fulfill President lincoln1s promise to care for those who 
served in our nation1s military and for their families1 

caregivers1 and survivors. 

Core Values 

Integrity 

Commitment 

Advocacy 

Respect 

Excellence 

\IA ~ U.S. Department 
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Who We Are 

e largest 
ployer of 

Veterans worldwide 

VAi 
second I 

federal age 

3.7% 
VA Central 

Office 

PROJECTED U.S. 
VETERAN POPULATION 

18.5 Mil I ion 
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Veterans 
Benefits 

Administration 
{VBA) 

Administers Benefits 
(Compensation, Pension, 

Veteran Readiness & 
Employment, Education, 

Home Loan Guaranty, and 
Life Insurance) 

VA Administrations 

Veterans Health 
Administration 

{VHA) 

Provides World-Class 
Healthcare, Research, and 

Training 

National 
Cemetery 

Administration 
{NCA) 

Honors Veterans & 
families with final resting 
places & commemorates 
their service and sacrifice 
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VHA includes the largest healthcare delivery system in the United States 

18 Veteran Integrated Service Networks 
VISNs provide oversight, guidance and management of 
regional systems of care (1,328 heath care facilities). 

• 1,328 VA Healthcare Facilities including: 
• 173 VA Medical Centers (VAMCs) 
• 1,141 VA Outpatient Sites 

• 316 Vet Centers (Readjustment Counseling) 
• 135 Community Living Centers (Nursing Homes) 
• 116 Residential Rehabilitation Treatment Programs 
• 54 Mobile Clinics - each connected to a medical centers 

• VHA has 400,000+ employees: 
• 25.2% of which are Veterans 
• 62.5% are clinical employees 
• 28,000+ physicians 
• 114,000+ nurses (CRNA, RN, LPN and NA) 

• VHA accounts for "'89% of VA employees. 

20 

21 • 
• 

Philippln~s Is. 

American 
Samoa 

--19 

ND 

SD 23 

SC 

Virgin Is. 8 
8 

PR 8 FL ---
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VHA provides Veterans with high quality care and a positive experience 

of VA medical centers included 
in the Overall Hospital Quality 
Star Ratings received either 4 
or 5 stars, com pared to only 

41% of non-VA hospitals1 

VA facilities outperformed 
community hospitals on all 10 core 

patient satisfaction metrics in 
the April 2023 Hospital Consumer 

Assessment of Healthcare Providers 
and Systems (HCAHPS) Star Ratings2 

of Veterans trust 
VA for their 
healthcare3 

1. VA Press Release 7/26/2023: Majority of VA health care facilities receive 4 or 5 stars in CMS quality ratings, outperforming non-VA facilities I 2. VA Press Release 6/20/20233: VA hospitals 
outperform private sector in patient experience I 3. VA Press Release, 5/8/2023: Studies show VA health care is better than or equal to non-VA health care 

\IA ~ U.S. Department 
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VHA's Statutory Missions & FY 2022-2025 Long Range Plan 

Care Delivery r '7 
Develop, maintain, and operate a national health W • 
care delivery system for eligible Veterans V 

Education )( 
Administer a program of education and training 
for health care personnel 

Research ~ 
Conduct health care research benefltt1ng ~ 
Veterans and public 

Emergency Response + 
Provide contingency support to the nation during 
national emergencies, natural disasters, and war 
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Veterans choose VHA as their health care provider and 
coordinator, built on trusted, long-term relationships 

Enhana custotner saitisbclionilnd experience by pro,iding ~ lityare,ease of.cuss andcoordination. 
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VHA delivers high-quality, accessible and Integrated health care 
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VHA maximizes performance through shared ownership 
and Is on the forefront of Innovation 
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VHA optimizes assets across the enterprise 
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VHA has 4 Statutory Missions that support and honor America's Veterans 

Care Delivery r , 
Develop, maintain, and operate a national W • 
health care delivery system for eligible Veterans \..J 

9 million enrolled Veterans 
VHA is the largest integrated health care system in the 
United States, providing care at 1,328 facilities to more 
than 9 million Veterans enrolled in the VA health care 
system. 

• VHA completed more than 88 million outpatient visits. 

• 2.58 million Veterans were authorized by VA to receive care 
in local communities. 

• 286,907 Veterans, service members (including members of 
the National Guard and Reserves) and their families received 
readjustment counseling at VA's 300 Vet Centers, totaling 
nearly 1.37 million visits and outreach contacts. 

• More than 2.3 million Veterans received telehealth. 

\IA ~ U.S. Department 
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VHA has 4 Statutory Missions that support and honor America's Veterans 

Education ~i 
Administer a program of education and training #"~ 
for health care personnel 

Leading GME provider 
VHA is one of the nation's largest providers of graduate 
medical education, and a major contributor to medical 
and scientific research. 

• About 70% of all U.S. physicians have received at least some 
of their training at VA health care facilities. 

• VHA has partnerships with over 1,400 institutions across 
7,700 training programs in every U.S. state. 

• Annually, VA provides training for about 118,000 trainees. 

\IA ~ U.S. Department 
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VHA has 4 Statutory Missions that support and honor America's Veterans 

Research --
conduct health care research benefitt1ng ~ 
Veterans and public 

$800 million intramural research 
VHA manages an over $800 million congressional 
research appropriation to fund intramural research at 
VA facilities across the country. 

• VA has had three Nobel prize-winners, along with seven 
Lasker awards, and numerous other national and 
international honors. 

• In FY 2022, more than 3,600 VA researchers worked on over 
7,200 projects, with a total research budget (internal and 
external sources) of $2.26 billion. 

• Highlight: Quality Enhancement Research Initiative (QUERI) 
has over 200 VA-employed scientists partner with VA 
providers, leaders, and Veterans to improve implementation, 
quality improvement, and evaluation strategies. 

• Highlight: Million Veteran Program (MVP) is one the world's 
largest genomic research programs. 

\IA ~ U.S. Department 
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VHA has 4 Statutory Missions that support and honor America's Veterans 

Emergency Response + 
Provide contingency support to the nation during 
national emergencies, natural disasters, and war 

2,000+ staff deployed during pandemic 
VHA's Office of Emergency Management coordinates 
VHA's internal comprehensive emergency management 
program and provides support to the Department of 
Health & Human Services. 

• VHA's disaster resilience and response capabilities include: 
• Disaster Emergency Medical Personnel System (DEMPS), which 

deploys volunteer clinical and non-clinical staff for both internal 
continuity of operations and "Fourth Mission" external support. 

• Clinical Deployment Teams provide 360 permanent, clinical staff 
dedicated to the continuity of Veteran healthcare and support 
of communities in times of crisis. 

• Mobile ICUs and Mobile Medical Surgical Units. 

• VHA support to the nation has included: 
• Over 2,000 staff deployed to community hospitals and nursing 

homes to provide direct support during the COVID-19 pandemic. 
• Deployment of mobile assets and staff support for emergency 

weather events, such hurricanes and wildfires. 

\IA ~ U.S. Department 
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VHA Health Care Priorities and VHA Strategic Enablers 

Retain, invest in, and 

Partner with support our people. 
Hire faster VSOs, states, 
and more advocates, and 
competitively Connect Veterans interagency Scale best 

practices and 
to the soonest drive innovation 
and best care 

Serve Veterans 
with toxic 
exposures Accelerate our Goa 

journey to High 
Reliability 

Support Veterans' Improve our 
whole health, technology 

their caregivers, Modernize systems and 

and survivors 
our faci I ities workflows 

Prevent Veteran into the future 
suicide 

Drive equity for women, 
minority and LGBTQ+ Veterans 
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These are big challenges - each of them a high mountain 
peak to climb - yet our mission will call out the best in 

us ... There may be hurdles in our climb, but I believe there 
are no barriers. And -remember- we are not climbing 

these mountains alone. 
. - . - . - .. - -

VA i~ U.S. Dcpartmen~ 
of Veterans Affairs 14 
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Red Team Articles Overview 

Article Title Overview of Content 

(1) The Veterans Community Care Program: Background and Early Effects (Nonpartisan 
Analysis for the U.S. Congress) 
Elizabeth Bass, David Mosher, Edward G. Keating, Heidi Golding, John Kerman, 

• Veterans Health Administration (VHA), part of the Department of Veterans Affairs (VA), provides 
health care to eligible veterans using a combination of VHA and non-VHA providers and facilities. 
Until a few years ago, VHA generally allowed patients to seek community care (that is, it referred 
patients to outside providers) on an exception basis. In recent years, however, major legislative and 
VA-led changes to VHA's policies have increased opportunities for veterans to seek community care 
at VHA's expense. 

• Currently, the Veterans Community Care Program (VCCP) allows veterans to see outside providers 
based on several factors, including local availability of VHA care and the circumstances of individual 
Veteran. 

• Providing more access to community providers has made it easier for veterans to use outside care, 
but other outcomes are mixed these effects of the Veterans Community Care Program include: 

o coordination of care, organizing patient care activities and sharing information among all 
providers for safer and more effective treatment. 

o quality of community care providers, The MISSION Act requires VHA to establish and 
monitor the quality of outside providers. Health care systems construct and measure multiple 
dimensions of patient care, but no single national system of quality reporting exists in the US. 

o utilization of VHA facilities, increasing access to outside providers could reduce veterans' 
use of facilities that have sufficient capacity today, which could lead to higher costs per 
veteran patient if VHA cannot close or consolidate those facilities. 

o improved patient flow in areas with insufficient capacity, some states have a large 
number of VHA facilities relative to the number of enrollees and others have fewer than 
average. 

o reduced use of VHA facilities in areas with sufficient capacity, widespread access to 
outside providers could lead to fewer veterans seeking care at VHA's medical facilities that 
are meeting patients' needs and operating at or under capacity. In those cases, the average 
cost for the remaining patients would increase because some of the facil ity costs are fixed. 

(2) Comparing Veterans Affairs and Private Sector Perioperative Outcomes After 
Noncardiac Surgery (Cohort Study) 
Elizabeth L. George, MD, MSc; Nader N. Massarweh, MD, MPH; Ada Youk, PhD; Katherine M. Reitz, MD, MS; 
Myrick C. Shinall Jr, MD, PhD; Rui Chen, MS; Amber W. Trickey, PhD, MS, CPH; Patrick R. Varley, MD, MS; 
Jason Johanning, MD, MS; Paula K. Shireman, MD, MS, MBA; Shipra Arya, MD, SM; Daniel E. Hall, MD, MDiv, MH Sc 

• Objective: to compare perioperative outcomes among veterans treated in VA hospitals with patients 
treated in private-sector hospitals. 

• Conclusion: VA surgical care is associated with lower perioperative mortality and decreased failure 
to rescue despite veterans having higher-risk characteristics. Given the unique needs and 
composition of the veteran population, health policy decisions and budgetary appropriations should 
reflect these important differences. 

(3) Outcomes of Veterans Treated in Veterans Affairs Hospitals vs Non-Veterans Affairs 
Hospitals (Cohort Study) 
Jean Yoon, PhD, MHS; Ciaran S. Phibbs, PhD; Michael K. Ong, MD, PhD; Megan E. Vanneman, PhD, MPH; Adam Chow, BA; Andrew Redd, 
PhD; Kenneth W. Kizer, MD, MPH; Matthew P. Dizon, MD; Emily Wong, MPH, MA; Yue Zhang, PhD 

• Objective: to compare outcomes for 6 acute conditions in VA and non-VA hospitals for younger and 
older veterans usinq VA and all-payer discharqe data. 
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• Conclusion: expanding access to non-VA care may improve timeliness and reduce travel costs for 
many veterans; however, higher mortality and readmissions in non-VA hospitals were observed 
across age groups. Veterans could experience worse outcomes for some types of care without well­
developed community care networks based on quality standards and sufficient care coordination 
between VA and non-VA clinicians. 

(4) Potentially Avoidable Hospitalizations After Chemotherapy: Difference Across 
Medicare and the Veterans Health Administration (Cohort Study) 
Risha Gidwani-Marszowski, DrPH Katherine Faricy-Anderson, MD, MPH, Steven M. Asch, MD, 
Samantha lllarmo, MPH; Lakshmi Ananth, MS1; and Manali I. Patel, MD, MS 

• Objective: evaluated the proportions of patients treated by Medicare-reimbursed clinicians and 
Veterans Health Administration (VA) clinicians who experienced avoidable acute care in order to 
evaluate differences in health system performance. 

• Conclusion: results indicate veterans with cancer receiving chemotherapy in the VA have higher 
quality care with respect to avoidable hospitalizations than veterans 
receiving chemotherapy through Medicare. As more veterans seek care in the private sector under 
the MISSION Act, concerted efforts may be warranted to ensure that veterans do not experience a 
decline in care quality. 

(5) The Promise and Challenges of VA Community Care: Veterans' Issues in Focus (RAND 
Publication) 
Petra Rasmussen & Carrie M. Farmer 

• The U.S. Department of VA contracts with private-sector providers to help ensure that eligible 
veterans receive timely healthcare. This care can alleviate access barriers for veterans, but questions 
remain about its cost and quality. 

• The landscape of veterans' health care has changed with the passage of the Veterans Choice and 
VA MISSION Acts. Although the laws have the potential to improve access to care for some 
veterans, they have also introduced additional challenges to tracking and evaluating the timeliness, 
quality, and coordination of care that veterans receive. 

(6) VA versus Non-VA Quality of Care: A Systematic Review (Evidence Synthesis Program 
Assessment) 
Paul Shekelle, MD, PhD, MPH, Melinda Maggard-Gibbons, MD, Mariah Blegen, MD, Eric Apaydin, PhD, MPP, MS, Neil Paige, MD, MSHS, 
Jamie Ko, MPH, Jesus Ulloa, MD, MBA, MSHPM, Garrett Salzman, MD, MS, Meron Begashaw, MPH, Mark D. Girgis, MD, Jody Larkin, MS 

• The VA's Evidence Synthesis Program systematically reviews studies comparing the quality of VA 
and non-VA healthcare their key findings are: 

o In the domain of quality and safety, the great majority of studies found that VA care is as good 
as, or better than, care in the community. 

o For the domains of access, patient experience, and efficiency/cost, comparative studies were 
fewer in number and more mixed in results but tended to favor VA care. 

(7) Veterans and the Affordable Care Act (JAMA Viewpoint) 
Kenneth W. Kizer, MD, MPH 

• The potential effects of the Affordable Care Act (ACA) on health care for veterans warrants careful 
consideration to include: 

• 

• 

• 

The effects of multiple health plan eligibility on access to and quality of care for VA health care 
enrollees should be comprehensively evaluated to prioritize solutions for coordinating VA and 
non-VA health care coverage for veterans. 
A systematic assessment of current and projected VA health care workforce needs, and service 
utilization vulnerabi lities and options for addressing them reviewed, including expansion of VA's 
already well-developed tele-health and home care capabilities. 
A shared vision of the VA healthcare system in post-ACA US health care should be developed 
that considers the effects of increased health insurance coveraqe for veterans on VA's role as a 
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safety net provider, declining numbers of World War II and Vietnam War veterans, the increasing 
number of female veterans, and measures that may be taken to address federal budget 
problems. 

(8) Restoring Trust in VA Health Care (The New England Journal of Medicine) 
Kenneth W. Kizer, M.D., M.P.H., and Ashish K. Jha, M.D., M.P.H. 

• Inadequate numbers of primary care providers, aged facilities, overly complicated scheduling 
processes, and other difficult challenges have thwarted the VA's efforts to meet soaring demand for 
services. 

• We believe there are three main causes: an unfocused performance-measurement program, 
increasingly centralized control of care delivery and associated increased bureaucracy and 
increasinQ orQanizational insularity. 

(9) Studies Show VA Healthcare is Better Than or Equal to Non-VA Healthcare (Journal of 
General Internal Medicine and the Journal of the American College of Surgeon) 

• A national review of peer-reviewed studies that evaluated VA on quality, safety, access, patient 
experience, and comparative cost/efficiency reviewing non-surgical care. Of the 26 studies, 15 
reported VA care was better than non-VA care and seven reported equal or mixed clinical quality 
outcomes. Of the 13 studies that looked at quality and safety in surgical care, 11 reported VA surgical 
care is comparable or better than non-VA care. 

• This year's systematic review included studies published between 2015 and 2021 . This is the third 
systematic review of studies comparing VA care to non-VA care, the most recent published in 2017. 
Each systematic review has come to the same overarching conclusion: on average, VA care is better 
than or comparable to non-VA care in the domains of clinical quality and safety. 

(10) Majority of VA Healthcare Facilities Receive 4 or 5 Stars in CMS Quality Ratings, 
Outperforming Non-VA Facilities (VA News) 
(Based on data collected from July 2018 and March 2022) 

• The VA announced that 67% of VA hospitals included in the Centers for Medicare & Medicaid 
Servies (CMS) annual Overall Hospital Quality Star Ratings received either 4 or 5 stars, compared to 
only 41 % of non-VA hospitals. 

• VA hospital outperformed non-VA hospital on all 10 core patient satisfaction metrics in the Hospital 
consumer Assessment of Healthcare Providers and Systems Star Ratings, and a recent systematic 
review of more than 40 peer-reviewed studies found that VA healthcare is consistently as good as -
or better than - non-VA healthcare. 

(11) Nationwide Patient Survey Shows VA Hospitals Outperform Non-VA Hospitals (VA 
News) 

• Based on patient surveys between July 2021 and June 2022, 72% of VA hospitals received four or 
five stars for Overall hospital rating compared to 48% of non-VA hospitals. 

• VA hospitals received a higher percentage of four or five star ratings than non-VA hospitals for 
Communication with doctors (87% vs. 48%), Communication with nurses (59% vs. 35%), 
Responsiveness of hospital staff (63% vs. 34%), Communication about medicines (80% vs. 38%), 
Cleanliness of the hospital environment (69% vs. 52%), Quietness of the hospital environment (49% 
vs. 38%), Discharge information (65% vs. 55%), Care transition (76% vs. 35%), and Willingness to 
recommend the hospital (76% vs. 52%). 

• The VA Trust Report for the second quarter of fiscal year 2023 shows that nearly 90% of Veterans 
who get their care from VA trust VA for their care (based on 560,000 surveys). Additionally, more 
than 79% of Veterans trust VA overall , receiving a 1.9% increase from the last quarter and a 24% 
increase since 2016 
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The Veterans Community 
Care Program: 
Background and 
Early Effects 

T 
he Veterans Health Administration (VHA), 
part of the Department of Veterans Affairs 
(VA), provides health care t0 eligible veterans 
using a combination ofYHA and non-YHA 

providers and facilities. Until a few years ago, VHA 
generally allowed patients to seek communiry care (that 
is, it referred patients co outside providers) on an excep­
tion basis. 1 In recent years, however, major legislative and 
VA-led changes to VHA's policies have increased oppor­
tunities for veterans to seek communiry care at VHA's 
expense. Currently, the Veterans Community Care 
Program (VCCP) allows veterans to see outside providers 
on the basis of several factors, including the local avail­
abiliry of VHA care and the circumstances of individual 
veterans. In this report, the Congressional Budget Office 
examines some of the effects of VCCP 

Between 2014 and 2019, about two million veterans, or 
almost one-quarter ofVHA enrollees, were authorized 
to use communiry care under VCCP's predecessor, the 
Veterans Choice Program. The VA MISSION Ace (Public 
Law 115-182), which was enacted in 2018, created 
VCCP to replace the Veterans Choice Program as well as 
most agreements that VA medical centers had with local 
private providers; it also consolidated other community 
care programs. The MISSION Act diverges from previous 
VA policy chat used communiry providers as a lase resort. 
Now, eligible veterans may choose communiry care even 
if a VHA provider is available as long as they meet specific 
requirements. 

I. The use of omside providers has been known by many names and 
has fallen under many VHA programs; in this report all such care, 
including long-term care, is referred to as community care unless 
otherwise indicated. 
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In examining the effects ofV/\s changing policies toward 
community care, CBO determined that since 2014, the 
number of veterans using communiry care has increased 
and average wait times in VHA facilities have declined 
and remained generally below those in the private sector. 
CBO estimates that VHA's costs for communiry care 
grew from $7.9 billion in 2014 co $17.6 billion in 2021. 
(All dollar values are expressed in 2021 dollars unless 
otherwise stated.) 

In addition, CBO found that prioritizing veterans' 
access t0 communiry providers may affect other aspects 
of patient care and VHA's ability co deliver it: It is more 
difficult for VHA to coordinate care outside of its own 
facilities, and VHA has little control over the qualiry of 
care that veterans receive from communiry providers. 
Finally, increasing access to communiry care may reduce 
utilization ofVHA facilities chat have sufficient capac­
iry, which could lead to higher costs per veteran ifVHA 
cannot close or consolidate chem. 

What is the Veterans Community 
Care Program? 
VCCP permits veterans who meet specific requirements 
to see outside health care providers who are paid by VHA. 
Although VHA has always used communiry providers for 
veterans under certain circumstances, the legislation that 
created VCCP consolidated and replaced many of VHA's 
existing communiry care agreements with one program 
and expanded the number of veterans eligible co seek care 
outside of VHA facilities. 

VHA Health Care Services 
VHA operates a direct care network of 170 medical cen­
ters and more than 1,000 outpatient clinics, rehabilitation 

Notes: In discussing the Veterans Health Administration's costs for community care, this report cites data provided by VHA regarding obligations recorded by that 
agency for such care. Legislation provides agencies with the authority (called budget authority) to spend money for their programs; then, those agencies make 
commitments (ca lled obligations) to spend that money; and lastly, the Treasury spends the money as outlays to fulfill those obligations. In any given year, obligations 
and outlays tend to be similar because most obligations result in outlays during the same fiscal year. To remove the effects of inflation, dollar values are adjusted 
with the gross domestic product price index from the Bureau of Economic Analysis. All dollar values are expressed in 2021 dollars unless otherwise stated. 
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facilities, and nursing homes. Services include inpatient, 
outpatient, and specialty care; pharmaceuticals; and auxil­
iary social support, such as programs for the homeless and 
stipends for caregivers. 

The amount of care and services VHA can provide is 
determined by funding that the Congress appropriates 
each year. Given that budgetary constraint, VHA calcu­
lates how many veterans it can serve using a system of pri­
ority groups. When veterans first apply for care, they are 
assigned to one of eight priority groups (with I denoting 
the highest) on the basis of a number of factors, includ­
ing service-connected disabilities and income.2 (Service­
connected disabilities are medical conditions that develop 
or worsen during a service member's time in the military; 
they are determined by VA.) Depending on their assign­
ment, some veterans receive free care, some have minimal 
cost sharing for treatment or pharmaceuticals, and some 
are not permitted to enroll; that is, not all veterans are 
eligible for VHA services. 

Of the 9.2 million veterans enrolled with VHA in 2020, 
about 6.2 million actually sought care from VHA that year 
(760,000 nonveteran patients were also treated).3 Most vet­
erans do not rely on VHA for all their medical treatment: 
Many have additional insurance and receive a large amount 
of health care from other sources, particularly Medicare. 
VHA projects that spending will average $14,750 per 
veteran patient in 2021 and that enrollment will remain 
relatively steady until 2023, when mortality in the enrollee 
population is expected to surpass new enrollment. 

Development of the Veterans 
Community Care Program 
Community care has been used to supplement 
VA-provided health care for veterans since World War I, 

2. lhe highest-priority groups, groups I to 3, are veterans who 
have service-connected disabilities. Priority group 4 consists 
of veterans who are housebound or carastrophically disabled. 
Priority group 5 contains lower-income veterans. Priority group 
6 includes special populations, such as certain combat veterans 
discharged from the military within five years of applying for VA 
health care. The lowest-priority groups, groups 7 and 8, contain 
higher-income veterans with no compensable service-connected 
disabilities (enrollment in priority group 8 has been partially 
restricted since 2003). For a full description, see Department 
of Veterans Affairs, "Healch Benefits" (April 23, 2019), 
hrtps:/ /go.usa.gov/x6m VW. 

3. About one-third of enrollees do not seek treatment from YHA 
in a given year. Nonveteran patients include active-duty military 
and reservists, certain surviving spouses and family members 
of veterans, and employees receiving care, such as occupational 

immunizations. 

OCTOBER 2021 

but eligibility requirements have evolved. In the 1920s, 
when VA mainly provided inpatient services, the 
Congress authorized contracting with outside providers 
in certain circumstances. For instance, VA paid for some 
outpatient care to treat veterans with service-connected 
disabilities. In 1957, female veterans and all veterans liv­
ing in U.S. territories were made eligible to seek commu­
nity care, and in 1979, veterans who were receiving a VA 
pension or who were housebound also qualified. Some 
services (such as dialysis) were authorized for community 
care when VA medical centers were far away from where 
patients lived or the centers were very busy; ocher services 
(such as obstetrics) were authorized because VA medical 
centers did not provide them. 

In 1989, VA was reorganized and VHA was estab-
lished shortly thereafter to administer health care for 
veterans, both in VHA facilities and in the community 
when necessary. VHA agreements for community care 
mainly operated at the local level.4 That care was paid 
for on a fee-basis arrangement, whereby providers (such 
as community private hospitals and home health care 
services) submitted bills to the local VHA facility, which 
then authorized payment of the expense from a central 
payment center. 

Veterans' access to community care has expanded sig­
nificantly since 2014 (see Figure 1). In the spring of 
that year, accusations surfaced about long wait times for 
outpatient appointments and unscrupulous management 
practices at several VA medical centers. In response to 
those accusations, lawmakers enacted legislation requiring 
VHA to provide access to health care in the community 
for veterans who could not be seen in a timely manner or 
who lived far from a VHA facility. The Veterans Access, 
Choice, and Accountability Act of2014 (P.L. 113-146), 
enacted in August of that year, established the Veterans 
Choice Program, a temporary benefit chat allowed eligible 
veterans co see non-VHA providers. Lawmakers appro­
priated $10 billion (in nominal dollars) over three years 
to treat veterans in the community if they were unable to 
schedule appointments at VHA facilities within VKs goals 
for wait times (30 days) or if they had to drive long dis­
tances to the nearest VHA facility (more than 40 miles). 
The act required VHA to begin allowing more veterans 
to seek community care within 12 weeks of enactment. 

4. For more derail on the history ofVHA's use of omside providers, 
see Sidath Viranga Panangala and others, VA Maintaining 

Internal Systems and Strengthening Integrated Outside Networks 

Act of 2018 (VA MISSION Act; P.L. 115-182), Report R45390, 
version 2 (Congressional Research Service, November 1, 2018), 

hrcps:/ /go.usa.gov/x6m V d. 
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Figure 1. 

Recent Legislation and Agency Rules Affecting Veterans' Community Care 

May, June 2014 November 2014 April, May, October, 
Accusations of access VA issues interim December 2015 
issues at some VAMCs ru les for Veterans VA issues more 
prompt Congressionafl Choice Program clarifications about 

hearings]_ ----- r Veterans Choice Program 

1014 ~J o ·t i~ 
August 2014 May 2015 I_ July 2015 
Veterans Access, Choice, Construction Surface Transportation 
and Accountability Act of Authorization and and Veterans Health 
2014 (P.L. 113-146) Choice Improvement Care Choice Improve-
establishes Veterans Act (P.L. 114-19) ment Act of 2015 
Choice Program with mandates driving- (P.L. 114-41) mandates 
a sunset date of distance criteria eligibility criteria; VA 
August 2017; provides must plan to consolidate 
$10 billion for Veterans community care 
Choice Fund programs 

Data source: Congressional Budget Office. 

VA = Department of Veterans Affairs; VAMCs = Veterans Affairs Medical Centers. 

Additionally, the act provided $5 billion (in nominal dol­
lars) for VHA to hire more medical staff and expand its 
in-house capabilities over several years.5 In the following 
months and into 2015, clarifications and revisions were 
made ro the Veterans Choice Program by VHA, which 
issued and implemented rules for the program, and by 
the Congress in subsequent legislation. 

In 2017, a new Congress and Presidential Administration 
significantly changed VHA's policy of using community 
care as a last resort. Under the new policy, veterans who 
meet broad criteria can choose whether ro seek care from 
VHA or in the community. In April, while VHA was 
developing a new program, lawmakers eliminated the 
August expiration date for the Veterans Choice Program, 
and in December, they provided additional funds for 
the program. Meanwhile, VHA continued developing 
plans tO consolidate most community care contracts 
and to ultimately replace the Veterans Choice Program. 
VHA crafted new eligibility criteria for receiving care in 
the community that were based largely on timely access 
to services and clinical need, which gave veterans more 

5. See Congressional Budget Office, letter to the Honorable Bernie 
Sanders providing an estimate for H.R. 3230, the Veterans 
Access, C hoice, and Accountability Act of2014 Ouly 29, 2014), 
www.cbo.gov/publicacion/45601. 

April 2017 
P.L. 115-26 eliminates 
sunset date for Veterans 
Choice Program 

t-;-
..... ~,01,J 
VA Choice and Quality 
Employment Act of 
2017 (P.L. 115-46) 
provides additional 
funding for Veterans 
Choice Fund 

December 2017 
P.L. 115-96 provides 
additional funding 
for Veterans Choice 

June2019 
Veterans Community 
Care Program begins 

lFund 

• • 
j --~ 2019 

June 2018 
VA MISSION Act (P.L. 115-182) 
establishes one-year sunset 
date for Veterans Choice 
Program and start date for 
Veterans Community Care 
Program; provides additional 
funding for Veterans Choice 
Fund 

• 

options to seek treatment for particular medical condi­
tions outside VHA facilities. 

In the spring of 2018, various health care provisions 
were combined into a single piece of legislation, the VA 
MISSION Act, which was signed into law on June 6.6 

That act created VCCP, a permanent program providing 
medical and long-term care services through non-VHA 
health care providers.7 The act altered the legal framework 
around many local agreements and other community 
care programs.8 VHA now uses contractors to develop 
and administer regional networks of community care 
providers that furnish medical care and related services 

6. In September 2018, some changes and technical amendments 
were made under the Department of Veterans Affairs Expiring 
Aurhoriries Act of2018 (P.L. 115-251). 

7. For a detailed description of the VA MISSION Act, see Sidath 
Viranga Panangala and others, VA Maintaining Internal 

Systems and Strengthening Integrated Outside Networks Act of 

2018 (V,4 MISSION Act; P.L. 115-182), Report R45390, 
version 2 (Congressional Research Service, November I, 2018), 
hrtps://go.usa.gov/x6mVd. 

8. The act left in place several statutory provisions, including those 
governing care provided by the Department of Defense and by the 
Indian H ealth Service (the federal health care provider for Native 
Americans). 
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to enrolled veterans.9 Those providers are predominantly, 
but not exclusively, participants in the Medicare program. 

How Do Veterans Qualify for the 
Veterans Community Care Program? 
Veterans qualify for VCCP under one or more crite-
ria that are based on their situation or VHA's in-house 
capabilities. VHA also introduced new access standards 
for wait and drive times; the latter markedly increased 
the number of veterans eligible for community care. 
Theoretically, under VCCP, every enrolled veteran could 
be eligible for community care in certain circumstances. 

Eligibility for Community Care 
The 2018 legislation provided general conditions under 
which VHA is required co provide community care but 
left some criteria co the discretion of the VA Secretary. 
Because the program is new, implementation of VCCP is 
still evolving. As of 2021, veterans qualify for community 
care under one or more of the following six criteria: 

• The veteran requires care or services that VHA 
facilities do not offer. 

• The veteran resides in one of the three states or one of 
the four territories without a full-service VHA medical 
facility. 10 

• The veteran previously qualified for community care 
with the Veterans Choice Program under certain 
provisions. 

• VHA facilities do not offer the care or service that 
meet VA-designated access standards regarding wait 
time for appointments or drive time tO facilities. 

• VHA facilities do not offer the care or service that 
meet VA-designated quality standards. 

• The veteran and VHA provider agree that it is in the 
best interest of the veteran co receive care from outside 
providers. 

9. VHA may also enter into supplemental contracts, known as 
Veterans Care Agreements, if care cannot be delivered in VHA 
facilities, through VCCP community networks, or by using ocher 
statutory authorities. For example, VHA contracts with Scace 
Veterans Homes, which are facilities owned and operated by state 
governments, to provide nursing home, domiciliary, or adult day 
care services. 

I 0. lhe states are Alaska, Hawaii, and portions of New Hampshire; 
the territories are Guam, American Samoa, che Commonwealth of 
the Northern Mariana Islands, and the U.S. Virgin Islands. 
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VHA authorizes use of community providers for what 
is called an episode of care, or a course of treatment for 
a specific medical problem during a sec time period. In 
ocher words, community care is approved for creating­
in part or entirely-a particular medical condition, and 
chat approval does not authorize a veteran tO receive 
subsequent care from outside providers. In general, 
VHA staff need to approve community care before the 
first visit, except for emergency and urgent care visirs.11 

Appointments with approved providers (chose participat­
ing in Medicare and Medicaid programs and federal pro­
viders, such as the Department of Defense) may be made 
by the veteran, VHA, or the contractors who administer 
the community care networks. As of 2020, approximately 
1.7 million community providers had joined VHA's 
regional networks, and most of chem agree tO the races 
Medicare pays its providers. 12 

Access Standards 
Under the authorities established in the MISSION Act, 
VHA introduced new standards for wait and drive times 
for VCCP eligibility, which have expanded the number 
of veterans eligible for community care and will probably 
have large effects on the scope and costs of the program. 
The new drive-time standards are the same as those used 
for Tricare Prime, the HMO-style health care program 
administered by the Department of Defense (DoD). 
DoD has relied heavily on community providers to treat 
beneficiaries other than active-duty personnel for many 
decades; by contrast, VHA has traditionally delivered 
most care directly. 

Although lowering wait and drive times was the impe-
tus for expanding veterans' access to community care, 
community care providers do not have to meet the access 
standards that apply to VHA. Although VA tries to 
ensure that its contractors build and maintain adequate 
networks using access standards similar co VHA's, VHA 
officials have acknowledged that once eligible veterans 
choose community care, VHA has no control over how 

11. Veterans who disagree with authorization decisions may use 
VHA's internal clinical decision appeals process. Emergency care is 
covered under a separate authority from VCCP. 

12. Providers are organized into six geographic regions managed by 
contractors; veterans may see only those providers who are part of the 
VHA nemrork. When care or services are not payable under Medicare 
rates, are payable tmder Medicare but with no established pricing 
at che national or local level, or are provided in a highly rural area, 
payment rates may be established by the VA Secretary. 
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long private providers make veterans wait for an appoint­
ment. 13 As a result, VHA has no specified goal for the 
maximum wait time for a veteran to obtain community 
care. Similarly, qualifying veterans may choose a private 
provider farther away than a closer VHA facility. 

Wait Times for Appointments. The Veterans Choice 
Program wait standard (that is, the maximum number of 
days a veteran could wait) was defined as not more than 
30 days for a new appointment. Under VCCP, VHA 
has shortened the standard to 20 days for primary care, 
mental health care, and noninstitutional extended care 
services (such as geriatric evaluations, adult day health 
care, and respite care). The standard for specialty care is 
28 days. Those standards do not apply in cases in which 
a veteran agrees to wait longer after consulting with the 
VHA provider. 

Under the Veterans Choice Program, about half of veter­
ans using community care qualified on the basis of long 
wait times at VHA facilities. However, the decrease in 
wait times at those facilities since 2014 makes it less likely 
that veterans will qualify for VCCP on that basis. VHA 
operates a website where patients can check the average 
wait time at specific VHA facilities, and it regularly posts 
detailed historical access information, including average 
wait times based on outpatient appointment informa­
tion from its scheduling system. 14 Measuring actual wait 
times may be difficult for most health care providers, and 
despite improvement in recent years, outside audits in 
2020 and earlier years concluded that VHA still expe­
rienced some problems in measuring wait times and 
scheduling veterans' appoincmencs. 15 

Drive Time. Under the Veterans Choice Program, veter­
ans qualified for community care if they had to drive a 

13. See Government Accountability Office, Veterans Community Gm: 
Program: Improvements Needed to Help Ensure Timely Access to 

Care, GAO-20-643 (September 2020), www.gao.gov/produccs/ 
gao-20-643. 

14. See Department ofVererans Affairs, "Average Wait 
Times ar Individual Facilities" (accessed June 21, 2021 ), 
hrtps://go. usa.gov/x6mv T, and "Veterans Health Administration, 
Patient Access Dara" (accessed June 21, 2021), www.va.gov/ 
health/access-audit.asp. 

15. See Tescimony of Debra A. Draper, Director, Health Care, 
Government Accountability Office, before the House Committee 
on Veterans Affairs, Veterans Health Care: Opportunities Remain 

to Improve Appointment Scheduling Within VA and Through 

Community Care, GAO-19-687 Ouly 24, 2019), www.gao.gov/ 
produccs/gao-l 9-687t. 
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distance of more than 40 miles to the closest VHA facil ­
ity. 16 Under VCCP, the driving standard is based on time 
rather than distance: Veterans qualify for community care 
if they have to drive an average of more than 30 minutes 
to the nearest VHA facility for primary care, mental 
health care, or noninstitutional extended care services; 
for specialty care, the drive-time standard increases to no 
more than 60 minutes. 

Unlike the criterion for wait times, the criterion for drive 
times has not been systematically evaluated. 17 Under the 
Veterans Choice Program, relatively few veterans (about 
250,000 patients) qualified under the driving-distance 
standard. Under VCCP, drive time will probably be the 
most common condition under which veterans may 
access community care. According to VHA data provided 
to CBO, at least 2 million veterans (about one-quarter of 
all enrollees and 1 in 3 patients) were eligible for VCCP 
on the basis of drive time in 2020. Most of those 2 mil­
lion veterans probably live in rural areas. VHA allocates 
resources to serve those rural veterans by constructing 
VHA facilities in areas with limited access to care-which 
tend to be sparsely populated- and by offering numerous 
programs through its Office of Rural H ealth. Even so, 
many of those areas are so remote that no providers, VHA 
or otherwise, could be reached within 30 minutes. 

How Has Access to Care 
Been Affected? 
Many veterans may find it easier to access care than they 
did in 2014 because the number of veterans using com­
munity care has increased and average wait times in VHA 
facilities have decreased. 

In 2014, about 1.3 million veterans were authorized to 
use outside care under previous community care agree­
ments. By 2020, that number had grown by more than 
75 percent to 2.3 million veterans. (More veterans were 

I 6. Veterans who had co travel by air, boar, or ferry, or who otherwise 
faced an unusual or excessive burden in accessing VHA facilities 
were exempt from rhe 40-mile distance requirement. 

17. A single study examined driving distances under the Veterans 
Choice Program for cataract surgery; ir found that some veterans 
drove farther than rhe closest private sector provider bur char 
others who chose direct care used the closest VHA facility, 
suggesting chat there are ocher reasons besides driving distance 
char affect where veterans seek care. See Warren B. P. Percey and 
others, "Comparing Driving Miles for Department of Veterans 
Affairs-Delivered Versus Department of Veterans Affairs­
Purchased Cataract Surgery," Medical Care, vol. 59 (June 2021), 
pp. 307-313, hrcps://rinyurl.com/fbhcsy9b. 
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authorized to use community care than did so, but VHA 
did not provide CBO with data on use.) Over those same 
years, the number ofVHA enrollees increased by just 2 per­
cent. The long-term trend for VHA's patient load is down: 
The number of veterans in the United States has fallen 
from 30 million in 1980 to fewer than 20 million in 2021. 

VHA facilities have, on average, shorter wait times than 
those in the private sector. 18 Recent research has found 
that VHA wait times for primary care and several special­
ties have improved since 2014 and that average wait times 
for VHA providers are now the same or shorter than 
those for outside providers. 19 That is true for veterans 
living in urban areas as well as those in rural ones.20 

Recent studies have concluded that many VHA facilities 
with longer wait times are located in regions that also 
have long waits for community care, and VHA adminis­
trative data support those findings. 21 For instance, certain 
VHA facilities in the South and pares of Texas reflect the 
scarcity of private-sector providers in those areas, leading 
co heavier reliance-as measured by the share of all health 
care received---on VHA. (Even when private providers 
exist in an area, their participation in VCCP is not man­
dated or otherwise guaranteed.) 

18. See statement of Theresa Boyd, Assistanr Depury Under 
Secretary for Health, Department of Veterans Affairs, before 
the Senate Committee on Veterans Affairs (May 22, 2019), 
Imps:/ /cinyurl.com/yj9rbk87 (PDF, 317 KB). 

19. In 2017, overall average wait times for new appointments in VHA 
facilities (I 7.7 days) were shorter than those for appointments 
in the private sector (29.8 days). See Madeline Penn and others, 
"Comparison of Wait Times for New Patients Between che 
Private Sector and Uni red Scares Department of Veterans Affairs 
Medical Centers," JAMA Network Open, vol. 2, no. I (2019), 
hccps:/ /dx.doi.org/ I 0.100I/jamanerworkopen.2018.7096; and 
Kevin N. Griffith, Nambi J. Ndugga, and Steven D. Pizer, 
"Appointment Wait Times for Specialty Care in Veterans Heal ch 
Administration Facilities vs Communi ty Medical Centers," JAMA 
Network Open, vol. 3, no. 8 (2020), https:!/dx.doi.org/10.1001 / 
jamanetworkopen.2020. 143 J 3. 

20. See Deborah Gurewich and ochers, "Did Access co Care Improve 
Since Passage of the Veterans Choice Act?: Differences Bet\veen 
Rural and Urban Veterans," Medical Care, vol. 59 Oune 2021), 
pp. S270-S278, hrrps:!/cinyurl.com./v5fus64r. 

21. See Kevin N. Griffith, Nambi J. Ndugga, and Steven D. Pizer, 
''.Appointment Wait Times for Specialty Care in Veterans Health 
Administration Facilities vs Community Medical Centers," JAMA 
Network Open, vol. 3, no. 8 (2020), hccps:!/dx.doi.org/10.1001/ 
jamanenvorkopen.2020.14313. 
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During the 2020- 2021 coronavirus pandemic, certain 
restrictions regarding telehealth were waived so that 
veterans had access to community providers while offices 
and clinics were closed. VHA officials have said that use 
of telehealth depended on community providers' tele­
hea!th capabilities, veterans' preferences, and the type of 
care needed. Use of telehealth within VHA was extensive 
during much of 2020.22 

How Has Spending on Community 
Care Changed? 
VHA's spending on community care has grown sharply in 
recent years, in terms of both dollars spent and its share 
of VHA's total spending. In 2014, community care for 
veterans accounted for $7.9 billion, or about 12 percent 
of VHA's budget. By 2021, the cost of community care 
programs had more than doubled to $17 .6 billion and 
accounted for about 20 percent of VHA's budget, CBO 
estimates. VA was appropriated $89.8 billion in 2021 
for medical care (of which direct clinical services are only 
part); that was about 40 percent of the department's 
funding for all programs.23 (All of those dollar values are 
expressed in 2021 dollars.) 

Historical Spending and Funding Requests for 
Community Care 
Growth in VHA's recent spending on community care can 
be considered over two periods: The growth in the first 
was a result of the temporary program (Veterans Choice 
Program), and the increase in the second was a result of 
VCCP. In the first period, 2014 to 2019, VHA's annual 
costs for community care-for both health care and 
long-term care-rose significantly, starting with a 33 per­
cent increase in 2015, the first year the Veterans Choice 
Program was put into place (see Table 1). As that program 
matured, growth in costs moderated. By 2018, those 

22. For more derail regarding YHA's efforts with community 
providers during the coronavirus pandemic, see Government 
Accountability Office, Veterans Community Care Program: VA 
Took Acrion on Vermins' Access ro Care, But COVID-19 Highlighted 
Continued Scheduling Challenges, GAO-21-476 Qune 2021), 
www.gao.gov/produccs/gao-2 l-476. 

23. That amount excludes emergency funding that VHA received in 
March 2020 as part of rhe Coronavirus Aid, Relief, and Economic 
Security Acr (P.L. 116-136): $ 14.4 billion for direct care and 
related medical support and $2.1 billion for increased community 
care, which translates co an average of an additional $2,700 per 
veteran patient. In March 2021 , VA received an additional 
$ 17. 1 billion as part of che American Rescue Plan Act of 202 1 
(P.L. 117-2); most of chat funding was allocced co VHA programs, 
including $4 billion specifically for VCCP. 
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Table 1. 

VA's Costs for Community Care for Veterans, Fiscal Years 2014 to 2023 
Bill ions of 2021 Dollars 

Revised Advance 
Estimated Request Request 

2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 

Costs for Health Care Paid From VHA's Appropriations 4.9 4.2 5.1 4.3 4.9 7.4 12.1 12.8 17.2 18.0 

Costs for Health Care Paid From Veterans Choice Fund 0 2.7 2.1 4.5 3.0 1.8 0.8 0.1 0 0 

Subtotal, health care 4.9 6.9 7.2 8.8 8.0 9.2 13.0 12.9 17.3 18.0 

Costs for Long-Term Services and Supports 
Paid From VHA's Appropriations 3.0 2.8 3.5 3.1 3.3 3.6 3.9 4.7 5.5 5.8 

Costs for Long-Term Services and Supports 
Paid From Veterans Choice Fund 0 0.7 0.1 0.6 0.8 0.4 0 0 0 0 

Subtotal, long-term services and supports 3.0 3.6 3.5 3.7 4.0 4.0 3.9 4.7 5.5 5.8 

Total 7.9 10.5 10.7 12.5 12.0 13.2 16.9 17.6 22.7 23.9 

Memorandum: 

Number of Veterans Authorized for 1.3 1.4 1.6 1.6 1.8 2.1 2.3 n.a. n.a. n.a. 
Community Care (Millions) 
Number of Veteran Patients (Millions) 6.0 6.0 6.1 6.1 6.2 6.3 6.2 6.3 6.3 6.4 
Number of Enrolled Veterans (Millions) 9.1 9.0 9.0 9.1 9.2 9.2 9.2 9.2 9.2 9.2 

Data source: Congressional Budget Office, using data from the Department of Veterans Affairs. See www.cbo.gov/publication/57257#data. 

Community care comprises health care (inpatient, outpatient, dental, mental health, prosthetics, and rehabilitation services) and long-term services and support 
(community nursing homes and noninstitutional care, and state facilities and programs). 

VHA pays for other programs using community care funds that are not included here, such as those for caregivers and for the Camp Lejeune Family Member 
Program. 

Amounts do not include adjustments from audits. accounting changes, or additional Congressional funding in 2016. Those amounts total approximately $3 billion 
from 2014 to 2021. Emergency funding in March 2020 and 2021 for the coronavirus pandemic is also excluded. 

VA = Department of Veterans Affairs: VHA = Veterans Health Administration: n.a. = not applicable. 

costs had risen by an additional 14 percent. Long-term 
services and supports (predominantly nursing home care) 
accounted for about 30 percent of all community care costs 
and experienced less growth than costs of health care. 24 

In the second period, beginning in 2020, costs for 
community care and requests for future funding jumped 

24. CBO's estimates ofYHNs costs for community care reflect only 
obligations for health care and long-term care, not for other 
programs such as those for caregivers and Camp Lejeune families. 
The estimates also exclude hepatitis C treatment and information 
technology cosrs that were partial ly paid from the Veterans Choice 
Fund, which was set up under the Veterans Choice Program and 
provided with mandatory funding to carry out V/\s requirements to 
furnish hospital care and medical services through agreemems with 
specified non-VA providers. CBO estimates char the fund financed 
$17.7 billion of community care from 2015 to 2021. Some funds 
remain in the Veterans Choice Fund, and they can be used for 
VCCP. 

further when VCCP was implemented. For 2023, VHA's 
advance request for community care is $23.9 billion (in 
2021 dollars), three times the costs in 2014 and double 
the amount in 2018.25 That growth contrasts sharply with 
VHA enrollment: Over the 2014-2021 period, the num­
ber of veteran patients increased by only 3 percent. 

25. Each year, VHA receives a regular appropriation for the upcoming 
fiscal year and an advance appropriation for the following year. 
None of the amounts include additional funding for community 
care that the Congress provided for the coronavirus pandemic. In 
May 2018, CBO estimated that VCCP would cost $21.4 billion 
in nominal dollars from 2019 through 2023. CB O's estimate for 
all provisions of the MISSION Act was $46.5 billion in nominal 
dollars, subject ro future appropriations. See Congressional 
Budget Office, cost estimate for H.R. 5674, the VA Maintaining 
Internal Systems and Strengthening Integrated Outside Networks 
Act of2018 (May 14, 2018), www.cbo.gov/publication/53871. 
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Future Spending for Community Care 
Because the amount of care VHA provides is determined 
by how much funding the Congress appropriates for VA 
each year, the Congress directly controls future spend­
ing. (For the other major VA programs, such as veterans' 
disability compensation, lawmakers set eligibility and 
benefit amounts but do not directly control the costs.) 
VHA's budget requests will depend in part on veterans' 
choices about whether to pursue care outside ofVHA 
and the costs for non-VHA providers. Increased pressure 
on spending could result in larger budget requests or in 
VHA's moving resources away from other programs to 
fund community care. 

There may be pressure for increased spending because 
VHA has limited ability in the near term to control the 
use of community care once a veteran has been approved 
to seek it and because community care may be more 
expensive than care in VHA facilities. Cost comparisons 
of VHA's direct care to purchased care are rare, and much 
of the existing research is outdated. A recent study, how­
ever, confirmed earlier findings that VHA care cost less 
than comparable services from Medicare providers and 
that VHA patients had better health outcomes.26 

Different practice patterns by outside providers could 
also put upward pressure on spending. Some of those 
practice differences might stem from the cost control and 
incentive structures of VHA physicians and private-sector 
providers; VHA does not control the amount or type of 
services veterans receive once they have been referred to 
outside providers for a particular episode of care. VHA 
officials reported that higher-than-estimated spending for 
community care in 2017 and 2018 was driven, in part, by 
local practice patterns, such as use of magnetic resonance 
imaging instead of less costly tests like computed tomog­
raphy scans and x-rays. 

Conversely, the cost of community care would be less if, 
for example, outside clinicians provided fewer referrals for 
other health care or tertiary services than VHA providers. 

26. For an overview of those older studies comparing VHA ro outside 
providers, see Congressional Budget Office, Comparing the 
Costs of the Veterans' Health Care System With Private-Sector Costs 
(December 2014), www.cbo.gov/publicacion/49763. In 2020, 
researchers examining outcomes in emergency rooms found that 
veterans taken by ambulance co VHA hospitals had better survival 
rates and overall lower spending than veterans taken to hospitals 
that accept Medicare patients. See David C. Chan, David Card, 
and Lowell Taylor, "Is There a VA Advantage? Evidence From 
Dually Eligible Veterans" (presentation given ac Department 
of Veterans Affairs, Health Services Research & Development, 
Cyberseminars, November 2020), https:/ /go.usa.gov/x6mfm. 

OCTOBER 2021 

Private-sector providers may also be more efficient or see 
more patients per day. Also, use of community providers 
could free up space in busy VA medical centers, allowing 
VHA to avoid making expensive capital investments to 
expand those facilities or build new ones. 

Pressure for increased spending for VCCP could be a 
challenge for future VA budgets, particularly because 
VP:s spending has grown significantly faster than econo­
mywide inflation over the past two decades.27 If veterans 
increased their reliance on VHA for their health care and 
chose to seek community care, paying for chat care could 
lead to more rapid spending growth.28 If VA did not 
receive enough funding to accommodate that growth, the 
VA Secretary could tighten access to community care or 
rescind enrollment for veterans in lower priority groups 
to provide care for those in higher priority groups (as 
required under current law). The Congress could also leg­
islate more restrictive access criteria for use of community 
care or reduce spending for other programs, both defense 
and nondefense. 

What Are Other Effects of the 
Veterans Community Care Program? 
Providing more access to community providers has 
made it easier for veterans to use outside care, but other 
outcomes are mixed.29 In its 2021 budget submission, 
VA stated that its goal is to "provide high-quality, timely, 
veteran-centric care in line with veterans' preferences and 
clinical needs."30 However, conflicts often exist between 
quality, timeliness, patients' preferences, clinical needs, 
and cost. The MISSION Act introduced requirements 
that may remain outside the agency's control or that are 

27. For a discussion ofVA's spending since 2000, see Congressional 
Budget Office, Possible Higher Spending Paths far Veterans' Benefits 
(December 2018), www.cbo.gov/publicacion/54881, and Potential 
Costs o/Veterans' Health Care (October 20 I 0) www.cbo.gov/ 
publicacion/21773. 

28. VHA reports that enrollees rely on the agency for about one­
third of their health care (excluding long-term care). Limited 
evidence-mainly from the department's budget requests­
suggests that reliance on VHA is growing; che agency expects 
further increases as a result of the MISSION Acc. 

29. For an overview ofVA's research on veterans' use of community 
care- predominantly under the Veterans Choice Program- and 
how VHA facilities inceract with community care providers, 
see the dedicated issue of Medical Care, vol. 59 (June 2021), 
https:/ /tinyurl.com/3n22ps8u. 

30. See Department of Veterans Affairs, O ffice of Budget, Medical 
Programs and Information Technowgy Programs, vol. 2 of FY 
2021 Budget Submission (February 2020), p. VHA-2, www.va.gov/ 
budget/products.asp. 
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conflicting. For example, contracts with outside provid­
ers that require screening for mental health, reporting 
quality measures, and sharing patient records for payment 
could seem onerous, which may result in fewer providers 
joining the network of community providers. Because 
VCCP is new, its effects on use of community care, cost, 
and other metrics are generally unknown. Nonetheless, 
research indicates that coordinating care among health 
care systems is difficult. Monitoring the quality of care 
provided by every non-VHA provider may be impractical. 
Increased use of outside providers may also lead to an 
underutilization of existing VHA facilities. 

Coordination of Care 
Care coordination involves organizing patient care activi­
ties and sharing information among all providers for safer 
and more effective treatment. Research indicates that such 
coordination is particularly important for patients with 
chronic conditions or multiple conditions. Among veter­
ans, those medical and psychological conditions include 
cancer, chronic obstructive pulmona1y disease, posttrau­
matic stress disorder, and suicide risk. 

Evidence shows that coordination of care between VHA 
and other providers has been uneven.3 1 As of June 2020, 
very few community providers had signed up to use 
VHA's software system to manage referrals and share 
information.32 Researchers have found chat both VHA 
and non-VHA providers have expressed frustration with 
communication, methods of sharing medical informa­
tion, and variations in how care is delivered. Many of 
those issues were experienced under the Veterans Choice 
Program. Providers also expressed frustration with delayed 
payments. Because of those experiences, community 
providers in certain areas are unwilling co participate in 
the new VCCP.33 

3 1. See Megan E. Vanneman and others, "Veterans' Experiences 
With Outpatient Care: Comparing the Veterans Affairs 
System With Community-Based Care," Health Affairs, vol. 39, 
no. 8 (August 2020), pp. 168- 176, http://dx.doi.org/l 0.1377/ 
hlthaff.2019.01375; and Kristin M. Mattocks and ochers, 
"Recommendations for the Evaluation of Cross-System Care 
Coordination From the VA Seate-of-the-Art Working Group 
on VNNon-VA Care," Journal of General Internal Medicine, 
vol. 34 (May 2019), pp. Sl8- S23, htrp://dx.doi.org/ 10.1007/ 
sl 1606-019-04972-1. 

32. VHA expects char, when fully implemented, that software 
system, the HealthShare Referral Manager, will also manage 
authorizations between VHA and community providers. Bur 
community providers are nor required to use the HealrhShare 
Referral Manager. 

33. See Kristen M. Mattocks and others, "Understanding VA's Use of 
and Relationships With Community Care Providers Under the 
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The risks of poorly coordinated care include repeated or 
unnecessary tests, inconsistent medical instructions, and 
uneven transitions across providers. VHA offers train-
ing to community providers about several health care 
needs common to veterans. In most cases, that training is 
optional, however, and many community providers may 
not be aware of those needs.34 Additionally, once a veteran 
is approved for community care for an episode of care, 
VHA may be unable to retain that patient for in-house 
treatment and could therefore lose the ability to coordi­
nate the patient's treatment to achieve the best outcomes. 
Still, future coordination of care could improve if outside 
providers took advantage ofVHA's electronic health care 
records and new programs and if they developed standing 
relationships with their local VHA facilities. 

Quality of Community Care Providers 
Community care providers in VHA's network must meet 
credentialling standards- they must provide evidence 
of licensure, education, and training-but the quality of 
many of those providers is unknown. (Health care quality 
encompasses many aspects of patient care, but in gen­
eral, quality indicates how well medical services improve 
health outcomes.)35 A long literature, including several 
recent studies, has consistently found that VHA generally 
delivers high quality care chat is as good as or better than 
chat offered by outside providers.36 

MISSION Act," Medical Care, vol. 59 0une 202 l), pp. S252-
S258, https://tinyurl.com/hfrk384f. 

34. VHA requires providers who can prescribe opioids to complete 
that training. 

35. ll1e National Academy of Medicine defines quality as "the degree 
to which health services for individuals and populations increase 
the likelihood of desired health outcomes and are consistent with 
current professional knowledge." See Agency for Health Care 
Research and Quality, "Understanding Q uality Measurement" 
0une 2020), lmps://go.usa.gov/xMS4e. 

36. See Stephen W. Waldo and others, "Outcomes Among Patients 
Undergoing Elective Percutaneous Coronary Intervention at 
Veterans Affairs and Community Care Hospitals," Journal of the 
Amen·can College of Cardiology, vol. 76, no. 9 (September 1, 2020), 
pp. 1112-1 I 16, http://dx.doi.org/ 10.1016/j.jacc.2020.05.086; 
Paul G . Barnett and others, "Comparison of Accessibility, Cost, 
and Quality of Elective Coronary Revascularization Between 
Veterans Affairs and Community Care Hospitals," JAMA 
Cardiology, vol. 3, no. 2 0anuary 3, 2018), pp. 133-141, 
http://dx.doi.org/ 10.1001/jamacardio.201 7.4843; and Rebecca 
Anhang Price and others, "Comparing Quality of Care in Veterans 
Affairs and Non-Veterans Affairs Settings," journal of General 
Internal Medicine, vol. 33, no. 10 (April 25, 2018), pp. 1631-
1638, http://dx.doi.org/10. I 007/sl 1606-018-4433-7. 
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The MISSION Act requires VHA to establish and mon­
itor the quality of outside providers. Health care systems 
construct and measure multiple dimensions of patient 
care, but no single national system of quality report-
ing exists in the United States. Therefore, in general, 
any measures that VHA receives are not standardized. 
Additionally, participants in VHA's network are not 
required ro report VHA's quality measures, and providers' 
quality varies. The quality of many discrete services, like 
kidney dialysis or monitoring of cholesterol levels, are 
probably similar across providers, whereas more compli­
cated, clinician-intense treatments, like mental health care 
and occupational therapy, probably differ substantially. 

VHA has several new initiatives to assess the quality of 
care from outside providers. Some monitoring may be 
accomplished through accreditation, a process by which 
standards are set and providers are reviewed to make sure 
they meet those standards. Accreditation from outside 
entities is common. Medicare providers must be certified 
by the state in which they practice, but outside accred­
itation for them is voluntary. VHA also hosts a website 
(www.accesstocare.va.gov/) that provides quality compar­
isons for its own facilities and some non-VHA providers 
using information from the Centers for Medicare & 
Medicaid Services and others. Certain measures, such as 
mortality rates and adherence to safety protocols, are easy 
to document. But other dimensions of health care quality 
are hard ro assess: Patient satisfaction, for instance, prob­
ably has little tO do with the clinical quality of care pro­
vided.37 And although VHA can promote its services and 
veteran-focused care, veterans may prioritize convenience 
even if that results in lower quality than VHA provides. 

Utilization of VHA Facilities 
In certain parts of the country, VHA faces imbalances 
between the size and location of its medical facilities and 
the number of veterans living in chose states. According 
to VHA, increasing veterans' access to community care 

37. Although many health care providers use patient satisfaction 
surveys, research indicates that mortality rates and other technical 
quality measures are unrelated to patient satisfuction. See 
Cristobal Young and Xinxiang C hen, " Patients as Consumers 
in the Markee for Medicine: The Halo Effect of Hospitality," 
Social Forces, vol. 99, no. 2 (December 2020), pp. 504--531, 
hrtps:/ / dx.doi.org/10.1093/sf/soaa007; and Joshua J. Fenton 
and others, "lhe Cost of Satisfaction: A National Study of 
Patient Satisfaction, Health Care Ucilizacion, Expenditures, 
and Mortality," Archives of Internal Medicine, vol. 172, 
no. 5 (March 2012), pp. 405--411, https://dx.doi.org/10.100 I/ 
archincernmed.2011.1662. 
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will expand capacity and efficiency in some of its medical 
centers; it may also allow VHA to avoid the high capi-
tal costs of building new facilities. But in other places, 
increasing access to outside providers could reduce vet­
erans' use of facilities that have sufficient capacity roday, 
which could lead to higher costs per veteran patient if 
VHA cannot close or consolidate those facilities. 

Improved Patient Flow in Areas With Insufficient 
Capacity. During the late I 990s and 2000s, VHA 
invested heavily in infrastructure as it shifted from 
primarily acting as an inpatient provider to offering 
more outpatient and broad-based care for any veteran 
who enrolled. Most VHA hospitals and large outpatient 
clinics are in states east of the Mississippi River that have 
traditionally been densely populated by veterans, such as 
Pennsylvania, Ohio, and Illinois. Since then, however, 
many older veterans from the Northeast or Midwest­
colder and often more expensive areas of the country­
spend part of the year in or have retired to states in the 
Southeast and Southwest. As a result, some states have 
a large number ofVHA facilities relative tO the num-
ber of enrollees and others have fewer than average (see 
Figure 2). For example, New York has the same number 
ofVHA hospitals and clinics as Florida but less than half 
the enrollees. Likewise, Massachusetts has twice the num­
ber of VHA facilities chat Nevada has but only 10 percent 
more enrollees. There may be shorter waits in places like 
Hartford, Connecticut, than in locations farther south, 
like New Mexico and western Alabama. However, CBO 
determined that geographic region and longer wait times 
do not directly correlate because wait times are influenced 
by many factors, including how facilities are managed. 

IfVHA was able to rely on the private secror ro treat 
veterans in areas of the country where delays occurred, 
it could ensure timely care for veterans in existing VHA 
hospitals and clinics. Moreover, VHA would save money 
by not making costly investments in new or larger 
facilities, equipment, and personnel in an era when the 
nation's population of veterans is shrinking. That also 
applies tO VHA facilities that experience seasonal varia­
tion in appointment volume. However, in places where 
there are few private providers, access ro community care 
may only have a small effect. 

Reduced Use of VHA Facilities in Areas With 
Sufficient Capacity. More widespread access to outside 
providers could lead to fewer veterans seeking care at 
VHA's medical facilities that are meeting patients' needs 
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Figure 2. 

Number of VHA Facilities and Number of Veteran Enrollees 
in Each State in Fiscal Year 2019 
Number of Major VHA Facilities 
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On average, states had 

8,500 veteran enrollees 

for each of their facilities in 

fiscal year 2019 (as shown 

by the dotted line). But the 

variation among states was 

significant. Those below 

the trend line had more 

veterans per facility than 

the nationwide average; 

states above it had fewer. 

For example, New York had 

about the same number of 

facilities as Florida but less 

than half the enrollees. 

Thousands of Veteran Enrollees 

Data source: Congressional Budget Office. using data from the Department of Veterans Affairs. See www.cbo.gov/pub1ication/57257#data. 

Facility refers to a VA medical center; a large, freestanding outpatient clinic; or a community-based outpatient facility. 

VA = Department of Veterans Affairs; VHA = Veterans Health Administration. 

and operating at or under capacity. In those cases, the 
average cost for the remaining patients would increase 
because some of the facility costs are fixed. That is, main­
taining existing hospitals and tertiary facilities entails high 
fixed costs regardless of how many veterans use them. 
Even when clinical staff can be relocated, buildings can­
not be. Under VCCP, VHA cannot compel veterans who 
qualify for community care to use its facilities. 

To address the underutilization that may result, the 
MISSION Act requires VA to develop criteria for select­
ing which of its facilities to modernize or dispose of to 
better meet the health care needs of veterans; char Asset 

and Infrastructure Review is set to begin in 2022. But if 
attempts to close underutilized VHA facilities were not 
successful, increased use of non-VHA providers could 
mean that VHA maintained expensive hospitals and ter­
tia1y facilities that served few veterans. If all current facil­
ities remained open, some would need significant mod­
ernization, which tends co be both lengthy and costly; 
justifying those investments could be difficult for facilities 
that experienced a decline in use. If veterans' reliance on 
VHA increased or there were changes in other factors­
such as overall economic conditions or VA policy- the 
underutilization of VHA facilities may be less. 
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IMPORTANCE Recent legislation facilitates veterans· ability to receive non-Veterans Affairs 

(VA) surgical care. However. contemporary data comparing the quality and safety of VA and 

non-VA surgical care are lacking. 

OBJECTIVE To compare perioperative outcomes among veterans treated in VA hospitals with 

patients treated in private-sector hospitals. 

DESIGN. SETTING. ANO PARTICIPANTS This cohort study took place across 8 noncardiac 

specialties in the Veterans Affairs Surgical Quality Improvement Program (VASQIP) and 

American College of Surgeons National Surgical Quality Improvement Program (NSQIP) from 

January 1. 2015, through December 31. 2018. Mult ivariable log-binomial modeling was used 

to evaluate the association between VA vs private sector care settings and 30-day mortality. 

Unmeasured confounding was quantified using the E-value. Patients 18 years and older 

undergoing a noncardiac procedures were included. 

EXPOSURES Surgical care in either a VA or private sector setting. 

MAIN OUTCOMES AND MEASURES Primary outcome was 30-day postoperative mortality. 

Secondary outcome was failure to rescue. defined as a postoperative death after 

a complication. 

RESULTS Of3 910 752 operations (3174 274 from NSQIP and 736477 from VASQIP). 

1498 984 (92.1%) participants in NSQIP were male vs 678 382 (47.2%) in VASQIP (mean 

difference. -0.449 [95% Cl. - 0.450 to - 0.448]; P < .001). and 441894 (60.0%) participants 

in VASQIP were frail or very frail vs 676 525 (21.3%) in NSQIP (mean difference, -0.387 [95% 

Cl. - 0.388 to -0.386); P < .001). Overall. rates of 30-day mortality, complications. and failure 

to rescue were 0.8%. 9.5%. and 4.7%. respectively, in NSQIP (n = 3174 274 operations) 

and 1.1%, 17.1%, and 6.7%, respectively in VASQIP (736 477) (dif ferences in proportions, 

-0.003 [95% Cl, -0.003 to -0.002); -0.076 [95% Cl. -0.077 to -0.075] ; 0.020 [95% Cl. 

0.018-0.021). respectively; P < .001). Compared with private sector care. VA surgical care 

was associated with a lower risk of perioperative death (adjusted relative risk. 0.59 [95% Cl. 

0.47-0.75]; P < .001). This finding was robust in multiple sensitivity analyses performed. 

including among patients who were frail and nonfrail. with or without complications. and 

undergoing low and high physiologic stress procedures. These findings were also consistent 

when year was included as a covariate and in nonparsimonious modeling for patient-level 

factors. Compared with private sector care, VA surgical care was also associated with a lower 

risk of failure to rescue (adjusted relative risk, 0.55 [95% Cl, 0.44-0.68]). An unmeasured 

confounder (present disproportionately in NSQIP data) would require a relative risk of 2.78 

[95% Cl. 2.04-3.68) to obviate the main finding. 

CONCLUSIONS ANO RELEVANCE VA surgical care is associated with lower perioperative 

mortality and decreased failure to rescue despite veterans having higher-risk characteristics. 

Given the unique needs and composition of the veteran population, health policy decisions 

and budgetary appropriations should reflect these important differences. 

JAMA Surg. 2022;157(3):231-239. doi:10.1001/jamasurg.2021.6488 
Published online December 29. 2021. Corrected on February 9, 2022. 
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T he Veterans Health Administration (VHA) is the na­
tion's largest integrated health care system providing 
care to more than 9 million veterans across the United 

States.1 Owing in large part to contemporary concerns regard­
ing the timeliness and quality of care in VHA, Congress passed 
the Veterans Access, Choice and Accountability Act (ie, the 
Veterans' Choice Program or the "Choice Act") in 2014 increas­
ing veterans' access to private sector care. 2 More recently, the 
Maintaining Internal Systems and Strengthening Integrated 
Outside Networks (MISSION) Act replaced the Veterans' Choice 
Program and further relaxed these eligibility requirements. 3 

While a primary goal of the MISSION Act is to facilitate veter­
ans' access to needed healthcare services, itis unclear that sim­
ply diverting care to the community completely addresses per­
ceived issues regarding timeliness and/or quality.4

•
5 To be 

consistent with the goals of the MISSION Act, veterans should 
receive comparable or better care in the private sector. Yet, 
there are currently no well-delineated methods for compar­
ing surgical quality and safety in VHA vs the private sector. 

Prior concerns regarding the quality of care provided at 
Veterans Affairs (VA) hospitals have resulted in numerous sys­
temwide structural and cultural changes over the years. 6•

7 One 
specific example was the implementation of the VA National 
Surgical Quality Improvement Program in 1991 in response to 
a congressional mandate to evaluate VA surgical care. 8 Over the 
past 3 decades, this program (now called the VA Surgical Qual­
ity Improvement Program [VASQIP]) has been associated with 
substantial improvements in the quality and safety of VA sur­
gical care, has become a national standard for surgical quality 
improvement, and was used as the template for the design of 
the American College of Surgeons National Quality Surgical 
Improvement Program (NSQIP) in the private sector.7•

9
-
11 

Multiple publications suggest the quality ofVA surgical care 
is comparable with, and in many cases better than, that pro­
vided in the private sector.4 •12-15 With MISSION Act legisla­
tion facilitating non-VA surgical care for veterans, contempo­
raneous data regarding the outcomes of VA surgical care 
compared with the private sector would help patients and 
policy makers ensure veterans receive optimal surgical care in 

Key Points 

Question How do perioperative outcomes compare among 
veterans treated in Veterans Affairs (VA) hospitals with patients 
treated in private sector hospitals? 

Findings In this national cohort study describing more than 
4 million operations. VA surgical care was associated with lower 
perioperative mortality and decreased failure to rescue. 

Meaning In light of recent legislation facilitating veterans· ability 
to receive non-VA surgical care and given the unique needs and 
composition of the veteran population, health policy decisions 
and budgetary appropriations should consider the association 
between care setting and perioperative outcomes for veterans 
receiving care within the Veterans Health Administration. 

the most appropriate setting. The objective of this study was 
to compare perioperative outcomes among veterans treated 
in VA hospitals to patients treated in private sector hospitals 
using VASQIP and NSQIP as comparable, high-quality, and 
audited national registries. 

Methods 

Patient Population 
This was a national cohort study ofnoncardiac surgical pro­
cedures in VASQIP and NSQIP.16 •

17 Within both registries, 
individual patients may have had multiple surgical encoun­
ters. Thus, each operation (rather than patient) was the unit 
of analysis. The Stanford University institutional review board 
(Stanford, California) and the Veterans Affairs Pittsburgh 
Healthcare System institutional review board (Pittsburgh, 
Pennsylvania) determined these retrospective analyses of de­
identified data to be exempt from review. The study included 
all patients 18 years or older who underwent a noncardiac sur­
gical procedure between January 1, 2015, and December 31, 
2018, and had available information regarding 30-day mor­
tality (Figure 1). Cardiac surgical cases were excluded from this 

Figure 1. Flow Diagram for Creation of American College of Surgeons National Quality Surgical Improvement 
Program (NSQIP) and Veterans Affairs Surgical Quality Improvement Program (VASQIP) Cohorts 

3 935119 Surgical procedures in NSQIP 
performed from 2015-2018 

760845 Excluded 
299436 Patients with missing 

RAI variables 
519036 Procedures not 

described by the OSS 
350687 Procedures not 

completed by included 
surgical specialties 
(224149 in gynecology) 

3174274 Operations included in the final 
NSQI P cohort (general surgery. 
neurosurgery, orthopedic surgery, 
otolaryngology, plastic surgery, 
thoracic surgery, urology, and 
vascular surgery) (80.7%) 
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886594 Surgical procedures in VASQIP 
performed from 2015-2018 

l 

150117 Excluded 
75 329 Patients with missing 

RAI variables 
100 701 Procedures not 

described by the OSS 
20327 Procedures not 

completed by included 
surgical specialties 
(2268 in gynecology) 

736477 Operations included in the final 
VASQIP cohort (general surgery, 
neurosurgery, orthopedic surgery, 
otolaryngology, plastic surgery, 
thoracic surgery, urology, and 
vascular surgery) (83.1%) 

© 2021 American Medical Association. All rights reserved. 

Some individuals may be represented 
in multiple exclusion categories if, 
for example, a single individual is 
missing data for both RAI and OSS. 
RAI indicates Risk Analysis Index; 
OSS, Operative Stress Score. 
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analysis because these cases are not routinely collected by 
NSQIP and the cardiac data set in the VA system does not con­
tain the variables required to calculate the Risk Analysis 
Index (RAI) of frailty as described below. Gynecologic proce­
dures were excluded given relatively few were recorded in 
VASQIP. Demographic and clinical characteristics of included 
individuals are presented in Table 1. Data on race and ethnic­
ity were collected using the procedures of the VASQIP and 
NSQIP registries via the electronic health records of partici­
pating hospitals. Characteristics of included and excluded 
patients are provided in eTable 1 in the Supplement. VASQIP 
and NSQIP data are used for quality improvement and surgi­
cal research and the reliability of these registries has been 
previously been described.18•19 Data were hand abstracted 
by trained local nurses who thoroughly review the entire medi­
cal record and abstract preoperative, intraoperative, and post­
operative variables based on standardized definitions that 
are consistent between registries for the variables analyzed in 
this study. 16•17 

Frailty 
Patient frailty was assessed using the RAI. The RAJ is a vali­
dated tool for measuring frailty in surgical and nonsurgical 
populations based on the accumulation of deficits model of 
frailty. 20

-
23 Greater frailty as measured using the RAJ is asso­

ciated with higher rates of complications, failure to rescue 
(FTR), nonhome discharge, and short- and long-term 
mortality. 24

-3 1 Details of the RAJ scoring system are included 
in eTable 2 in the Supplement demonstrating comparable cal­
culations in VASQIP and NSQIP despite subtle differences in 
definition of weight loss and kidney failure. Higher RA1 scores 
indicate greater frailty, and based on prior work, patients were 
categorized as robust (RAI s20), normal (21-29), frail (30-39), 
and very frail (~40).2 1 Patients with missing variables neces­
sary to calculate a RAJ score were excluded from the analysis. 

Operative Stress Score 
The Operative Stress Score (OSS) was developed using modi­
fied Delphi consensus methodology to rate the physiologic 
stress of 565 surgical procedures according to a common scale 
that permits stratification across the diverse array of surgical 
procedures contained within VASQIP and NSQIP.29 Each pro­
cedure was rated 1 through 5, with 1 indicating least stress. 
Based on prior work, we used a 3-level categorization owing 
to the small number ofOSS 1 and OSS 5 procedures in several 
surgical specialties: low stress (OSS 1-2), moderate stress 
(OSS 3), and high stress (OSS 4-5).2 4 If an operation had more 
than 1 listed procedure, the Current Procedural Terminology 
code with the highest OSS was used . Patients undergoing 
procedures not defined by the OSS were excluded. 

Postoperative Complications 
Using the standardized complications abstracted by both 
VASQIP and NSQIP, we identified the following 30-day Clavien­
Dindo grade III-IV complications: an unplanned return to the 
operating room, acute kidney failure, myocardial infarction, 
cardiac arrest, pulmonary embolism, stroke, unplanned rein­
tubation, prolonged mechanical ventilation, and septic shock.20 

jamasurgery.com 

Table 1. Demographic and Clinical Characteristics of the American 

College of Surgeons NSQIP and VASQIP Registry Cohorts 

No.(%) 

NSQIP VASQIP 
Characteristic (n = 3174274) (n = 736477) 

Age, mean (SO), y 57.5 (16.8) 64.0 (11.0) 

Male' 1 498984(47.2) 678 382 (92.1) 

Female' 1675 290 (52.8) 58095 (7.9) 

Race and ethnicity 

Non-Hispanic American Indian 14 944 (0.5) 7644 (1.0) 
or Alaska Native 

Non-Hispanic Asian or 83 142 (2.6) 2741 (0.4) 
Pacific Islander 

Non-Hispanic Black 301 728 (9.5) 125 074 (17.0) 

Hispanic 241 733 (7.6) 31687 (4.3) 

Non-Hispanic White 2 089 952 (65.8) 501066 (68.0) 

Missing 442 775 (13.9) 68 265 (9.3) 

05S 

1/2 1 700 497 (53.6) 363918 (49.4) 

3 1253591 (39.5) 312 891 (42.5) 

4/5 220186 (6.9) 59 668 (8.1) 

RAI 

Robust (~20) 1059497 (33.4) 35 657 (4.8) 

Normal (21-29) 1438 252 (45.3) 258 926 (35.2) 

Frail (30-39) 599 318 (18.9) 367 268 (49.9) 

Very frail (?40) 77 207 (2.4) 74 626 (10.1) 

RAI, mean (SO) 23.4 (7.9) 31.4 (6.8) 

Cases emergent 291 982 (9.2) 43 449 (5.9) 

Total 30-d mortality, No.(%) 26020 (0.8) 8008 (1.1) 

Total 30-d complications, 
No.{%) 

299 984 (9.5) 125 816 (17.l) 

Failure to rescue, No.(%)• 19 936 (6.7) 5918 (4.7) 

Abbreviations: NSQIP. National Surgical Quality Improvement Program: 
05S, Operative Stress Score: RAI, Risk Analysis Index: VASQIP, Veterans Affairs 
Surgical Quality Improvement Program. 

• Owing to missing values for sex. proportions are based on n = 3 174 274 for 
NSQIP and n = 736477forVASQIP 

b Proportions based on total 30-day complications: n = 299 984 for NSQIP and 
n = 125 816 for VASQIP 

Statistical Analysis 
The primary outcome was 30-day postoperative mortality. A sec­
ondary outcome was FTR, defined as a postoperative death 
after a complication. Multivariable log-binomial models were 
created to evaluate the association between surgical care set­
ting and 30-day mortality because they render the more intui­
tively interpretable relative risk ratio. Model covariates were 
selected a priori based on prior work and included the RAJ, 
OSS, procedural urgency (emergency vs elective), and whether 
the patient experienced a postoperative complication. 2 1

•
23

•
2 9

•
32 

Robust standard errors were used to account for clustering 
within surgical specialties. As in prior work, we used parsimo­
nious models to avoid issues with collinearity and model 
convergence. 21

•23•29•32 Collinearity was further assessed with 
variance inflation factors. The RAJ (capturing patient frailty) is 
effectively a composite variable including information about 
many of the clinical (eg, comorbid conditions, functional sta­
tus) and demographic (eg, age and sex) patient-level factors that 
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would typically be included in a multivariable model. Simi­
larly, the OSS (capturing physiologic stress) helps to stratify 
diverse procedures in different specialties on a common scale 
of physiologic stress and risk. Hierarchical modeling control­
ling for the within- and between-hospital variability was not 
feasible because NSQIP does not provide a hospital-level iden­
tifier, and we did not account for surgeon-level clustering 
because neither data set provides a unique clinician identifier. 
Repeated procedures on the same patient were also not ac­
counted for owing to the lack of a unique patient identifier. 
Because log-binomial models do not render direct estimates 
of the adjusted risk reduction, we refit the model with logistic 
regression to estimate the adjusted risk difference. 

Post hoc sensitivity analyses were performed to evaluate 
the robustness of our study findings to varying assumptions 
regarding differences in the types of surgical care provided and 
the patient populations treated in VA and private sector set­
tings. These included (1) separately evaluating lower-stress pro­
cedures (OSS 1, 2, and 3) and higher-stress procedures (OSS 
4 and 5); (2) stratifying by frailty status (RAI <30 vs RAI 2:30); 
and (3) separately evaluating patients with and without com­
plications for ITR. We first added interaction terms to our mod­
els to assess differences in the association between mortality 
and surgical care setting by OSS category, frailty status, and 
complications, respectively. We then looked atthe results strati­
fied by these groups to assess the patterns of difference. Sepa­
rate sensitivity analyses also evaluated the association of add­
ing year as a covariate to address secular trends in quality 
improvement, including OSS as a 5-level covariate to adjust 
for procedure mix more granularly, and stratifying by surgi­
cal specialty to ensure consistency across specialties. Addi­
tionally, a subset analysis of male individuals older than 65 
years undergoing elective procedures was performed. A non­
parsimonious model including patient-level factors (age, sex, 
American Society of Anesthesiologists class, presence of heart 
disease, chronic obstructive pulmonary disease, stroke his­
tory, diabetes, chronic kidney disease, functional status, and 
nutrition status) as described by Massarweh et al33 rather 
than the composite variable of frailty as measured by the RAI 
was also evaluated. Finally, an E-value was calculated to iden­
tify the possible effect of unmeasured confounders. The 
E-value describes "the minimum strength of association that 
an unmeasured confounder would need to have on both the 
treatment and the outcome to fully explain away a specific 
treatment-outcome association conditional on the measured 
covariates."34 The lower the E-value, the higher the likeli­
hood an unmeasured confounder could account for the ob­
served association. Put differently, when the E-value is low, 
an unmeasured confounder only needs to exert a small effect 
to primarily explain the observed association. By compari­
son, when the E-value is high, the unmeasured confounder 
would need to exert a much larger effect to fully explain the 
study findings. 

Statistical significance was assessed at 2-sided P < .05. 
Analyses were completed March 12, 2021, with Stata version 
16.0 (StataCorp). This study adhered to the Strengthening the 
Reporting of Observational Studies in Epidemiology (STROBE) 
reporting guideline.35 
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Results 

The cohort included 3174 274 operations in NSQIP and 736 4 77 
operations in VASQIP (Table I). Patients in VASQIP were older 
(VASQIP: mean [SD] age, 64.0 [11.0 years]; NSQIP: mean [SD] 
age, 57.5 [16.8] years; P < .001) and predominantly male (92.1% 
vs 47.2%; mean difference, -7.97 [95% CI, -7.99 to 7.95]). The 
mean RAI score was higher (P < .001) in VASQIP (31.4 [6.8]) 
compared with NSQIP (23.4 [7.9]) and there was also a greater 
percentage of frail and very frail patients in VASQIP ( 49 .9% and 
10.1%, respectively; mean difference, - 0.310 [95% CI, - 0.311 
to - 0.309); P < .001) compared with NSQIP (18.9% and 2.4%, 
respectively; mean difference, - 0.077 [95% CI, - 0.078 to 
- 0.076]; P < .001). The distribution of OSS was similar be­
tween the 2 registries with more than 90% of cases catego­
rized as OSS 1, 2, or 3 (mean difference, 0.012 [95% CI, 0 .011-
0 .013); P = .79). NSQIP cases were more frequently emergent 
(9.2% vs 5.9%; mean difference, 0 .033 [95% CI, 0 .032-
0 .034]; P < .001). Overall, unadjusted 30-day mortality (0.8% 
vs 1.1%; mean difference, - 0.003 [95% CI, - 0.003 to - 0.002); 
P < .001) and ITR (4.7% vs 6.7%; mean difference, 0.020 [95% 
CI, 0.018-0.021]; P < .001) were significantly lower in NSQIP. 
Similarly, unadjusted 30-day complications were signifi­
cantly lower in NSQIP (9.5% vs 17.1%; mean difference, - 0.076 
[95% CI, - 0.077 to - 0.075; P < .001]). 

Compared with private sector surgical care, the adjusted risk 
of30-day mortality was approximately 40% lower for VA surgi­
cal care (adjusted relative risk [aRR], 0.59 [95% CI, 0 .47-0.74]) 
(Table 2), corresponding with an estimated adjusted absolute 
risk reduction of0.46% (95% CI, 0.32%-0.60%). ln sensitivity 
analyses, our findings were generally robust, with the main ex­
ception among nonfrail patients: VA surgical care was associated 
with a significantly lower risk of death among frail and very frail 
patients (aRR, 0.64 [95% CI, 0.52-0.79)) but not among non frail 
patients (aRR, 0.83 [95% CI, 0.69-1.00)) (Figure 2). However, 
these associations of surgical care setting with 30-day mortal­
ity by frailty groups were not statistically different (interaction 
P = .11). Additionally, VA surgical care was associated with a lower 
risk of mortality among those who underwent low physiologic 
stress operations (aRR, 0 .52 [95% CI, 0.41-0.66]) and a lower 
risk ofFTR (aRR, 0.55 [95% CI, 0.44-0.68]). These associations 
of surgical care setting with 30-day mortality were statistically 
different between operative stress groups (interaction P = .01) 

and the presence/lack of complications (interaction P < .001). 
Further sensitivity analyses demonstrated similar relative 

risk reduction associated with VA surgical care when the mul­
tivariable model was run with a fully expanded 5-level OSS 
(aRR, 0 .59 [95% CI, 0.47-0.74]), when year was included as 
a covariate (aRR, 0.59 [95% CI, 0.47-0.74]), and when a subset 
analysis of male individuals older than 65 years undergoing elec­
tive procedures was performed (aRR, 0 .51 [95% CI, 0 .43-
0.60]). In a nonparsimonious model adjusting for patient­
level factors rather than frailty, the relative risk of 30-day 
mortality was more than 50% lower for VA surgical care 
(aRR, 0.46 [95% CI, 0.38-0.57)). Additionally, the association 
of VA surgical care was consistent across specialties; for 
instance, among the largest 3 included specialties: general 
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Table 2. Results of the Full Parsimonious Multivariable Model Comparing Veterans Affairs Surgical Care 

to the Private Sector 

30-d Mortality, 
Variable relative risk (95% Cl) ~ Coefficient (95% Cl) P value 
Program 

NSQIP l [Reference] 1 [Reference] NA 

VASQIP 0.59 (0.47 to 0.74) - 0.53 (- 0. 77 to 0.30) <.001 

RAI 

Normal (21-29) 1 [ Reference] 1 [Reference] NA 

Robust ( <20) 0.26 (0.20 to 0.33) - 1.35 (- 1.61 to 1.10) <.001 

Frail (30-39) 2.87 (2.32 to 3.56) 1.05 (0.84 to 1.27 <.001 

Very frail (>40) 6.55 (4.24 to 10.11) 1.88 (1.45 to 2.31 <.001 

oss 
1/2 l [ Reference] 1 [Reference] NA 

3 2.21 (1.56 to 3.15) 0.79 (0.44 to 1.15) <.001 

4/5 2.88 (2 .26 to 3.66) 1.06 (0.82 to 1.30) <.001 

Emergency 

No 1 [ Reference] 1 [Reference] NA 

Yes 2.79 (2.32 to 3.34) 1.02 (0.84 to 1.21) <.001 

Complication 

No l [Reference] l [Reference] NA 

Yes 11.02 (8.91 to 13.62) 2.40 (2.19 to 2.61) <.001 

Original Investigation Research 

Abbreviations: NA, not applicable; 
NSQIP, National Surgical Quality 
Improvement Program; 
055, Operative Stress Score; 
RAI, Risk Analysis Index; 
VASQIP. Veterans Affairs Surgical 
Quality Improvement Program. 

Figure 2. Serial Modeling and Subgroup Analysis of the Association Between Surgical Care Setting (ie, Veterans Affairs vs Private Sector) 

With Risk of 30-Day Perioperative Mortality 

Model 

Primary analysis 

Unadjusted 

Adjusted for RAI 

Adjusted for RAI and ass 
Adjusted for RAI, OSS, and urgency 

Adjusted for RAI, OSS, urgency, and complications 

Sensitivity analysis 

Operative stress score 

Adjusted for RAI, urgency, and complications, restricted to OSS 1-3 

Adjusted for RAI, urgency, and complications, restricted to OSS 4-5 

Frailty 
Adjusted for oss, urgency, and complications, restricted to RAI <30 

Adjusted for OSS, urgency, and complications, restricted to RAI ?30 

Failure to rescue 

Adjusted for RAI, OSS, and urgency, restricted to without complications 

Adjusted for RAI, OSS, and urgency, restricted to with complications 
(ie, failure to rescue) 

E-values quantifying the minimum strength of association that an unmeasured 
confounder would need to have with both the exposure and the outcome to 
eliminate the statistical significance of the observed main effect are also 

smgery (aRR, 0.71 [95% CI, 0.68-0.73]), orthopedic surgery 
(aRR, 0.50 [95% CI, 0.47-0.54)), and vascular surgery (aRR, 0.45 
[95% Cl, 0.43-0.48]). 

We calculated E-values to quantify the possible associa­
tion of unmeasured confounders. If unmeasured confound­
ing were present disproportionately in the NSQIP population, 
the unmeasured confounder would require a relative risk 
of 2.78 (95% CI, 2.04-3.68) (in the direction opposite of our 
current finding) to eliminate the significant difference in 
our main finding for 30-day mortality. 
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Relative risk 
(95%( 1) 

1.33 (1.04-1.70) 

0.52 (0.43-0.62) 

0.59 (0.50-0.70 

0.68 (0.61-0.76) 

0.59 (0.47-0.75) 

0.52 (0.41-0.66) 

0.76 (0.69-0.84) 

0.83 (0.69-1.00) 

0.64 (0.52-0.79) 

0.71 (0.53-0.95) 

0.55 (0.44-0.68) 

0.1 

Favors Favors 
VASQlP NSQIP 

---
---
---• 
---

---• 
---...... 

--...... 

Relative risk (95% Cl) 

E-value 

1.99 

3.26 

2.78 

230 

2.78 

3.26 

1.96 

1.70 

2.50 

2.17 

3.04 

10 

presented. NSQIP indicates National Quality Surgical Improvement Program; 
RAI. Risk Analysis Index, OSS, Operative Stress Score, VASQIP, Veterans Affairs 
Surgical Quality Improvement Program. 

Discussion 

Throughout the past decade, major legislation has relaxed 
eligibility criteria for veterans to access nonurgent care out­
side of the VA and more veteran health care has shifted to the 
private sector.2

•
3

•
5

•
36 However, numerous studies comparing 

the quality of preventive services, primary care, mental health 
care, oncology, posttransplant care, and surgical specialties 
suggest VHA performs better, comparable with, or less vari-
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ably relative to the private sector. 4 ,6 ,12•14,37•42 Because surgi­
cal care is both high risk and costly, understanding the most 
appropriate surgical care setting for veterans is critical for 
informing current and future health policy decisions and 
budget appropriations.43 In this context, our study supports 
2 important conclusions. First, VA surgical care is associated 
with a lower risk of perioperative death- a finding that was 
robust to varying assumptions about the data. Second, this 
finding is consistent among patients who experienced compli­
cations (ie, lower FTR for VA surgical care). Taken together, 
this suggests VA hospitals may be best equipped to care for 
the unique perioperative needs and risk profiles of veterans. 

VASQIPhas been credited with substantial reductions in post­
operative morbidity and mortality across VA hospitals and served 
as the template for NSQIP in the private sector. 7•

10
•
11

,1
7 Despite sub­

stantial improvements in perioperative outcomes nationwide and 
the similarity of 2 data sources, no recent study has compared 
the quality and safety of VA and private sector surgical care.44

•
45 

Owing to statutory limitations about who can receive care in 
VA hospitals, no study will ever fully address the counterfactual 
implicit in this research question- namely the outcomes of vet­
erans receiving surgical care in the private sector compared with 
nonveterans receiving surgical care in VA hospitals. Nonetheless, 
our current work can help address a relevant policy question 
central to the MISSION Act: to what extent should nonurgent 
veteran specialty care occur in the private sector? We believe 
an absolute risk reduction of0.46% is clinically significant given 
the trajectory of quality improvement in 30-day mortality. The 
mortality event rate in surgery is intentionally low, and thus small 
differences reflect real changes in quality. For instance, since 
the inception ofVASQIP data collection in 1991, the 30-day mor­
tality of major surgery in the VA decreased from 3.1% in 1991 to 
2.3% in 2000 to the 1.0% it is today, taking almost 4 decades of 
quality improvement efforts to make incremental yet imperative 
improvements in surgical outcomes.7 

Veterans in this cohort were older and more frail than patients 
in NSQIP- characteristics associated with a greater perioperative 
risk. 21•24•29•32•45 It is known that veterans are in general older, have 
lower income, are less educated, experience more psychiatric 
illness and substance use problems, and are sicker. 46

"
50 The VHA 

has long been considered a safety net because, as a group, vet­
erans have unique psychological and economic needs along 
with a high burden of comorbid conditions. 49 In our adjusted 
analysis, VA surgical care was associated with a decreased risk 
of perioperative death compared with the private sector-a con­
sistent finding across different contexts in our sensitivity analy­
ses. The significantly lower risk of death for frail and very frail 
veterans suggests VA hospitals may have developed strategies 
to mitigate the increased perioperative risk. 

One particular aspect of VA surgical care deserving careful 
consideration is complication rescue. Throughout the past 15 
years, postoperative morbidity, mortality, and FTR following 
noncardiac surgery have improved across VAhospitals.45 The rea­
sons for these system wide improvements are likely multifacto­
rial. For instance, the VHA has introduced intraoperative team 
training in more than 100 facilities.51 This is an adaptation of 
the aviation industry's crew resource management theory that 
encourages working as a team in the operating room, psychologi-
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cal safety, and the use of preoperative and postoperative brief­
ing checklists. Facilities where training was implemented dem­
onstrated a dose-response relationship between decreased sur­
gical mortality and the amount of team training received with 
a near 50% decrease in annual mortality compared with facili­
ties without training.51 The VHA has also widely implemented 
clinical decision support systems capable of rapidly assimilat­
ing a variety of data streams to decrease time to recognition 
and response to critical events in the perioperative period, and 
established the National Center for Collaborative Healthcare 
Innovation to leverage predictive analytics, artificial intelli­
gence, and clinical decision support to improve veteran care. 52 

In addition to focusing on the specific delivery of surgical and 
perioperative care, the VA recognizes how surgical treatment is 
complicated by mental health, addiction treatment, transporta­
tion, and lodging considerations, and has thus consistently in­
vested in programs to provide more holistic care to veterans across 
the continuum of care in ways that are likely either inadequate ly 
integrated or difficult to recapitulate in private sector settings. 5 

Limitations 
There are several important limitations to consider. It is possible 
the observed association between better perioperative outcomes 
and surgical care at VA hospitals is owing to unmeasured con­
founders. However, it is unlikely that such unmeasured con­
founders would both (1) occur disproportionately in NSQIP and 
(2) represent the relative risk of2.78 needed to eliminate our main 
finding. One possible unmeasured confounder is that both reg­
istries do not provide information about the indication for sur­
gery (metastatic colon cancer vs diverticulitis could use the same 
Current Procedural Terminology code). Additionally, NSQIP has 
variables for both elective and emergent cases, allowing a third 
class for urgent, whereas VASQIP does not allow differentiating 
urgent from elective, and it is known that urgent cases have worse 
outcomes than elective procedures in NSQIP.53 The reason we 
used a more parsimonious model was to ensure model conver­
gence, but even when a nonparsimonious model was used, the 
results nevertheless favored VASQIP. VASQ!Pis a mandatory sur­
gical quality improvement program for all VA hospitals whereas 
participation in NSQIP is voluntary. As such, it is unclear how well 
findings from NSQIP hospitals generalize to non -NSQIP hospi­
tals. However, 2 recent studies have demonstrated no difference 
in hospital outcomes based on NSQIP participation. Both regis­
tries only capture a standardized set of complications; therefore, 
there might be differences in procedure-specific complications 
that might differ across hospitals owing to case mix and failure 
to rescue rates may differ depending on how aggressive hospi­
tals code their complications to increase the denominator. There 
are no hospital factors captured in either data set, eg, teaching 
hospital status, for inclusion as covariates and NSQIP does not 
provide a hospital or clinician identifier and so we were not able 
to fully address the clustering association of patients treated by 
the same surgeon and/or at the same hospital. Cardiac surgery 
cases were excluded and thus no inferences can be made about 
cardiac surgery. To ensure the greatest analytic parity, we ex­
cluded gynecologic procedures from this analysis given the rela­
tively few gynecologic procedures recorded in V ASQIP compared 
with NSQIP. Nonetheless, the veterans included in VASQIPwere 
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predominantly male, suggesting future work will likely be re­
quired to better characterize the quality of surgical care for wom­
en veterans in VHA. Despite this limitation, similarities between 
these 2 programs make NSQIP a relevant (if not best available) 
comparator for VASQIP. We acknowledge that the ideal compari­
son would be veterans receiving care at VA hospitals vs non-VA 
hospitals, but data that identifies patients as veterans are not 
available in NSQJP. Finally, no inferences about the timeliness 
or access to care should be made from this study as neither 
NSQIP nor VASQJP provide these data. 

seek medical treatment in the private sector, we demonstrate 
that postoperative mortality and FTR is significantly lower 
in VA hospitals compared with the private sector.36•54 These 
findings challenge the assumption that shifting care to the pri­
vate sector can improve timeliness of surgical care without 
diminishing its quality. Veterans are a unique patient popula­
tion that benefit from the tailored care processes the VHA has 
developed, and it could be difficult to replicate this in the 
private sector. Further, these processes could become at risk 
within the VHA should private sector diversion continue to re­
duce VHA utilization and, by extension, funding. These find­
ings are relevant not only to individual veterans choosing 
between VA and private sector care, but also to stakeholders 
making broader health policy decisions and budgetary appro­
priations. Future decisions should reflect these important 
differences in the quality and safety of surgical care. 

Conclusions 

Although recent legislative actions and lay media portrayals 
of VHA care facilitate and sometimes encourage veterans to 
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Invited Commentary 

Untangling Access and Quality in the VA Health Care System 
Measuring Black Holes in Observational Studies 
Defne Altan, AB; Gregory A. Leya, MD, MBA; David C. Chang, PhD, MBA, MPH 

Over the past decade, concerns about delays in the VA system 
have spurred legislation to make health care outside the VA sys­
tem more accessible for veterans. 1 As George et al' remind us, 
however, better access to health care does not necessarily re-

sult in improved outcomes. By 

Related article page 231 
showing that veterans have 
lower 3O-day postoperative 

mortality in VA hospitals compared with private sector hospi­
tals, they demonstrate the important distinction between qual­
ity of care and timeliness of access. George et al should be con­
gratulated for bringing this important policy issue to light, and 
for reminding us that improving patient outcomes requires 
attention not only to access to care, but also to quality of care. 

There are also several important methodological contri­
butions in this study. Unmeasured confounders are a well­
known limitation of observational studies. But like black holes 
in space, the size and strength of unmeasured confounders 
can be gauged by how they might affect things around them. 
An E-value is a novel way of understanding the effects of 
potential unmeasured confounders in observational studies; 
it quantifies the minimum strength of association, on the risk 
ratio scale, that an unmeasured confounder would need tone­
gate the conclusion of the study.2 ln their study, George et al 
reported an E-value of 2.78 (95% CI, 2.04-3.68) for their con­
clusion of better quality in the VA system. To negate this 
conclusion, unmeasured confounders would need to have 

risk ratios of 2.78 or larger (similar to the effect of emergency 
admissions, risk ratio, 2.79 [95% CI, 2.32-3.34] in their study) 
and be more common in non-VA hospitals. The E-value gives 
us comfort that the impact of unmeasured con founders in ob­
servational studies is manageable and can help improve the 
quality as well as the acceptance of observational studies. 

A word of methodological caution, however, is in order. 
While a low failure-to-rescue (FTR) rate is considered to rep­
resent good quality, there are 2 ways that this ratio can de­
crease: the numerator (number of deaths) could decrease, or 
the denominator (number of complications) could increase. 
Therefore, a hospital that causes many iatrogenic complica­
tions and injuries would inflate their denominator and para­
doxically lower their FTR. Even if that hospital could ulti­
mately rescue its patients from death, most patients would 
probably not consider it to be a good hospital. This misinter­
pretation could be avoided ifwe insist on evaluating compli­
cation rates in conjunction with FTR rates before drawing 
conclusions about hospital quality. 

As the global economy transitions from manufacturing to 
service-based industries,3 measuring the quality of profes­
sional services has become increasingly important. Health care 
has made many advances in quality measurement, perhaps 
more so than any other professional service industry. We 
should be proud of all the good work we have done, and the 
George et al study is an excellent example of that progress. 
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Abstract 

IMPORTANCE Many veterans enrolled in the Veterans Affairs (VA) health care system have access 

to non-VA care through insurance and VA-purchased community care. Prior comparisons of VA and 

non-VA hospital outcomes have been limited to subpopulations. 

OBJECTIVE To compare outcomes for 6 acute conditions in VA and non-VA hospitals for younger 

and older veterans using VA and all-payer discharge data. 

DESIGN, SETTING, AND PARTICIPANTS This cohort study used a repeated cross-sectional analysis 

of hospitalization records for acute myocardial infarction (AMI). coronary artery bypass graft (CABG). 

gastrointestinal (GI) hemorrhage, heart failure (HF), pneumonia, and stroke. Participants included 

VA enrollees from 11 states at VA and non-VA hospitals from 2012 to 2017. Analysis was conducted 

from July 1. 2022. to October 18. 2023. 

EXPOSURES Treatment in VA or non-VA hospital. 

MAIN OUTCOME AND MEASURES Thirty-day mortality, 30-day readmission. length of stay (LOS). 

and costs. Average treatment outcomes of VA hospitals were estimated using inverse probabil ity 

weighted regression adjustment to account for selection into hospitals. Models were stratified by 

veterans' age (aged less than 65 years and aged 65 years and older). 

RESULTS There was a total of 593 578 hospitalizations and 414 861 patients with mean (SD) age 75 

(12) years, 405 602 males (98%). 442 297 hospitalizations of non-Hispanic White individuals (75%) 

and 73155 hospitalizations of non-Hispanic Black individuals (12%) overall. VA hospitalizations had 

a lower probability of 30-day mortality for HF (age 2:65 years, - 0.02 [95% Cl, -0.03 to - 0.01]) and 

stroke (age <65 years, - 0.03 [95% Cl, -0.05 to -0.02]; age 2:65 years, -0.05 [95% Cl, - 0.07 to 

- 0.03]). VA hospitalizations had a lower probability of 30-day readmission for CABG (age <65 years, 

-0.04 [95% Cl. - 0.06 to - 0.01] ; age 2:65 years, -0.05 [95% Cl, - 0.07 to - 0.02]), GI hemorrhage 

(age <65 years, - 0.04 [95% Cl, - 0.06 to - 0.03]), HF (age <65 years, - 0.05 [95% Cl, - 0.07 to 

-0.03]), pneumonia (age <65 years, -0.04 [95% Cl, - 0.06 to -0.03]; age 2:65 years, - 0.03 [95% Cl, 

- 0.04 to - 0.02]), and stroke (age <65 years, -0.11 [95% Cl, - 0.13 to - 0.09]; age 2:65 years, - 0.13 

[95% Cl, -0.16 to - 0.10]) but higher probability of readmission for AMI (age <65 years, 0.04 [95% Cl, 

0.01 to 0.06]). VA hospitalizations had a longer mean LOS and higher costs for all conditions, except 

AMI and stroke in younger patients. 

CONCLUSIONS AND RELEVANCE In this cohort study of veterans, VA hospitalizations had lower 

mortality for HF and stroke and lower readmissions, longer LOS, and higher costs for most conditions 

(continued) 
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Abstract (continued) 

compared with non-VA hospitalizations with differences by condition and age group. There were 

tradeoffs between better outcomes and higher resource use in VA hospitals for some conditions. 

JAMA Network Open. 2023:6(12):e2345898. doi:10.1001/jamanetworkopen.2023.45898 

Introduction 

The Veterans Affairs (VA) health care system is the only national integrated delivery system in the US. 

Many of the 9 million veterans enrolled in the VA have access to non-VA care through VA-purchased 

services from community clinicians or concomitant enrollment in insurance programs. The VA has 

long purchased community care when services could not be provided on site, but the Veterans 

Access, Choice and Accountability Act (Choice Act) in 2014 followed by the VA Maintaining Internal 

Systems and Strengthening Integrated Outside Networks (MISSION) Act in 2018 expanded the 

criteria to purchase care for veterans experiencing access barriers. 1•2 The Patient Protection and 

Affordable Care Act further expanded access to Medicaid for low-income adults, including veterans, 

in many states beginning in 2014.1 These policies increased use of non-VA care and decreased use 

of VA services.2
•
3 

Increased access to non-VA care can lead to better outcomes if patients receive higher-quality 

or more timely care.4 However, studies comparing quality of VA and private clinicians documented 

process and outcome measures for VA care that were equivalent to or superior to non-VA care for 

surgical procedures. some hospital care, and preventive care.5•8 Many of these prior studies were 

limited to older veterans using VA services and older patients using Medicare services. including 

many nonveterans, due to wide availabil ity of Medicare data.8
•
14 However, the veteran enrollee 

population is more male and has worse health status, greater disability, and lower incomes compared 

with the nonveteran population.15
•
16 Moreover. younger veterans are typically not included in 

comparisons due to a lack of comprehensive data on non-VA use outside of Medicare. which reduces 

the generalizability of these comparisons. Other studies compared VA and community care 

purchased by the VA and focused on select subpopulations having a particular condition or receiving 

a particular procedure.11
•
21 

Inpatient care is a core service provided by the VA in 140 hospitals with medical or surgical acute 

care beds. which range widely in volume and service capabilit ies. Veterans are like other patients 

insofar as distance to clinicians and travel time influence their preferred choice of clinicians, 

especially for inpatient care.22
•
24 At a time when veterans have more access to non-VA hospital care. 

it is important to examine differences in outcomes between VA and non-VA hospitals. 

This study compared mortality. readmission. length of stay (LOS). and costs of veterans 

hospitalized in VA and non-VA hospitals for acute myocardial infarction (AMI). coronary artery bypass 

surgery (CABG), gastrointestinal (GI) hemorrhage, heart failure (HF), pneumonia, and stroke. A lack 

of data on non-VA utilization often hinders comparisons between VA and non-VA care. but we used a 

comprehensive data set of VA and non-VA all-payer inpatient care records. No studies to date 

compared hospital outcomes for veterans of all ages with access to VA care. 

Methods 

The cohort study was approved by the institutional review boards (IRBs) at Stanford University, 

University of Utah, and Greater Los Angeles VA with a waiver of consent granted by the IRBs. We 

followed the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) 

reporting guideline for reporting cohort studies. 

8 JAMA Network Open. 2023:6(12):e2345898. doi:10.1001/jamanetworkopen.2023.45898 
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Study Cohort and Data Sources 
We conducted a study using repeated cross-sections of hospitalizations for VA enrollees discharged 

January 1. 2012 to December 31. 2017. After reviewing availability and policies to request all-payer 

discharge data for research in all states. we obtained hospitalization records in 11 geographically 

diverse states (ie. Arizona. California. Connecticut. Florida, Illinois, Louisiana, Massachusetts, 

Missouri, New York, Pennsylvania, and South Carolina). which allowed linkage between discharge 

data and VA enrollment data. Our sample of states represented the Northeastern. Southeastern. 

Midwestern. and Western regions of the US; approximately 38% of VA enrollees live in 

these states. 25 

Veterans· VA use and cost records were obtained from the Inpatient Encounter files and the 

Managerial Cost Accounting (MCA) files in the VA Informatics and Computing lnfrastructure.26 

Veterans' non-VA use records were obtained from state inpatient discharge data linked with VA 

enrollment data using either deterministic or probabilistic methods with personal identifiers. 

We obtained patients' sociodemographic characteristics from the VA Health Enrollment Files 

and the VA Observational Medical Outcomes Partnership Files.27
•
28 Veterans· and VA hospitals' 

addresses were obtained from the VA Geospatial Services Support Center Files.29 Non-VA hospitals' 

addresses were obtained from the Centers for Medicare & Medicaid Services (CMS) Provider of 

Service File.30 Veterans· death information was obtained from the VA Vital Status File. VA hospital 

characteristics were obtained from the Veterans Integrated Service Network Support Services 

Center. and non-VA hospital characteristics were obtained from CMS hospital cost reports. 31
•
32 

Acute Medical or Surgical Hospital Stays 
VA acute hospital stays were identified from medicine and surgery bed sections and diagnosis­

related group (DRG). We excluded stays within 30 days of discharge from a previous admission and 

stays for more than 180 days (not considered acute). Hospitalizations for AMI. CABG, GI hemorrhage, 

HF, pneumonia, and stroke were identified from principal diagnosis codes. We focused on these 

conditions since the Agency for Healthcare research and Quality uses hospital mortality for these 

conditions as a quality indicator.33 Discharge records for Illinois could not be obtained for 2012, so 

hospitalizations in Illinois were excluded in that year. The Figure shows how the final sample 

was derived. 

Figure. Study Sample Flowchart 

21636 788 Total veteran-years in 11 study states. 
2012-2017 from VA enrollment data 

1210634 Total VA acute 
hospitalization records 

3 331500 Total non-VA acute 
hospitalization records 

616197 Hospitalization records for index stays 
for 6 study condit ions 

593 578 Final study sample 

3925937 Excluded 
3 783179 Hospitalization records 

for other conditions 
140 752 Hospitalization records 

not for an index stay 
2006 VA hospitalizations for 

IL 2012 

22 619 Excluded because of hospitalization 
records with missing data 

14 3SO Census information 
► 6187 Marital status 

2056 Patient address 
21 Age 
S Secondary diagnosis 
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Outcome Measures 
Hospital outcomes included 30-day hospital mortality. 30-day readmission. inpatient costs, and LOS. 

Hospital mortality was indicated for all-cause deaths occurring within 30 days of admission. 

Thirty-day all -cause readmission was indicated for stays followed by another admission within 30 

days of discharge regardless of where the stays occurred. Thirty-day mortality could not be measured 

for non-VA hospital stays in California and Pennsylvania since admission and discharge dates were 

not provided. and 30-day readmissions could not be measured for non-VA stays in California because 

no readmission indicator was provided in the discharge data. 

VA costs included direct and indirect costs after subtracting national administration costs.34 

Non-VA costs included estimated professional fees35 and facility charges which were adjusted by 

hospital cost-to-charge ratios.31 Costs were adjusted for inflation to 2017 dollars.36
•
37 LOS was 

calculated as the number of days between admission and discharge, inclusive. 

Statistical Analysis 
The unit of analysis was the hospital stay. Since patients who were more sick may potentially choose 

1 hospital system over another, comparing outcomes in a t raditional regression may produce biased 

results. Therefore, we used doubly robust methods with inverse probability weighted regression 

adjustment (IPWRA).38
•
40 In IPWRA models, we estimate 1 equation fortreatment (in a VA hospital) 

and another for outcomes. Observations are weighted by the inverse of their conditional probability 

of treatment (admitted to a VA hospital) in a regression estimating outcomes so that patients are 

balanced in their covariates (eMethods in Supplement 1 and eTables 13-18 and eTable 22 in 

Supplement 2). The advantage of this method is that only 1 of the treatment and outcome equations 

needs to be correctly specified to produce unbiased results. Outcomes were estimated for each 

condition and age group separately. Analysis was conducted in StataMP version 18 (StataCorp) using 

teffects and took place from July 1, 2022, to October 18, 2023. 

Patient Measures in Treatment Equation 

We estimated treatment in VA vs non-VA hospital in a probit model by adjusting for patient factors 

influencing use of VA hospitals,8 •
41

•
43 including patients' age, sex, race and ethnicity (measured in 

electronic health record), marital status, priority for VA care, distance to nearest VA hospital, 

comorbidity score. comorbidity for substance use disorders and posttraumatic stress disorder. 

geographic region (Northeast, South, Midwest, West), rural or urban location, area-level income 

(mean standardized), and post-Choice Act period. Race and ethnicity were included to adjust for 

sociodemographic factors. Comorbidity score was measured for each stay using the Elixhauser-van 

Walvraven index from all recorded diagnosis codes.44 We indicated post-Choice Act period beginning 

in 2015, the first full year of implementation. because it reduced VA use. Median income was 

obtained for patients' zip code from US Census data. 

Patient Measures in Outcomes Equation 

In outcomes equations, we adjusted for factors potentially influencing outcomes that included 

patients' age, marital status, priority for VA care, nonelective admission, overall comorbidity score. 

specific medical comorbidit ies, mental health comorbidity, and area-level income. Models for 

mortality and readmission used a probit model. and models for LOS and log-transformed costs used 

a linear model. We estimated average treatment outcomes of VA hospitals as the difference between 

estimated probabilities and means for all observations assuming treatment in VA hospitals and all 

observations assuming treatment in non-VA hospitals along with 95% Cls. Standard errors were 

adjusted for each unique patient-hospital combination.45 

In sensitivity analyses. we estimated in-hospital mortality because we had complete data for all 

states. We also conducted analysis limited to nonelective hospitalizations because treatment and 

outcome patterns may vary by admission type and analysis with only 1 observation per patient 

throughout the 6-year period. 
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For descriptive purposes. hospital characteristics were measured in VA and non-VA hospitals. 

including number of staffed beds. bed occupancy rate. academic affiliation. and patient experience 

rating using percent of patients likely to recommend their hospital. Patient and hospital 

characteristics by VA and non-VA hospital and age group were compared in Pearson x2 and analysis 

of variance tests. 

Results 

Characteristics of Patients and Hospitals by System 
The study sample included a total of 593 578 hospitalizations and 414 861 veterans with a mean (SD) 

age 75 (12) years. 405 602 males (98%). 73155 hospitalizations of non-Hispanic Black individuals 

(12%). and 442 297 hospitalizations of non-Hispanic White individuals (75%) overall. The mean age 

was similar for younger veterans but higher for older veterans in non-VA hospitalizations compared 

with VA hospitalizations (Table 1). Most patients were male in all groups. Non-VA hospitalizations had 

higher mean comorbidity scores. VA hospitalizations were more likely to be for patients who were 

Black individuals or Hispanic individuals. not currently married. had a service-connected disability. 

and lived in urban areas and closer to a VA hospital than non-VA hospitalizations. Patients traveled 

farther when admitted to a VA hospital vs non-VA hospital. 

VA hospitalizations were more likely to be nonelective and for HF and pneumonia compared 

with other study condit ions than non-VA hospitalizations. Rates of medical comorbidities were 

generally lower among VA hospitals compared with non-VA hospitals (Table 1). 

The mean (SD) number of hospital beds was lower in VA hospitals compared with non-VA 

hospitals (age <65 years, 124 [57] vs 214 [219]; P = .007; age ~ 65 years, 125 [58] vs 203 [215]; P 

= .02). and the mean (SD) hospital bed occupancy rate was higher in VA hospitals than non-VA 

hospitals (age <65 years. 0.66 [0.18] vs 0.54 [0.19] ; P <.001; age ~ 65 years. 0.65 [0.17] vs 0.54 

[0.20]; P <.001). A higher proportion of VA hospitals had a major academic affiliation (mean [SD] age 

<65 years, 0.58 [0.50] vs 0.36 [0.48]; P = .003; age ~ 65 years, 0.64 [0.48] vs 0.34 [0.47]; P <.001). 

and mean (SD) patient experience rating was lower for VA hospitals (age <65 years. 63.6 [10.9] vs 

69.1 [9.5]; P <.001; age ~ 65 years. 63.5 [10.5] vs 69.3 [9.6]; P <.001). 

Unweighted Hospital Outcomes 
VA hospitalizations compared with non-VA hospitalizations had lower unweighted probability of 

30-day mortality among older patients for AMI (age ~ 65 years, 548 of 5601 [9.8%] vs 5106 of 42 715 

[12.0%]; P <.001), GI hemorrhage (288 of 6987 [4.1%] vs 2119 of 36482 [5.8%]; P <.001), HF (1235 

of 20 648 [6.0%] vs 8742 of 84 465 [10.4%]; P <.001), pneumonia (965 of 13 417 [7.2%] vs 5785 of 

of 59 555 [9.7%]; P <.001), and stroke (331 of 4726 [7.0%] vs 6494 of 39 266 [16.5%]; P <.001) 

(Table 2). VA hospitalizations compared with non-VA hospitalizations had lower unweighted 

probability of 30-day readmission for both age groups for CABG (age <65 years. 170 of 1637 [10.4%) 

vs 486 of 3389 [14.3); P < .001; age 2e65 years. 355 of 2537 [14.0%) vs 2627 of 12 835 [20.5%); 

P < .001), GI hemorrage (age <65 years, 700 of 4871 [14.4%) vs 1466 of7663 [19.1%]; P < .001; age 

2e65 years. 1608 of 9287 [17.3%) vs 8275 of 44 675 [18.5%); P = .006), HF (age <65 years. 1993 of 

9523 [20.9%) vs 3322 of 12 498 [26.6%): P < .001: age 2e65 years. 6009 of 26 980 [22.3%) vs 

25 672 of104445 [24.6%): P < .001). pneumonia (age <65 years. 1083 of7022 [15.4%) vs 1894of 

10 029 [18.9%): P < .001: age 2e65 years. 2817 of 17 090 [16.5%) vs 13 934 of72 321[19.31%); 

P < .001), and stroke (age <65 years. 465 of 3389 [13.7%) vs 2764 oflO 065 [27.5%): P < .001: age 

2e65 years. 1000 of 6445 [15.5%) vs 14 512 of 48 456 [30.0%]: P < .001). 

Younger VA patients had higher probability of readmission for AMI than non-VA patients (mean 

[SD), 0.21 [0.41] vs 0.19 [0.39] : P = .004). VA hospitalizations had longer mean (SD) LOS than non-VA 

hospitalizations for all conditions mostly among older patients (age 2!65 years, AMI. 5.2 [6.4] vs 4.7 

[5.0]; CABG. 11.7 [9.41 vs 9.6 [6.41: GI hemorrhage. 4.4 [5.11 vs 4.3 [3.8]: HF. 5.4 [5.7] vs 4.9 [4.6]: 

pneumonia. 5.4 [6.7] vs 5.0 [4.5); stroke. 5.8 [7.3) vs 5.0 [5.5] . respectively. Mean (SD) inpatient costs 
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Table 1. Unweighted Patient and Hospital Characteristics of VA and Non-VA Hospitalizations. 2012-2017• 

Patients age <65 years, No. (%) Patients age ?65 years, No. (%) 

Patient characteristics VA (n = 30 372) Non-VA (n = 75 440) P value• VA (n = 70 266) Non-VA (n = 417 500) P value• 

Age, mean (SD). y 57 (7) 57 (7) .S8 77 (9) 80 (9) <.001 

Sex 

Male 28 968 (95.4) 71922 (95.3) 69119 (98.4) 411091 (98.S) 

Female 1404 (4.6) 3518 (4.7) 
.78 

1147 (1.6) 6409 (l.S) 
.OS 

Elixhauser-van 4.6 (6.8) 5.7 (7.5) <.001 7.4 (6.5) 9.1 (7.3) <.001 
Walraven Comorbidity 
Score, mean (SD) 

Race and ethnicity 

Non-Hispanic Black 9630 (31.7) 19 887 (26.4) 12136 (17.3) 31502 (7.6) 

Hispanic 2288 (7.5) 4764 (63) 4062 (S.8) 14 792 (3.S) 

Non-Hispanic White 16 374 (53.9) 45 216 (59.9) <.001 48 775 (69.4) 331932 (79.S) <.001 

Other' 955 (3.1) 2612 (3 .5) 2054 (2.9) 10912 (2.6) 

Unknown 1125 (3.7) 2961 (3 9) 3239 (4.6) 28 362 (6.8) 

Marital status 

Currently married 10 246 (33 7) 32 944 (43.7) 32 183 {45.8) 270 574 (64.8) 

Divorced. widowed. 13 860 (45.6) 29 897 (39.6) 
<.001 

32 081 (45.7) 128 406 (30.8) 
<.001 

or separated 

Single never married 6266 (20.6) 12 599 (16. 7) 6002 (8.5) 18 520 (4.4) 

VA enrollment priority group 

Service-connected disability 

>30% 9732 (32.0) 21872 (29.0) 24 788 (35.3) 87 652 (21.0) 

10%-20% 5340 (17.6) 13 334 (17.7) 13 045 (18.6) 69 493 (16. 7) 

Below means test, 12 176 (40.1) 27 888 (37.0) <.001 24145 (34.4) 95 002 (22.8) <.001 

5 y postdischarge 

Above means test 3119 (10.3) 12 343 (16.4) 8287 (11.8) 165 340 (39.6) 

Rurality 

Urban 24 828 (81.8) 55 510 (73.6) 54 805 (78.0) 301386 (72.2) 

Rural 5544 (18.2) 19 930 (26.4) 
<.001 

15 461 (22.0) 116 114 (27 .8) 
< 001 

Distance to closest VA hospital, 24 (27) 44 (39) <.001 24 (25) 43 (37) <.001 
in miles. mean (SD) 

Distance to admitted hospital. 26 (28) 15 (32) 
in miles, mean (SD) 

<.001 26 (28) 12 (25) <.001 

Area median household income, 51557 (20 398) 52 581 (19 034) <.001 55 954 (23 037) 59 953 (23 365) <.001 
mean (SD),$ 

Area unemployment rate, 6.2% (2.8) 6.2% (2.9) .17 6.0%(2.7) 5.9% (2.7) .002 
mean (SD) 

Payer of non-VA care 

Medicare NA 23 755 (31.5) NA 372 600 (89.3) 

VA-purchased NA 12 485 (16.6) NA 12 737 (3.1) 

Pr ivate NA 17147 (22.7) NA NA 19 432 (4.7) NA 

Medicaid NA 8430 (11.2) NA 1144 (0.3) 

Other NA 13 623 (18.1) NA 11587 (2.8) 

Nonelective admission 28283 (93.1) 68 421 (90. 7) <.001 66 284 (94.3) 373 761 (89.5) <.001 

Admitting condition 

AMI 3847 (12.7) 19 085 (25.3) <.001 7418 (10.6) 67 395 (16.1) <.001 

CABG 1640 (5.4) 4256 (5.6) .12 2548 (3.6) 15 981 (3.8) .01 

GI hemorrhage 4908 (16.2) 10313 (13.7) <.001 9385 (13.4) 56334(13.5) .33 

Heart failure 9625 (31.7) 17 472 (23.2) <.001 27 306 (38.9) 131084 (31.4) <.001 

Pneumonia 7065 (23.3) 12 684 (16.8) <.001 17 290 (24.6) 89 024 (21.3) <.001 

Stroke 3412 (11.2) 13 070 (17 .3) <.001 6493 (9.2) 62 029 (14.9) <.001 

( continued) 
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Table 1. Unweighted Patient and Hospital Characteristics of VA and Non-VA Hospitalizations. 2012-2017• (continued) 

Patients age <65 years, No. (%) Patients age ?65 years, No. (%) 

Patient characteristics VA (n = 30 372) Non-VA (n = 75 440) P value• VA (n = 70 266) Non-VA (n = 417 500) P value" 

Medical comorbidity 

Heart failure 1553 (5.1) 6705 (8.9) <.001 7057 (10.0) 66194 (15.9) <.001 

Valvular d isease 382(1.3) 1919 (2.5) <.001 2261(3 2) 29 576 (7.1) <.001 

Peripheral vascular disease 1694 (5.6) 6125 (8.1) <.001 7180 (10.2) 59 964 (14.4) <.001 

Cardiac arrhythmias 6604 (21.7) 18 568 (24.6) <.001 28 884 (41.1) 198 361 (47.5) <.001 

Neurological disorders 1189 (3.9) 4063 (5.4) <.001 5158 (7.3) 37 853 (9.1) <.001 

COPD 7901 (26.0) 21650 (28.7) <.001 23 534 (33.5) 137 508 (32.9) .004 

Diabetes without chronic 9192 (30.3) 19 995 (26.5) <.001 22 314 (31.8) 107 743 (25.8) <.001 
complications 

Diabetes without chronic 3176 (10.5) 10091(13.4) <.001 8042 (11.5) 54 778 (13.l) <.001 
complicat ions 

Hypothyroidism 1794 (5.9) 4633 (6.1) .15 7375 (10.5) 58 511 (14.0) <.001 

Kidney failure 5944 (19.6) 14 960 (19.8) .34 23 283 (33. l) 145 971 (35.0) <.001 

Liver disease 3772 (12.4) 6090 (8.1) <.001 3214 (4.6) 10 460 (2.5) <.001 

Lymphoma 298 (LO) 599 (0.8) .003 1023 (1.5) 5346 (1.3) <.001 

Metastatic cancer 452 (1.5) 1014 (1.3) .07 1457 (2.1) 7732 (1.9) <.001 

Solid tumor without metastasis 926 (3.1) 1396 (1.9) <.001 4071 (5.8) 14 001(3.4) <.001 

Rheumatoid arthritis 474 (1.6) 1279 (1.7) .12 1148 (1.6) 8891 (2.1) <.001 

Coagulopathy 1291 (4.3) 5242 (7.0) <.001 3187 (4.5) 34 284 (8.2) <.001 

Obesity 3900 (12.8) 15 189 (20. l) <.001 5299 (7.5) 42 717 (10.2) <.001 

Weight loss 642 (2.1) 2919 (3 .9) <.001 1828 (2.6) 20 829 (5.0) <.001 

Fluid and electrolyte disorders 5015 (16.5) 19 891 (26.4) <.001 12 096 (17.2) 115 259 (27.6) <.001 

Chronic blood loss anemia 494 (1.6) 1295 (1.7) .30 1216 (1.7) 8520 (2.0) <.001 

Deficiency anemias 4985 (16.4) 12 202 (16.2) .34 15 543 (22.1) 97 414 (23.3) <.001 

Mental health comorbidity 

Mood disorders 5977 (19.7) 12 297 (16.3) <.001 8619 (12.3) 41625 (10.0) <.001 

Serious mental illness 1989 (6.6) 3928 (5 .2) <.001 1792 (2.6) 6283 (1.5) <.001 

Substance use disorders 5606 (18.5) 13 036 (17.3) <.001 3619 (5.2) 14 483 (3.5) <.001 

Posttraumat ic stress disorder 2407 (7.9) 3622 (4.8) <.001 3845 (5.5) 5894 (1.4) <.001 

Hospital characteristics, No. 45 1446 NA 45 1552 NA 

Total beds, mean (SD) 124 (57) 214 (219) .007 125 (58) 203 (215) .02 

Occupancy rate. mean (SD) 0 66 (0.18) 0.54 (O 19) <.001 0.65 (0.17) 0.54 (0.20) <.001 

Academic affi l iation, mean (SD) 0.58 (0.50) 0.36 (0.48) .003 0.64(0.48) 0.34 (0.47) <.001 

Patient experience, mean (SD) 63.6 (10.9) 69.1 (9 5) <.001 63.5 (10.5) 69.3 (9 6) <.001 

Abbreviations: AMI, acute myocardial infarction; CABG. coronary artery bypass surgery; • P values reported for Pearson x2 tests for categorical variables and analysis of variance 

COPD, chronic obstructive pulmonary disease; GI, gastrointestinal; NA. not applicable; tests for continuous variables. 

VA. Veterans Affairs ' Includes Alaska Native, Asian American. Native Hawaiian. and Pacific Islander. 

• Observations summarized here are hospitaliutions. 

were mostly higher in VA hospitalizations (AMI: age :2:65 years. $24 600 [$32 000] vs $21700 

[$24 800]; P <.001; CABG: age <65 years. $68 500 [$52 800] vs $51600 [$35 000]; P <.001; age 

:2:65 years, $76 200 [$55 900] vs $53100 [$35 300]; P <.001; GI hemorrhage: age <65 years, 

$14 400 [$23 600] vs $11 900 [$17 000]; P <.001; age :2:65 years. $16 300 [$19 800] vs $11300 

[$13100]; P <.001; HF: age <65 years. $17 000 [$21700] vs $15 000 [$31200]; P <.001; age ~65 

years. $16 900 [$22 500] vs $11 600 [$19 000]; P <.001; pneumonia: age <65 years. $17 600 

[$33 000] vs $11100 [$16 300]; P <.001; age ~65 years, $17 800 [$28 400] vs $10 200 [$12 300] ; 

P <.001; stroke: age ~ 65 years, $19 000 [$28 300] vs $15 600 [$20 600]; P <.001) except for 
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younger patients with AMI and stroke who had higher costs in non-VA hospitalizations ($23 800 

[$24 900] vs $22 500 [$22 500); P = 005; and $21300 [$34 500) vs $17 700 [$28 200]; P <.001). 

Average Treatment Outcomes of VA Hospitals 
In models balancing covariates between patients in VA and non-VA hospitals, there were no 

significant treatment effects of VA hospitals on probability of 30-day mortality for most conditions 

(Table 3). VA hospitalizations had significantly lower probability of mortality for HF for veterans aged 

65 and older (-0.02 [95% Cl.-0.03 to -0.01]) and stroke for both age groups (age <65 years. -0.03 

[95% Cl. -0.05 to -0.02]; age .::65 years, -0.05 [95% Cl, -O.Q7 to -0.03]). 

VA hospitalizations for AMI had higher probability of 30-day readmission only among younger 

veterans (0.04 [95% Cl, 0.01 to 0.06]). VA hospitalizations had significantly lower probability of 

30-day readmission for CABG (age <65 years, - 0.04 [95% Cl, -0.06 to -0.01]; age 2:65 years, -0.05 

[95% Cl, -0.07 to -0.02]), GI hemorrhage (age <65 years, - 0.04 [95% Cl, - 0.06 to -0.03]), HF (age 

<65 years, -0.05 [95% Cl, - 0 .07 to - 0.03]), pneumonia (age <65 years, -0.04 [95% Cl, -0.06 to 

-0.03]; age 2:65 years, -0.03 [95% Cl, -0.04 to - 0.02]), and stroke (age <65 years, -0.11 [95% Cl, 

-0.13 to -0.09]; age 2 65 years, -0.13 [95% Cl, -0.16 to -0.10]). 

There was significantly greater mean LOS in VA hospitals for all study conditions and both age 

groups except stroke in younger patients (Table 4). Differences in LOS between VA and non-VA 

hospitals ranged from 0.28 (9S% Cl, 0 .09 to 0.47) days for GI hemorrhage among younger patients 

to 3.00 (95% Cl. 2.43 to 3.57) days for CABG among older patients. Mean costs (log transformed) of 

VA hospitalizations for AMI among younger veterans were approximately 7% lower than non-VA 

hospitalizations (age <65 years, -0.07 [95% Cl. - 0.11 to - 0.02]) but 21% higher among older veterans 

(age .::65 years, 0 .21 [95% Cl, 0.17 to 0.25]). Mean hospitalization costs were significantly higher in 

VA hospitals for other study conditions and age groups, except for stroke among younger patients. 

Full results are in eTables 1 to 12 in Supplement 2. 

Table 2. Unweighted Acute Hospitalization Outcomes in VA and Non-VA Hospitals, 2012-2017 

30-d mortality 30-d readmission LOS, d 

Condition 
Unweighted, 

by age 
Unweighted, No. (%) Unweighted, No.(%) mean (SD) 

group, y" No. VA Non-VA P valueb VA Non-VA P value VA Non-VA 

AMI 

<65 22 681 83 (2.9) 468(3.7) .04 791 (20. 7) 2795 (18.7) .004 4.1 (6.2) 4.0 (4.6) 

265 74138 548 (9.8) 5106 (12.0) <.001 1777 (24.2) 12 922 (24.5) .54 5.2 (6.4) 4.7(5.0) 

CABG 

<65 5829 12 (1.0) 39 (1.4) .35 170 (10.4) 486 (14.3) <.001 10.5 (8.9) 8.9 (5.8) 

265 18 396 37(2.1) 229 (2.2) .77 355 (14.0) 2627 (20.5) <.001 11.7 (9.4) 9.6 (6.4) 

GI hemorrhage 

<65 15009 87 (2.5) 218 (3.3) .02 700 (14.4) 1466 (19.1) <.001 3.8 (5.0) 4.0 (4.4) 

265 65174 288(4.1) 2119 (5.8) <.001 1608 (17.3) 8275 (18.5) .006 4.4 (5.1) 4.3 (3.8) 

HF 

<65 26730 153 (2.3) 323 (3.0) .004 1993 (20.9) 3322 (26.6) <.001 5.2 (5.7) 5.1 (6.0) 

265 156863 1235 (6.0) 8742 (10.4) <.001 6009 (22.3) 25 672 (24.6) <.001 5.4 (5.7) 4.9 (4.6) 

Pneumonia 

<65 19476 186 (3.3) 334 (3.9) .07 1083 (15.4) 1894 (18.9) <.001 5.0 (6. 7) 4.8 (4.9) 

265 105 275 965 (7.2) 5785 (9 7) <.001 2817 (16.5) 13 934 (19.3) <.001 5.4 (6 7) 5.0 (4 5) 

Stroke 

<65 16 223 53 (2.2) 541 (6.3) <.001 465 (13.7) 2764 (27.5) <.001 5.3 (8.3) 6.3(9.5) 

265 67 812 331 (7.0) 6494 (16.5) <.001 1000(15 5) 14 512 (30.0) <.001 5.8 (7.3) 5.0 (5.5) 

Cost (in $1000s) 

Unweighted, 
mean (SD) 

Pvalue VA Non-VA P value 

.15 22.5 (35.4) 23.8 (24.9) .005 

<.001 24.6 (32.0) 21.7 (24.8) <.001 

<.001 68.5 (52.8) 51.6 (35.0) <.001 

<.001 76.2 (55.9) 53.1 (35.3) <.001 

.01 14.4 (23.6) 11.9 (17.0) <.001 

.009 16.3 (19.8) 11.3 (13.1) <.001 

.05 17.0 (21.7) 15.0 (31.2) <.001 

<.001 16.9 (22.5) 11.6 (19.0) <.001 

.01 17.6 (33.0) 11.1 (16.3) <.001 

<.001 17.8 (28.4) 10.2 (12.3) <.001 

<.001 17.7 (28.2) 21.3 (34.5) <.001 

<.001 19.0 (28.3) 15.6 (20.6) <.001 

Abbreviations: AMI, acute myocardial infarction: CABG, coronary artery bypass surgery: GI, gastrointestinal: HF, heart failure: LOS, length of stay; VA, Veterans Affairs. 

• Nos. varied by outcome and reported only for LOS. 

b P values reported for analysis of variance tests. 
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In sensitivity analyses with all states. VA hospitals had significantly higher probability of 

in-hospital mortality for pneumonia but significantly lower probability for stroke and no other 

differences (eTable 19 in Supplement 2). Including only nonelective admissions. results were similar 

to all hospitalizations (eTable 20 in Supplement 2). When analysis was limited to only 1 observation 

per patient. results were similar to all hospitalizations, except that mortality was higher in VA 

hospitals for AMI for patients younger than 65 years (eTable 21 in Supplement 2). 

Discussion 

To our knowledge, this is the first study to compare outcomes for veterans of all ages in VA and 

non-VA hospitals for 6 common conditions. After accounting for selection of patients into VA or 

non-VA hospitals, patients treated in VA hospitals had significantly lower probability of 3O-day 

mortality than those in non-VA hospitals for HF among older patients and stroke for both younger 

and older patients. Patients treated for CABG, GI hemorrhage, HF, pneumonia, and stroke in VA 

hospitals had lower probability of readmission compared with patients in non-VA hospitals; however, 

differences for GI hemorrhage and HF were found only in younger patients. In contrast, younger 

patients hospitalized for AMI in VA hospitals had higher probability of readmission than non-VA 

patients. Mean hospitalization costs were mostly higher, and mean LOS was longer in VA hospitals for 

the study conditions. Costs of AMI hospitalizations for younger patients were lower in VA hospitals 

than non-VA hospitals. 

Our findings showing lower mortality in VA hospitals for 2 of the 6 conditions suggests that 

there was a mortality advantage associated with VA hospitals but not for all types of care. Recent 

studies of inpatient surgery and emergency department care also found associations between lower 

mortality and better quality in VA hospitals compared with non-VA hospitals.5•46•
47 More research is 

Table 3. Average Treatment Outcomes of VA Hospitals Compared With Non-VA Hospitals for 3O-Day Mortality and 3O-Day Readmission 

30-d Mortality• 30-d Readmission 

Condition and age Participants Average treatment outcome Participants Average treatment outcome 
group, years mortality, No. (95% Cl) P value readmission, No. (95% Cl) 

AMI 

<65° 15 105 -0.007 (-0.016 to 0.003) .17 17627 0.037 (0.014 to 0.060) 

265 47288 0.012 ( - 0.009 to 0.033) .26 57713 0.001 (- 0.022 to 0.025) 

CABG 

<65 3795 Not estimable 4510 - 0.035 (- 0.060 to - 0.011) 

265 12 037 0.009 ( - 0.004 to 0.021) .17 14 519 - 0.045 (- 0.074 to - 0.017) 

GI hemorrhage 

<65 9511 -0.001 (-0.010 to 0.008) .80 10977 -0.043 (-0.060 to -0.026) 

265 42 329 0.004 (-0.009 to 0.016) .58 51 142 -0.0001 (-0.019 to 0.021) 

HF 

<65 16 295 -0.003 (-0.009 to 0.004) .41 18883 -0.049 (-0.066 to -0.032) 

265 101388 - 0.017 ( - 0.027 to - 0.006) .001 123 584 - 0.008 (- 0.024 to 0.008) 

Pneumonia 

<65 13162 - 0.001 ( - 0.008 to 0.006) .76 15 355 - 0.042 (- 0.056 to - 0.028) 

265 70658 - 0.004 ( - 0.015 to 0.008) 0.54 84 705 - 0.029 (- 0.043 to - 0.015) 

Stroke 

<65 10 537 -0.033 (-0.045 to -0.022) <.001 12288 -0.109 (-0.132 to -0.086) 

265 43 052 -0.053 (-0.074 to -0.031) <.001 52555 -0.130 (-0.158 to -0.101 

Abbreviations: AMI, acute myocardial infarction; CABG. coronary artery bypass surgery; GI. gastrointestinal; HF, heart failure; VA, Veterans Affairs. 

P value 

.002 

.90 

.00 

.001 

<.001 

.91 

<.001 

.31 

<.001 

<.001 

<.001 

<.001 

• Average treatment outcomes of difference in predicted probability for VA hospitals vs non-VA hospitals estimated from inverse probability weighting regression adjustment models 

with probit models for treatment and outcomes. 

• Nos. varied by outcome. 
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needed to determine what aspects of VA care, such as postdischarge care, can improve mortality and 

whether there are differences for other clinical outcomes. 

Our find ings on mortality are similar to some previous findings but diverged from others. We did 

not find differences in mortality for CABG between VA and non-VA hospitals similar to another 

study.17 We found lower mortality for HF and stroke but not AMI in VA hospitals. while another study 

found lower mortality for AMI and HF in VA hospitals but did not include stroke in a study of adults 

aged 65 years and older.13 That study included veterans and nonveterans in an earlier period. which 

may explain different findings. 8 

We found lower readmissions in VA hospitals for CABG. GI hemorrhage, HF. pneumonia. and 

stroke but higher readmissions for AMI in younger patients. In contrast, Nuti et al8 documented 

higher readmissions in VA hospitals for AMI, HF, and pneumonia in older patients prior to access 

expansions. VA hospitals may be more successful in reducing readmissions due to an integrated 

delivery system, implementation of the patient-centered medical home. and an electronic medical 

record system. It is unclear why younger patients who were hospitalized for AMI were more likely to 

be readmitted in VA hospitals even though patients often travel longer distances to VA hospitals, 

potentially affecting their outcomes. Both VA and non-VA hospitals have recently emphasized 

reducing readmissions through the use of performance measures in the VA and payment policies in 

the private sector and Medicare. 

Mean LOS was longer and costs were higher in VA hospitalizations for most conditions 

compared with non-VA hospitalizations. Medicare and private insurance payment policies (eg, 

bundled payment programs) have focused on efficiency and may have influenced hospitals to 

discharge patients sooner while VA hospitals were unaffected by such policies. VA hospitals may 

keep patients longer to ensure they are stable before discharging them. Higher VA hospitalization 

costs may be partly explained by longer LOS. There may be other differences due to staffing and 

overhead between VA and non-VA hospitals leading to greater resource use. A study48 about ED care 

Table 4 . Average Treatment Outcomes of VA Hospitals Compared With Non-VA Hospitals for Length of Stay and Costs 

LOS, d Costs in$ (log transformed) 

Condition and age Participants Average treatment outcome, Participants Average treatment outcome, 
group, years LOS, No. (95%CI)' P value costs, No. (95% Cl)' P value 

AMI 

<65° 22681 0.97 (0.50 to 1.4) <.001 22057 -0.07 (-0.11 to -0.02) .003 

265 74138 1.41 (1.09 to 1.7) <.001 71609 0.21 (0.17 to 0.25) <.001 

CABG 

<65 5829 2.31 (1.77 to 2.84) <.001 5734 0.32 (0.28 to 0.35) <.001 

265 18 396 3.00 (2.43 to 3.57) <.001 18030 0.39 (0.35 to 0.44) <.001 

GI hemorrhage 

<65 15009 0.28 (0.09 to 0.47) .003 14 517 0.24 (0.21 to 0.27) <.001 

265 65174 0.50 (0.30 to 0.70) <.001 62 712 0.40 (0.36 to 0.44) <.001 

HF 

<65 26730 1.22 (0.99 to 1.45) <.001 25 956 0.38 (0.35 to 0.41) <.001 

265 156 863 1.29 (1.12 to 1.46) <.001 150851 0.50 (0.48 to 0.53) <.001 

Pneumonia 

<65 19476 0.53 (0.32 to 0.73) <.001 18 775 0.36 (0.33 to 0.39) <.001 

265 105 275 0.57 (0.41 to 0.74) <.001 99469 0.47 (0.45 to 0.50) <.001 

Stroke 

<65 16223 0.88 (-0.13 to 1.89) .09 15 643 0.04 (-0.01 to 0.09) .10 

265 67 812 2.34 (1.58 to 3.10) <.001 65045 0.40 (0.33 to 0.48) <.001 

Abbreviat ions: AMI, acute myocardial infarction; CABG. coronary artery bypass surgery; GI. gastrointestinal; HF, heart failure; LOS, length of stay; VA, Veterans Affairs. 

• Average treatment outcomes of difference in predicted probability for VA hospitals vs non-VA hospitals estimated from inverse probability weighting regression adjustment models 

with probit models for treatment and linear models for outcomes. 

• Nos. varied by outcome. 
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found lower VA costs over 28 days, so focusing on inpatient costs does not account for post­

discharge costs that may be lower in the VA. 

Our findings are especially relevant given that the Centers for Medicare & Medicaid Services 

now publicly reports the performance of VA hospitals in addition to non-VA hospitals on its Care 

Compare website. Veterans may be more likely to choose VA hospitals that perform comparatively 

better than other hospitals in their service area. 

Limitations 
This study has limitations. These data precede the MISSION Act of 2018. so our findings may not be 

generalizable to veterans currently accessing non-VA care. Our findings were based on 

hospitalizations from 47% of VA hospitals from diverse states, but they may not be generalizable to 

all VA hospitals. Our methods used many observed patient characteristics to account for patient 

selection, but there may have been unobserved factors which influenced patients' use of VA 

hospitals and outcomes. Undercoding of comorbidities was previously documented in the VA,49
•50 

so differences in outcomes may have been underestimated. We did not distinguish between 

potentially avoidable readmissions and unavoidable or planned readmissions which may have led to 

overestimates of the observed readmission rates; however, planned readmissions only account for 

roughly 7% of all readmissions, so it is unlikely to materially affect our results. 51 Non-VA 

hospitalization costs were estimated from cost-adjusted charges, which is less accurate than 

production costs, so cost differences may have been underestimated. Finally, we included 

hospitalizations for patients who were discharged against medical advice because these 

hospitalizations typically represent a small proportion (1%) of hospitalizations. 52 

Conclusions 

Expanding access to non-VA care may improve timeliness and reduce travel costs for many veterans; 

however. there are tradeoffs with higher mortality and readmissions in non-VA hospitals observed 

across age groups. As more veterans use care in the community paid for by the VA due to the 

MISSION Act. our findings suggest there may be reasons for concern. Veterans could experience 

worse outcomes for some types of care without well-developed community care networks based on 

quality standards and sufficient care coordination between VA and non-VA clinicians. In an era of 

greater choice. veterans' often benefit by choosing VA care. 
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Potentially Avoidable Hospitalizations After Chemotherapy: 
Differences Across Medicare and the Veterans Health 

Administration 

Risha Gidwani-Marszowski, DrPH e 1•2•3; Katherine Faricy-Anderson, MD, MPH4•5; Steven M. Asch, MD2•6; 

Samantha lllarmo, MPH1; Lakshmi Ananth, MS1
; and Manali I. Patel, MD, MS e 7•

8 

BACKGROUND: The Centers for Medicare and Medicaid Services (CMS) has released quality measures regarding potentially avoidable 

hospitalizations v isits in the 30 days after receipt o f outpatient chemotherapy. This study evaluated the proportions of pat ients t reated 

by Medicare-reimbursed clinicians and Veterans Health Adm inistration (VA) c linicians who experienced avoidable acute care in order to 

evaluate differences in health system performance. METHODS: This retrospective evaluation of Medicare and VA administ rative data 
used a cohort of cancer decedents (fiscal years 2010-2014). Cohort members were veterans aged 66 years or older at death who were 

dually enrolled in Medicare and the VA. Chemotherapy was ident ified through International Classification of Diseases, Ninth Revision 
and Current Procedural Terminology (ICD-9) codes. CMS defines avoidable hospitalizations as t hose related to anemia, dehydration. 

diarrhea, emesis. fever. nausea. neutropenia. pain. pneumonia. o r sepsis in the 30 days after chemotherapy. Following CMS guidance. 

this study compared the p roport ions of pat ients with potentially avoidable hospitalizations. using hierarchical generalized est imating 
equations. RESULTS: There were 27,443 patients who received outpatient chemotherapy. Pat ients receiving Medicare chemotherapy 

were significantly more likely to have potentially avoidable hospitalizations than patients receiving VA chemotherapy (adjusted odds 

ratio, 1.58; 95% confidence interval, 1.41-1.78; P < .001). In predicted estimates, 7.1% of Medicare- treated veterans had potentially avoid­

able hospitalizat ions in the 30 days after chemotherapy, compared w ith 4.6% of VA-treated veterans. CONCLUSIONS: Results indicate 

veterans with cancer receiv ing chemotherapy in the VA have higher quality care with respect to avoidable hospitalizations than veterans 

receiving chemotherapy through Medicare. As more veterans seek care in the p rivate sector under the Maintaining Internal Systems and 
Strengthening Integrated Outside Networks (MISSION) Act, concerted efforts may be warranted to ensure that veterans do not experi­

ence a decline in care quality. Cancer 2020;126:3297-3302. © 2020 American Cancer Society. 

KEYWORDS: Medicare. quality of health care. veterans. 

INTRODUCTION 
Nearly 40% of Americans will be diagnosed with cancer at some point in their lives, 1 with that figure expected to grow 
as the population ages. This increase in cancer prevalence will be accompanied by a greater number of patients receiving 
chemotherapy. In the past decades, there has been a steady increase in the use of chemotherapy in the United States,2•

3 

even in the face of oncology drug shortages 4 in the outpatient setting. 5 

Despite chemotherapy's life-prolonging and/or palliative benefits, its toxic side effects can result in serious health 
consequences for patients, requiring emergency department visits and/or hospitalizations. These unplanned acute care 
visits increase costs incurred by both the patient and the health care system6

"
9 and are likely undesirable from a patient 

perspective. Patients with advanced cancer who receive chemotherapy are at increased risk for hospitalization, 10 which is 
especially true for patients with a larger number of comorbidities.11 Chemotherapy-related adverse events can be severe 
bur can often be predicted and managed with appropriate treatment. 12

-
14 

In recognition that many of the side effects of chemotherapy can be appropriately managed to avoid acute care 
utilization, the Centers for Medicare and Medicaid Services (CMS) released a new quality measure (OP-35) to reduce 
potentially avoidable hospital admissions and emergency department visits among patients receiving outpatient chemo­
therapy. In this study, we use the CMS measure to compare the quality of care received by chemotherapy patients treated 
through traditional fee-for-service Medicare versus the Veterans Health Administration (VA). 
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Our interest in comparing the quality of cancer care 
provided by Medicare and the VA is driven by recent 
legislation (the Choice Act of 2014 and the Maintaining 
Internal Systems and Strengthening Integrated Outside 
Networks [MISSION] Act of 2018) allowing veterans 
to seek care in the private sector if care in the VA is 
difficult to access. As these policy changes are imple­
mented, it will be critical to understand whether this 
shift in the system of care will affect care quality, espe­
cially for conditions as serious as cancer. Veterans who 
are 65 years old or older are dually eligible for benefits 
though Medicare, with more than 90% of them enrolled 
in Medicare. 15 Use of this dually eligible cohort thus al­
lows us to compare a similar group of patients across the 
2 systems to understand the impact of the system of care 
(Medicare or the VA) on care quality. Here, we ascertain 
the incidence of potentially avoidable inpatient admis­
sions for patients receiving outpatient chemotherapy 
and evaluate any quality-of-care differences that exist 
between the VA and Medicare. 

MATERIALS AND METHODS 
Using VA and Medicare administrative data for fiscal 
years 2010-2014, we evaluated potentially avoidable 
hospitalizations for veterans who died of solid tumors. 
To be included in the study, cohort members had to be 
aged 66 years or older at death, have a cancer diagnosis 
for at least 1 year, be continuously enrolled in the VA 
and Medicare Parts A and B in the 12 months before 
death, and have received intravenous chemotherapy. A 
cancer cause of death was determined with the under­
lying cause-of-death field from National Death Index 
data. 16 

We identified outpatient chemotherapy and poten­
tially avoidable hospitalizations in both Medicare and VA 
administrative data sets in accordance with guidance from 
CMS. 17 In Medicare data, we identified chemotherapy 
and hospitalizations from the Outpatient files. We also 
searched inpatient records from the Medicare Provider 
Analysis and Review (MedPAR) files for chemotherapy 
claims from outpatient clinics bundled in the inpatient 
claims. 17 In VA data, we identified chemotherapy by 
using the Medical SAS Outpatient files. Following the 
CMS measure methodology, we did not include oral 
chemotherapy. 17 

This CMS measure defines the following as poten­
tially avoidable inpatient admissions: anemia, dehydra­
tion, diarrhea, emesis, fever, nausea, neutropenia, pain, 
pneumonia, and sepsis within 30 days of the receipt of 
outpatient chemotherapy. 18 Per CMS guidance, avoidable 

3298 

hospitalizations were identified through primary or sec­
ondary International Classification of Diseases, Ninth 
Revision (ICD-9) codes, and chemotherapy was identified 
through though ICD-9, Current Procedural Terminology, 
Healthcare Common Procedure Coding System, or 
Revenue Center codes. 

We compared the proportions of patients with 
chemotherapy visits in Medicare and the VA that were 
followed by a preventable hospital admission within 
30 days. Following CMS recommendations, we excluded 
from the outcome patients with inpatient admissions 
that CMS considered "always planned": chose for bone 
marrow or organ transplant, maintenance chemotherapy 
or radiotherapy, or rehabilitation care. 17 Our observa­
tion period, that is, the length of time that patients were 
evaluated for chemotherapy, was each patient's last year 
of life. Each patient was assigned to the system (VA or 
Medicare) that provided his chemotherapy. In our co­
hort, 908 patients (representing 1 % of all patients) re­
ceived chemotherapy via both the VA and Medicare in 
the observation period; we dropped these 908 patients 
from the analysis. ]n accordance with CMS guidance, for 
patients who had an inpatient admission with multiple 
potentially avoidable hospitalizations (either more than 
1 hospitalization within 30 days of a single treatment 
or multiple treatments followed by multiple hospitaliza­
tions), we counted only the first hospitalization. If a pa­
tient was admitted for more than 1 preventable reason, 
we considered the primary diagnosis to be the reason 
for the hospitalization. Outcomes were evaluated with 
a generalized estimating equation with a logic link and a 
binomial family, with patients nested within geographic 
area (hospital referral region). Our model adjusted for 
patient age, number of chemotherapy treatments, re­
ceipt of concurrent radiotherapy (defined as radiother­
apy within 14 days of the receipt of chemotherapy), and 
cancer type. To address a possible health care system 
selection bias, in sensitivity analyses, we ran a separate 
regression model including covariates previously shown to 
explain the selection of veterans into the VA or Medicare: 
enrollment priority (which includes VA copayment sta­
tus), race, rurality, and distance from a VA facility. 19

•
22 

To properly compare VA and Medicare data, we 
made the following adjustments to the CMS mea­
sure. First, the CMS measure compares observed rates 
with expected rates for each hospital. Because our 
goal was to compare health system performance (VA 
vs Medicare) rather than performance across hospitals, 
we instead compared observed VA and Medicare out­
comes. Second, the CMS measure risk-adjusts for 9 
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types of comorbidities. Because evidence indicates that 
Medicare data are significantly more likely to capture 

b'd' • C h • h VA d 23-26 comor 1 1t1es ror t e same patients t an ata, 
we excluded comorbidities from the analysis so as not to 
disadvantage the VA and improperly risk-adjust. Third, 
we excluded sex as a covariate because our elderly vet­
eran sample was entirely male. 

This study was approved by the Stanford University 
Institutional Review Board. 

RESULTS 
Our cohort consisted of 27,443 dually enrolled veterans, 
with 9522 (34.7%) receiving chemotherapy through the 
VA and 17,921 (65.3%) receiving chemotherapy through 
Medicare (Table 1). VA-treated veterans had a median 
of 5 chemotherapy treatments in the year before death 
(interquartile range, 2-1 0), and Medicare-treated veterans 
had a median of 7 chemotherapy treatments in the same 
time period (interq uarcile range, 3-14). 

There were 1715 patients with avoidable hospital­
izations (6.2%). In the entire cohort, the top reasons for 
an avoidable hospitalization were pneumonia (40.8%), 
sepsis (23.7%), anemia (21.1 %), and pain (11.3%), 
although the order of their frequency changed in the 
Medicare group versus the VA group (Table 2). 

Regression results revealed that Medicare-treated 
veterans were more likely co have potentially avoidable 
hospitalizations after chemotherapy than YA-treated vet­
erans (adjusted odds ratio, I .58; 95% confidence inter­
val, 1.41-1.78; P < .001; Table 3). In predicted estimates, 
7.1 % of Medicare-treated veterans had potentially avoid­
able hospitalizations after chemotherapy, whereas 4.6% of 
VA-treated veterans did. In sensitivity analyses adding 
covariates that adjusted for selection into the VA versus 
Medicare (race, rurality, distance from a VA facility, and 
enrollment priority), results did not change materially; 
Medicare-treated veterans were still more likely to experi­
ence potentially avoidable hospitalizations (adjusted odds 
ratio, 1.55; 95% confidence interval, 1.37-1.66; P> .001 ). 

DISCUSSION 
We found significant variations in potentially avoidable 
acute care in the 30 days after chemotherapy in patients 
with cancer treated by Medicare versus the VA. Specifically, 
patients using Medicare for their chemotherapy were more 
likely to have avoidable hospitalizations than patients re­
ceiving chemocherap through the VA. These variations in 
potentially avoidable acute care use are particularly note­
worthy because of the recent policy changes (Choice Ace 
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TABLE 1. Demographics 

Overall Medicare VA 

Race, No. (%) 
American Indian/Alaska 80 (0.3) 47 (0,3) 33 (0.3) 

Native 
Asian/Hawaiian/Pacific 240 (0.9) 154 (0,9) 86 (0.9) 

Islander 
Black 2351 (8,6) 991 (5,5) 1360 (14,3) 
Mixed 135 (0,5) 67(0.4) 68(0.7) 
White 24,445 (89, 1) 16,530 (92.2) 7915 (83,1) 
Missing 192 (0,7) 132 (0,7) 60 (0,6) 

Cancer type, No. (%) 
Digestive 6259 (22.8) 4070 (22.7) 2189 (23.0) 
Lymphoma 421 (1 .5) 282 (1.6) 139 (1.5) 
Other 2160 (7,9) 1424 (7,9) 736 (7,7) 
Prostate 8746 (31,9) 6075 (33,9) 2671 (28,1) 
Respiratory 9229 (33.6) 5665 (31.6) 3564 (37.4) 
Secondary solid 628 (2.3) 405 (2,3) 223 (2.3) 

Rural status, No. (%) 
Rural 15,470 (56.4) 10,072 (56,2) 5398 (56,7) 
Nonrural 11,973 (43.6) 7849 (43.8) 4124 (43.3) 

Age, No. (%) 

6610 <71 y 6601 (24, 1) 2964 (16,5) 3637 (38.2) 

71 to <76 y 4696 (17.1) 2833 (15.8) 1863 (19.6) 

76 to <81 y 5976 (21.8) 4304 (24.0) 1672 (17.6) 

81 to <86y 5372 (19.6) 4118 (23.0) 1254 (13.2) 

86 to <91 y 3673 (13.4) 2834 (15.8) 839 (8.8) 

;:>:91 y 1125 (4.1) 868 (4.8) 257 (2,7) 
VA copayment-eligible, 

No.(%) 
Yes 9894 (36,1) 8177 (45.6) 1719(18.1) 
No 17,543 (63.9) 9738 (54,3) 7803 (81,9) 
Missing 6 (0,0) 6 (0,0) 0 (0,0) 

Chemotherapy visits, 6(3-12) 7(3-14) 5(2-10) 
median (IQR) 

Total, No. (%) 27,443 (100) 17,921 (100) 9522 (100) 

Abbreviations: IQR, interquartile range: VA, Veterans Health Administration. 

TABLE 2. Descriptive Statistics: Avoidable 
Hospitalizations 

Avoidable 
Hospitalization 

Anemia 
Dehydration 
Emesis 
Pain 
Pneumonia 
Sepsis 
Total 

Overall, 
No.(%) 

361 (21.05) 
16 (0.93) 
30 (1,75) 

194 (11.31) 
699 (40.76) 
407 (23,73) 

1715 (100) 

Medicare, 
No.(%) 

255 (20.06) 
12 (0.94) 
26 (2.05) 

121 (9.52) 
520 (40.91) 
329 (25.89) 

1271 (100) 

Abbreviation: VA, Veterans Health Administration. 

VA, 
No.(%) 

106 (23.87) 
4 (0.90) 
4 (0.90) 

73 (16.44) 
179 (40.32) 
78 (17.57) 

444 (100) 

Select categories have been omitted because of the cell size suppression 
policy of the Centers for Medicare and Medicaid Services; thus, cell sizes add 
up to figures lower than the totals reported in the last row. 

and MISSION Act) in the VA that allow veterans co more 
readily obtain their cancer care in the private sector. T hese 
results suggest that veterans treated in the VA experience 
higher quality cancer care with respect co potentially avoid­
able hospitalizations than those created in the private sector. 

The most common reason for avoidable hospital­
ization in this cohort for both Medicare-created veterans 
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TABLE 3. Regression Results: Avoidable 
Hospitalizations 

95% 
Adjusted Odds Confidence 

Ratio Interval p 

Medicare-provided 1.58 1.41-1.78 <.001 
chemotherapy 

Age 
71 to <76 y 1.03 0.89-1.19 .71 
76 to <81 y 0.96 0.83-1.1 1 .55 
81 to <86y 0.86 0.74-1.01 .07 
86 to <91 y 0.73 0.61-0.89 <.001 
~91 y 0.61 0.43-0.85 .00 

Chemotherapy count 1.02 1.02-1.02 <.001 
Concurrent radiotherapy 0.55 0.24-1.25 .16 
Cancer type 

Lymphoma 0.70 0.41-1.19 .19 
Other 1.39 1.14-1.70 <.001 
Prostate 1.04 0.89-1.21 .64 
Respiratory 1.63 1.43-1.87 <.001 
Secondary 0.99 0.68-1.44 .96 

and YA-treated veterans was pneumonia (unadjusted 
data: 40.9% and 40.3%, respectively; Table 2). Other 
common reasons for hospitalization were sepsis (25.9% 
in Medicare and 17.6% in the VA), anemia (20. l % in 
Medicare and 23.9% in the YA), and pain (9.5% in 
Medicare and 16.4% in the YA). Hospitalizations due 
to dehydration, diarrhea, and emesis were rare in our 
cohort. The higher proportion of admissions for pain 
within the VA in comparison with Medicare may reflect 
a difference in the use of pain treatment in the outpatient 

setting among veterans treated within the VA or could 
represent a higher likelihood for admission for veterans 

suffering from pain. For example, the VA may be more 
likely to admit veterans to link them with inpatient pal­
liative care teams in areas with a lower supply of outpa­
tient palliative care. Another possible reason may be V/\s 

policy toward concurrent care, which allows patients to 
receive chemotherapy and hospice care simultaneously. 
Although research indicates chat only 16% to 24% of 
VA .. h 27 •• 1 patients wit cancer use concurrent care, 1c 1s p au-
sible that these patients would experience fewer hospi­

talizations for acute issues if their hospice enrollment 
caused them to be monitored more frequently. Furcher 
research is needed to better understand what may be 
driving these differences in etiologies for hospitalization. 

Our findings highlight the importance of under­
standing healrh system variations in the frequency of un­
planned hospital visits chat could potentially be avoidable 
in the 30 days after chemotherapy. 

We found a lower likelihood of potentially avoid­
able hospitalization than was ascertained by CMS 

when constructing the quality measure for potentially 
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preventable hospitalizations. 17 The CMS measure found 
that 14% of outpatient chemotherapy visits were fol­
lowed by potentially avoidable hospitalizations within 
30 days, whereas we found that 7.6% of Medicare­
treated veterans and 4.6% of VA-created veterans had 

potentially avoidable hospitalizations. Our cohort con­
sisted of cancer decedents in their lase year of life; these 
patients may have been more likely tO be heavily moni­
t0red or have access t0 palliative or hospice services chat 
could assist in avoiding hospitalizations than the general 
cancer cohort smdied in che CMS guidance documents. 

Nevertheless, our figures point co opportunities for im­
provement in the care of patients receiving outpatient 
chemotherapy, especially in Medicare facilities. The 

CMS measure will be used for payment determinations 
beginning in 2020; these changing financial incentives 
may provide an impetus t0 Medicare providers tO iden­
tify ways to reduce chis unnecessary acute care use. 

Reducing unnecessary hospital use among patients 
receiving chemotherapy is important not only for improv­
ing che patient experience of care but also for ensuring 

reductions in costs of care. Other work has found that 
hospitalization is the largest driver of spending variation 

and che biggest contriburor co Medicare spending for pa­
tients with cancer, representing 67% of spending variation 
and 48% of coca! spending. In comparison, chemother­
apy accounted for 10% of spending variation and 16% of 

total spending. 28 The resulcs of our study reflect the wider 
policy movement in oncology to improve quality-of-care 
delivery and reduce avoidable acute care use. Several 
effons, including our own work,29 demonstrate high rates 
of acute care use due co avoidable and preventable etiologies. 

Our findings of variations across the VA and 
Medicare, specifically the lower use of hospitalizations 
among VA patients, are consistent with our prior work 

in chis area27 demonstrating reduced utilization of acute 
care services among patients who primarily use the VA 
for their cancer care. The better performance in the 
VA may be partially due co the integrated nature of VA 

care. Shared electronic medical records and coordinated 
care between multiple providers and staff may enable 
improved coordination and communication and thus 
lead co a better assessment of whether a patient's symp­

tom severity is an acute development or baseline state. 
This coordination may result in an increased ability co 
manage symproms on an outpatient basis and reduce 
the need for hospital admission. In other nonintegrated 
systems, there may be a lack of familiarity with the 
patient's baseline symptomatology and a lower thresh­

old to admit. 
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The results of our study must be interpreted m 
the context of certain limitations. Our objective was to 

compare the care provided by the VA and Medicare to 

veterans with cancer to ascertain differences due to the 
health system. Veterans were not randomly assigned to a 
system; therefore, there may be unmeasured differences 
in the kinds of veterans who choose to seek care in the 
VA versus Medicare chat also affect the likelihood of po­
tentially avoidable hospitalization. We controlled for this 
by including in regression models variables chat had been 
previously shown to influence selection into the VA or 
Medicare. However, some residual unmeasured differ­
ences may remain, especially because we were not able 
to control for comorbidities on account of their differen­
tial capture across the VA and Medicare. Other work has 
found that veterans treated by the VA have poorer self­
reported health than veterans treated outside the VA and 
are far more likely to have multiple comorbidities. 30 Thus, 
if high-quality administrative comorbidity data were 
available for inclusion in chis analysis, it is possible that 
che magnitude of effect detected would be even larger. 
Moreover, per CMS guidance, we evaluated only chemo­
therapy found in the Medicare Outpatient and MedPAR 
files. From our previous work, we know that (unique) 
chemotherapy administration can also be identified 
from the Medicare Carrier file. The Carrier file contains 
information about both inpatient and outpatient chemo­
therapy; the CMS measure that we evaluate here focuses 
only on outpatient chemotherapy. T herefore, we did not 
include data from the Medicare Carrier file to maintain 
fidelity to the CMS measure and to not inadvertently in­
clude inpatient chemotherapy in our analyses. This exclu­
sion likely undercounted outpatient chemotherapy and 
subsequent potentially avoidable hospitalizations from 
Medicare data. In that case, our estimates of Medicare po­
tentially avoidable hospitalizations are conservative, and 
the differences between the VA and Medicare would be 
larger than those reported here. 

Due to the Choice and MISSION Acts, veterans, 
especially those older than 65 years, will increasingly 
have an opportunity to receive care in the private sec­
tor. For veterans receiving chemotherapy, this may 
expose them to more inpatient stays. Our work in­
dicates that the likelihood of potentially avoidable 
hospitalizations for veterans with cancer is higher for 
those treated in Medicare versus chose treated by the 
VA. However, this may be mitigated or eliminated if 
Medicare hospitals respond to the financial incentives 
accompanying this quality measure, which will be 
implemented in 2020. 
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Short abstract 

The U.S. Department of Veterans Affairs contracts with private-sector providers to help ensure 
that eligible veterans receive timely health care, This care can alleviate access barriers for veter­
ans, but questions remain about its cost and quality. 
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Abstract 

Despite an overall decline in the U.S. veteran population, the number of veterans using VA health 
care has increased. To deliver timely care to as many eligible veterans as possible, VA supplements 

the care delivered by VA providers with private-sector community care, which is paid for by VA 
and delivered by non-VA providers. Although community care is a potentially important resource 
for veterans facing access barriers and long wait times for appointments, questions remain about 

its cost and quality. With recent expansions in veterans' eligibility for community care, accurate 
data are critical to policy and budget decisions and ensuring that veterans receive the high-quality 
health care they need. 

The Veterans Health Administration (VHA) is the part of the U.S. Department of Veterans Affairs 

(VA) that provides health care to eligible veterans ... VHA is an integrated health care system that in­
cludes 171 medical centers and 1,113 outpatient sites (U.S. DeQartment of Veterans Affairs, 
2022e), In 2021, more than 9.2 million veterans (roughly half of all living U.S. veterans) were en­
rolled in VHA, and around 6.8 million received care through VHA (Congressional Budget Office, 
2021; Schaeffer, 2021 : U.S. DeQartment of Veterans Affairs, 2022d). On average, VHA's estimated 
spending was $14,750 per veteran patient in 2021 (Congressional Budget Office, 2021), which is 
similar to Medicare ($14,348 per beneficiary in 2020) (Boards of Trustees. 2021). 
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Veterans who use VA health care (VHA patients) are a clinically complex group with a higher 
prevalence of serious health conditions than both nonveterans and veterans who do not use VA 

health care (Eibner et al., 2015). In part, this is a result of the eligibility criteria for VA health care 
benefits. Not all veterans are eligible; in general, eligibility is based on length of military service, 
having a health condition related to military service, and income. Eligible veterans are sorted into 

VHA enrollment priority groups, which determine whether and how much veterans must contrib­
ute financially to their care (see sidebar). Among veterans, VHA patients are more likely to have 
service-related injuries and chronic health problems, including traumatic brain injury, cancer, dia­
betes, hypertension, and posttraumatic stress disorder (Eibner et al., 2015). 

Factors Determining Veterans' Eligibility and Priority for VHA Benefits 

Veterans must first meet basic criteria to be eligible for VHA benefits. 

• When military service began 
• Duration of military service or active-duty service (for reserve and National Guard members) 
• Conditions of discharge from the military 
• Service-related conditions (e.g., disability, military sexu.al trauma) 

Eligible veterans. are assigned to 1 of8 priority groups. 

• Determines when a veteran is eligible for benefits and to what extent they contribute to the 
cost of their care 

• Factors considered: 

• Military service history 
• Disability rating 
• Income level 
• Eligibility for Medicaid 
• Other benefits received (e.g., VA pension benefits) 

SOURCE: U.S. DeQartment of Veterans Affairs, 2022c. 

The VHA patient population is changing, however. Since 1980, eligibility for VA health care has ex­
panded to cover more veterans, and although the overall veteran population has declined since 

that time, the number of veterans using VHA has increased. Prior RAND research estimated that, 
between 2014 and 2024, the number of U.S. veterans would decrease by 19 percent and their av­
erage age would increase, barring any major policy changes or large-scale conflicts (Eibner et al., 
2015). There has also been a geographic shift in the veteran population, with more veterans living 
in the southern. and western. parts of the Un.ited States, a trend that is projected to continue and 
that mirrors trends in the U.S. population as a whole (U.S. DeQartment of Veterans Affairs, 2022a; 
Kerns and Locklear, 2019). 
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VHA patients rely on VHA the most for prescription drug benefits and inpatient visits following 
surgeries. Lower-income veterans, veterans without health care coverage from other sources, vet­
erans with worse self-reported health, and rural veterans receive a higher-than-average propor­
tion of their care from VHA (Eibner et al., 2015). 

The Use of Community Care to Supplement VHA Care for Veterans 

In 2014, following widespread media coverage of long wait times at VHA facilities, Congress 
passed the Veterans Access, Choice, and Accountability Act of 2014, also known as the Veterans 
Choice Act (Pub. L.113-146, 2014). The Veterans Choice Program was an integral part of the 
Veterans Choice Act It broadened the eligibility criteria for veterans who wanted or needed to ac­
cess community care-care paid for by VHA but delivered by non-VHA providers. VA's Office of 
Community Care was established in 2015 to oversee the expansion of community care under the 
Veterans Choice Program, In 2018, the VA Maintaining Internal Systems and Strengthening 
Integrated Outside Networks (MISSION) Act was signed into law (Pub. L. 115-182, 2018). This leg­
islation further expanded eligibility for community care and cre.ated a more permanent and con­
solidated community care program, known as the Veterans Community Care Program. 

In 2015, RAND researchers conducted a series of assessments mandated by the Veterans Choice 
Act that involved identifying veteran demographics and health care needs, forecasting changes to 
the VHA patient population, analyzing VA health care capabilities, and measuring the quality of 
care prnvided by VHA compared with the private sector (Farmer, Hosek, and Adamson, 2016). 
RAND work has also highlighted some of the challenges that veterans may face in accessing VHA 
care directly, particularly as a result of geographic and transportation barriers. Although RAND 
re.se.archers found that 93 percent of veterans lived within 40 mile.s' driving distance. of a VHA fa­
cility as of 2015, only 55 percent were that close to a VHA medical center, which provides a more 
comprehensive array of services than other VHA facilities, and only 26 percent were within 40 
miles of a VHA medical center with full specialty care (Hussey et al., 2015). RAND research found 
that most veterans received timely care (more than 90 percent had completed visits within 30 
days of their preferred date for care, with the vast majority of these visits occurring within 14. 
days). However, the same analysis also found variations in timeliness across VHA facilities, with 
some veterans experiencing much longer than average wait times for care (Hussey: et al., 2015), 
For veterans with limited access to a VHA facility or who are unable to access timely care, commu­
nity care providers are a potentially important resource .. 

Community care has been a component of the health care provided to U.S. veterans since World 
War I, but its use significantly increased under the Veterans Choice and VA MISSION Acts. The laws 
expanded eligibility for community care such that every veteran enrolled in VA health care could 
qualify under certain circumstances (Congressional Budget Office, 2021). Veterans must meet one 
of the following eligibility criteria to access VHA-funded community care (U.S. DeP-artment of 
Veterans Affairs, 2019): 

L VHA facilities do not offer the services that the veteran needs. 
2. The veteran resides in a state or territory without a full-service VHA medical facility. 
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3. The veteran was eligible under provisions that applied before the VA MISSION Act was signed 
(i.e., they qualify under "grandfathered/I eligibility for community care). 

4. The care or services that the veteran ne.eds do not meet the access standards for appointment 
wait times or drive times. 

5. A VHA provider and the veteran agree that receiving care from an outside provider is in the 
veteran's best interest. 

6. The care or services that the veteran ne.eds do not meet designated quality standards. 

Since. 2014, the. n.umbe.r of veterans receiving community care has grown considerably, along with 
VA's budget for community care. ln July 2022 testimony to the House Veterans' Affairs Committee, 
VA reported that community care accounted for 44 percent of its health care services across care 

1 • 

settings (LaPuz, 2022).- Figure 1 shows the number of veterans authorized for community care 
and the costs of community care over the period from 2014 to 2021. The total amount that VA has 
spent on community care has steadily increased, from $7.9 billion. in 2014 to $18.5 billion. in 2021 
(Congressional Budget Office, 2021; U.S. Department of Veterans Affairs, 2022b ). As the costs for 
community care have risen, the share of the VHA budget that goes toward community care has 
also increased. In 2014, community care accounted for approximately 12 percent of VHA spend­
ing. However, this proportion had nearly doubled by 2021, with community care. costs making up 
20 percent of all VHA spending on medical care (Congressional Budget Office, 2021). VA's fiscal 
year 2023 budget request anticipated that community care would increase to 23 percent of the 
VHA medical care budget in 2023 and 25 percent in 2024 (U.S. Department of Veterans Affairs, 
2022b). 

Pressing Issues 

The Veterans Choice and VA MISSION Acts placed a priority on giving veterans more flexibility in 
accessing care outside of VHA facilities. Although research has shown that VHA provides care that 
is equivalent to or higher in quality than what veterans receive from non-VHA providers (Price et 
al., 2018), worries about wait times and rural veterans' access to care have tarnished VHA's repu­
tation in some circles (Chan, Card, and Tay:lor, 2022; Jones et al., 2021). 

Achieving the promises of community care. requires coordination betwe.en VHA and non-VHA fa­
cilities and providers. As more data become available on veterans' health care use following the 
passage of the Veterans Choice and VA MISSION Acts, evaluations of community care must address 
several key questions that will be critical to policy and budget decisions ensuring that veterans 
have access to the health care they need. 

The cost and quality of community care relative to VHA-delivered care are largely unknown. 

As part of its annual budget request to Congress, VA projects demand for health care among VHA 
enrollees, which dete.rmines how much funding it reque.sts for the. delivery of that care .. In. general, 
these estimates are based on the cost of VHA-deJivered care. However, little is known about how 
the costs of care provided directly by VHA compare with the costs of community care. If costs for 
community care are significantly higher than for VHA-delivered care and the number of veterans 
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receiving community care continues to increase, VA might need to implement cost controls, possi­
bly by decreasing access to community care, increasing cost-sharing for certain veterans, or re­
stricting VHA enrollment (Kime, 2022). 

Although comparisons between the cost of VHA-delivered and community care are limited, there 
are some indications that community care may be more expensive than VHA-delivered care. VHA 
has the ability to manage and standardize the care that it delivers directly, but it is notable to man­
age veterans' care once they have been referred to community providers. VHA officials have re­
ported that local community care practice patterns, such as a greater use of X-rays and other 
imaging services, were a driver of higher-than-estimated spending on community care in 2017 
and 2018 (Congressional Budget Office, 2021). A recent analysis noted that VHA-delivered care 
costs. less than comparable care from Medicare providers and produced better outcomes (Chan, 
Card, and Tay:)or, 2022). 

Quality comparisons between care that veterans receive through the VA Community Care Network 
and care that they receive directly from VHA providers are also limited .. A recent analysis by VA re­
searchers found that, nationally, veterans who received total knee arthroplasties at a VHA facility 
had lower odds of readmission than those whose surgery had been performed by a community 
care provider (Rosen et al., 2022). Another analysis of complications following cataract surgery 
found no significant differences between VHA-provided care and community care (Rosen et al., 
2020). Tracking the quality of care provided through the Community Care Network is necessary to 
identify whether and how the increased reliance on community care has affected veterans' out­
comes. Community care puts VHA into the role of a payer for health care as opposed to its tradi­
tional role as an integrated health system, in which it functions as both provider and payer. As a 
payer, VHA can hold third-party admin.istrators responsible for implementing and managing the 
Community Care Network and accountable for the quality and adequacy of community care 
providers. To do this, VHA needs to set quality standards and performance metrics and either re­
quire providers to report on their ability to meetthose expectations or conduct its own 
evaluations. 

VHA faces challenges with care coordination as more veterans receive care in the community. 

VHA is an integrated health system, and care coordination is an essential element of its ability to 
serve patients. VHA was an early adopter of electronic health records, which it has used alongside 
other resources to manage the health of its patient population, s.u.ch as care coordination teams 
that support veterans with complex symptoms or multiple health conditions (Cordasco et al., 
2019; Garvin et al., 2021; Miller et al., 2021). The complexity of the VHA patient population makes 
care coordination critical for improving patient outcomes and decreasing costs. With the in­
creased use of community care, VHA faces an additional coordination challenge: sharing and ob­
taining information from non-VHA providers. Poorly coordinated care between VHA and commu­
nity care providers could result in confusion for patients, duplicative tests, increased costs, and 
lower-quality care. Research also suggests that the increased burden of coordinating care with 
non-VHA providers has resulted in higher rates of burnout among VHA primary care providers 
(AP-aY-din et al., 2021). To addres.s. these challenges, VA created the Office of Integrated Veteran 
Care in October 2021, with a focus on improving coordination across care settings (U.S. 
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Department of Veterans Affairs, Office of Public and Intergovernmental Affairs, 2021). Because 
this integrated care model is still being implemented and has not yet been established nationwide, 
it is not known whether and to what extent it will address care c.oordination challenges and im­
prove care for veterans. 

Data are limited, but access to community care may be no better than access to care at VHA 

facilities. 

One of the driving forces behind the Veterans Choice and the MISSION Acts was a concern about 
veterans facing long wait times for VHA appointments. Although community care promised to re­
duce wait times and facilitate access to care, in practice, veterans have not always experienced 
shorter wait times for appointments. Before making an appointment, veterans must receive ap­
proval and a referral to community care from VHA. Once a veteran is deemed. eligible for this 
treatment, VHA officials have no control over the wait time to see a community care provider 
(Congressional Budget Office, 2021: U.S. Government AccountabilitY- Office, 2020), As the 
Congressional Budget Office has noted, community care providers are not required to meet the 
wait- and drive-time standards that apply to VHA facilities. The COVID.-19 pandemic may have fur­
ther exacerbated delays for veterans seeking community care by slowing down VHA's approval 
process and by prompting community care providers to limit the availability of appointments (U.S. 
Government Accountabilicy Office, 2021). 

One analysis of wait times. for outpatient specialty care at VHA and community care facilities found 
that mean wait times decreased between 2015 and 2018 for both, with the greatest declines at 
VHA facilities. The study period aligned with the expansion of eligibility for community care among 
VHA-enrolled veterans under the Veterans Choice and VA MISSION Acts. By 2018, community care 
wait times were longer than VHA wait times (Gurewich et al., 2021). Other studies have similarly 
found that the timeliness of community care was no better or worse than VHA, suggesting that 
community care is unlikely to completely address the challenges that some veterans face in receiv­
ing timely care (Kaul et al., 2021; Dueker and Khalid, 2020). 

However, there may be certain populations of veterans for whom community care has. significantly 
improved access. Prior research has found that rural veterans, who make up nearly half of VHA 
patients, are more likely to live in areas with provider shortages and hospital closures, and they 
generally have to drive greater distances to see providers (Hussey: et al., 2015 : Ohl et al., 2018). 
Community c.are may improve ac.c.ess for veterans who live far from a VHA facility, which could 
help reduce disparities in access between urban and rural veterans (Davila et aL, 2021); however, 
research on this topic has been limited. 

Community care providers might not be equipped to meet the needs of veterans. 

Veterans enrolled in VHA are a complex patient population with health care needs that differ from 
those of the nonveteran population, including higher rates of posttraumatic stress disorder, expo­
sure to environmental toxins, and suicide (Farmer et al., 2016). VHA providers are well-versed in 
veteran culture and the conditions that are prevalent among veterans. Community care providers 
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may not have substantial experience caring for veterans and may not even realize that a given pa­
tient is a veteran (Tanielian et al., 2014). Lack of knowledge and understanding about veterans' 
unique experiences and health care needs is especially a concern for veterans who may be at risk 
for certain kinds of cancers as a result of their military service (White House, 2022), veterans who 
have experienced military sexual trauma, gender and sexual minority veterans, and other veterans 
who require specialized care. 

VHA makes training available to community care providers to help increase their military /veteran 
cultural competency, familiarity with health care issues that are common among veterans, and as­
pects of specialized care. However, only a small proportion of community care providers have 
completed this training (Farmer et al., 2022), and VHA has no authority to require that they do so. 
Future evaluations of veterans' care should explore links between community care providers' fa­
miliarity with treating veterans and whether veteran patients' full set of needs are being met, re­
gardless of where they receive care. 

Directions for Future Research 

The landscape of veterans' health care has changed with the passage of the Veterans Choice and 
VA MISSION Acts. Although the laws have the potential to improve access to care for some veter­
ans, they have also introduced additional challenges to tracking and evaluating the timeliness, 
quality, and coordination of care that veterans receive .. There are several potential directions for 
future research in this area: 

• Model community care access and utilization. Existing data on demand for and utilization of 
community care could be used to assess historical trends (e.g., use of community care by 
veterans' demographic and geographic characteristics, types of care veterans receive from 
community care providers). These data could also be used to model future community care 
demand patterns, which would help VHA better prepare for the volume of care that patients 
could require, improve the accuracy of budget estimates, and allow for policy simulations to 
estimate the effect of potential policy changes, such as reforms to access standards. 

• Examine differences in health care quality and access between VHA-delivered and 
community care. Policymakers must ensure that standards for community care are at least 
equal to those for VHA-delivered care. Veterans who see community care providers should be 
able to expect the same high quality of care that they receive from VHA providers. Researchers 
at VA and other organizations should work to establish methods to better compare care quality 
and wait times between VHA facilities and community care providers. Evaluating whether 
veterans receive equivalent standards of care also requires the creation and implementation of 
consistent quality measures that are comparable between VHA and community care providers. 

• Study differences in veterans' experiences with community care. It is essential that 
researchers examine potential disparities in care outcomes and experiences across veteran 
populations, such as by gender, race/ethnicity, sexual orientation and gender identity, 
geography, and VHA priority group. Such analyses should look for disparities both across VHA 
facilities and community care providers and between these two sources of care. 
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• Ask about community care providers' experiences in delivering care to veterans. The 
perspectives of community care providers can help draw a more complete picture of the 
benefits and drawbacks. of community care. Their perceptions of their readiness. to treat 
veterans and the challenges they experience when working with VHA could also help inform 
policies and programs to improve care coordination and outreach efforts to increase 
community care providers' familiarity with veterans and their needs. 

As Secretary of Veterans Affairs Denis McDonough recently stated, the future of VHA depends on 
its. ability to attract veterans to its facilities and-through high-quality, accessible services-keep 
those veterans returning to VHA for their needed medical care (McDonough and Steinhauer, 
2022). Coordinating with community care prnviders and ensuring that eligible veterans can access 
the high-quality care they need in a timely fashion, whether at VHA facilities or in the community, 
will be integral to achieving those goals. 

Additional Resources 

• VA provides comprehensive information 
(https://www.va.gov/COMMUNITYCARE /pro grams /veterans /index.as12) about community care 
for veterans, including 

• eligibility criteria 
• how to find community providers and make appointments 
• costs and billing 
• the Community Care Network 

(https://www.va.gov/COMMUNITYCARE/programs/veterans/CCN-Veterans.as12) of 
providers, which is divided into five regions. 

• VA's Community Care Research Evaluation and Knowledge (CREEK) Center 
(htlps://www.hsrd.research.va.gov/centers/creek/) serves as. a health care policy and data 
expertise hub. 

• The two contractors for the VA Community Care Network, TriWest and Optum Serve, provide 
information for veterans about receiving care from the network: 

• TriWest (htlps://www.triwest.com/en/veteran-services/) serves veterans living in the 
western part of the United States .. 

• Optum Serve (https://www.vacommunicy.care.com/) serves veterans living in the eastern 
and southern parts of the United States. 

• In October 2021, the Congressional Budget Office released an analysis of the Veterans 
Community Care Program that provides background on the program and evidence of its early 
effects (https://www.cbo.gov/publication/57583). 

• A June 2021 special supplement of the journal Medical Care included 12 articles on VHA 
community care (http.£iljournals.lww.com/lww-medicalcare/toc/2021/06001). 
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Notes 

1This does not includ.e care that is available only through VHA facil ities or only from community care providers (e,g., ob­

stetrics, in the latter case). VA estimates that 73 percent of all health care services are available in both VHA facilities 

and community care settings (LaPuz, 2022). 

Funding for this publication was made possible by a generous gift from Daniel J. Epstein through the Epstein Family 

Foundation, which established the RAND Epstein Family Veterans Policy Research Institute in 2021. The institute is 

dedicated to conducting innovative, evidence-based research and analysis to improve the lives of those who have 

served in the U.S. military. Building on decades of interdisciplinary expertise at the RAND Corporation, the institute pri­

oritizes creative, equitable, and inclusive solutions and interventions that meet the needs of diverse veteran populations 

while engaging and empowering those who. support them. For more information abo.ut the RAND Epstein Family 

Veterans Policy Research Institute, visit veterans.rand.org. 
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SOURCE: Congressional Budget Office, 2021. p. 7, Table 1. Estimated number of veterans authorized to receive community 

care in 2021 extrapolated from LaPuz, 2022. Estimated costs to provide community care in 2021 are from U.S. De);!artment 

of Veterans Affairs, 2022b. 

NOTE: The Congressional Budget Office's definition of community care includes inpatient, outpatient, dental, mental health, 

prosthetics, and rehabilitation services from non-VHA prnviders, as wel.l as long-term support, such as through nursing 

homes, noninstitutional care, and state facilities and programs. Those data do not reflect certain other services supported 

through community care funding, such as those for caregivers and Camp Lejeune Family M.emb.er Program participants. 
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PREFACE 

The VA Evidence Synthesis Program (ESP) was established in 2007 to provide timely and 
accurate syntheses of targeted health care topics of importance to clinicians, managers, and 
policymakers as they work to improve the health and health care of Veterans. These reports help: 

• Develop clinical policies infom1ed by evidence; 

• Implement effective services to improve patient outcomes and to support VA clinical 
practice guidelines and performance measures; and 

• Set the direction for future research to address gaps in clinical knowledge. 

The program comprises four ESP Centers across the US and a Coordinating Center located in 
Portland, Oregon. Center Directors are VA clinicians and recognized leaders in the field of 
evidence synthesis with close ties to the AHRQ Evidence-based Practice Center Program. The 
Coordinating Center was created to manage program operations, ensure methodological 
consistency and quality of products, interface with stakeholders, and address urgent evidence 
needs. To ensure responsiveness to the needs of decision-makers, the program is governed by a 
Steering Committee composed of health system leadership and researchers. The program solicits 
nominations for review topics several t imes a year via the program website. 

The present report was developed in response to a request from the Office of the Assistant Under 
Secretary for Health for Quality and Patient Safety. The scope was further developed with input 
from Operational Partners (below), the ESP Coordinating Center, the review team, and the 
technical expert panel (TEP). The ESP consulted several technical and content experts in 
designing the research questions and review methodology. In seeking broad expertise and 
perspectives, divergent and conflicting opinions are common and perceived as healthy scientific 
discourse that results in a thoughtful, relevant systematic review. Ultimately, however, research 
questions, design, methodologic approaches, and/or conclusions of the review may not 
necessarily represent the views of individual technical and content experts. 
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ABBREVIATIONS TABLE 
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BEST 
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CAUTI 

cc 
CDW 

CKD 
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CMS 
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CVD 

ED 

ER 

ESRD 

FY 
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HF 
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THA 

TKA 
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VTE 
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Agency for Healthcare Research and Quality 

Acute myocardial infarction 

Beta-blocker Evaluation of Survival Trial 

Coronary artery bypass graft 

Catheter-associated urinary tract infection 

Community care 

Corporate data warehouse 

Chronic kidney disease 

Community living center 

Centers for Medicare & Medicaid Services 

Chronic obstructive pulmonary disease 

Cardiovascular disease 

Emergency department 

Emergency room 

End-stage renal disease 

Fiscal year 

Hospital Consumer Assessment of Healthcare Providers and Systems 

Heart failure 

Maintaining Internal Systems and Strengthening Integrated Outside 
Networks 

National Cancer Database 

Nursing home 

Non-small cell lung cancer 

National Surgical Quality Improvement Program 

Percutaneous coronary intervention 

Primary care provider 
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Survey of Healthcare Experience of Patients 

Total hip arthroplasty 

Total knee arthroplasty 

United States Department of Veterans Affairs 

Veterans Choice Program 

Veterans Integrated Service Network 

Venous thromboembolism 
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EXECUTIVE SUMMARY 

Key Findings 

• This review identified 53 relevant studies published between 2015 and 2023 that assessed 
the quality of VA care with the quality of non-VA care; 19 studies of surgical care and 38 
studies of non-surgical care. Four studies contributed data to both. 

• In the domain of quality and safety, the great majority of studies found that VA care is as 
good as, or better than, care in the community. 

• For the domains of access, patient experience, and efficiency/cost, comparative studies 
were fewer in number and more mixed in results, but tended to favor VA care. 

INTRODUCTION 

The Department of Veterans Affairs (VA) Veterans Health Administration (VHA) is the nation's 
largest integrated healthcare system. Comparing the quality of VA-delivered healthcare to care 
delivered in non-VA settings is one way of ensuring VA maintains its commitment to providing 
high-quality care to Veterans. To support this aim, the VA's Evidence Synthesis Program (ESP) 
systematically reviews studies comparing the quality of VA and non-VA healthcare. This 
systematic review is frequently updated with the most recently available evidence; the current 
report was previously updated in February 2023. 

METHODS 

Data Sources and Searches 

We conducted broad searches using terms relating to Veterans health and community health 
services or private sector. To identify articles relevant to the key questions, a research librarian 
searched PubMed, APA PsycINFO, and Web of Science (1/1/2015-3/15/2023). 

Study Selection 

Studies were included at either the abstract or the full-text level if they were original research 
studies of any design and made comparisons about the quality of care provided in VA Medical 
Centers and outpatient clinics compared with care provided in other health systems, ie, the 
general population. We included as quality any outcomes within the Institute of Medicine 6 
domains of health care: quality, safety, access, patient experience, efficiency (cost), and equity. 

Data Abstraction and Assessment 

Data were collected by 2 reviewers working independently with consensus resolution of 
disagreements. 

Synthesis 

The synthesis is narrative. 

1 ◄ ► 
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RESULTS 

Results of Literature Search 

From 2,415 titles, we identified 38 studies of non-surgical care meeting inclusion criteria. From 
2,408 titles, we identified 19 studies of surgical care meeting inclusion criteria. Four studies 
contributed data to both. 

Summary of Results for Key Questions 

The results of our assessment are presented in the bubble plots below, 1 for nonsurgical care and 
1 for surgical care. Both plots are organized the same way: the domains of care are listed on the 
horizontal axis ( quality/safety, access, patient experience, cost/efficiency), the results of the 
study are listed on the vertical axis (VA care is better than community care, VA care and 
community care are about equal, or results are mixed, and community care is better than VA 
care), and then each study is entered as a shape, with larger shapes being studies of better quality 
and representativeness than studies depicted by smaller shapes. The color of the shape indicates 
the type of comparison: blue for studies comparing Veterans getting care from VA to Veterans 
getting VA-paid care in the community; orange for studies comparing Veterans getting care from 
VA and non-Veterans, or a general population, getting care in the community; and yellow for 
studies comparing Veterans getting care from VA to Veterans getting community care not paid 
by VA. Next to each shape is a brief thumbnail of what the study was about, and inside the shape 
is the year of publication(' 18=2018, ' 19 = 2019, etc). 
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ES Figure 1. Non-surgical Map 
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ES Figure 2. Surgical Map 
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Our systematic review identified 38 studies on non-surgical care and 19 studies of surgical care 
comparing quality, safety, access, patient experience, or efficiency/cost between VA-delivered 
care and non-VA-delivered care. The large majority of studies assessed quality and safety, 
followed by comparisons of access to care. Few studies-only 7 and 10, respectively-assessed 
patient experience or cost/efficiency. We found no studies comparing VA to non-VA care on 
equity. 

In the domain of quality and safety, the great majority of studies found that VA care is as good 
as, or better than, care in the community. This was the case for both surgical care and non­
surgical care, and for community care of Veterans and community care of non-Veterans. For the 
domains of access and of cost/efficiency, the studies were more evenly distributed between the 
categories of VA care is better, VA and community care are about the same, and community care 
is better. The few studies of patient experience found that VA care and community care were 
about the same, or VA care was better. We did not identify any study the found that patient 
experience was better in community care. With only 1 exception in both the surgical and the 
non-surgical studies, VA-delivered care was as good as or better than Veterans received from 
VA-paid community care. 

Future Research 

We did not identify any studies comparing care for some conditions for which the MISSION act 
has resulted in increased community care, such as Physical Medicine and Rehabilitation. 

Conclusions 

In general, most published studies of comparisons of quality of care show that Veterans getting 
care from VA get the same or better quality care than Veterans getting community care or the 
general public getting non-VA care. 
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Veterans and the Affordable Care Act 
Kenneth W. Kizer, MD, MPH 

A
RMED CONFLICT HAS BEEN A FREQUENT OCCUR­

rence throughout US history. During the last cen­
tury, the United States has fought 8 wars that to­
gether span more than 35 years, not counting 

numerous conflicts that are not officially considered wars. 
In view of the many health consequences of war, the po­
tential effect of the Affordable Care Act (ACA) on health 
care for veterans warrants careful consideration. 

In 2011, there were 22.2 million veterans of service in the 
US Armed Forces. Veterans are a highly diverse population 
but can be grouped into 3 categories from a health insur­
ance perspective. Approximately 3 7% are enrolled in the De­
partment of Veterans Affairs (VA) health care system in ac­
cordance with a congressionally mandated eligibility system 
based on having a service-connected disability, low in­
come and net worth, or other prescribed circumstances. More 
than 80% of VA enrollees older than 65 years are also cov­
ered by Medicare and about 25% of enrollees are beneficia­
ries of 2 or more non-VA federal health plans (eg, Medi­
care, Medicaid, TRlCARE, or Indian Health Service). Another 
56% of veterans have private health insurance or are cov­
ered by a non-VA federal health plan, while 7% have no health 
insurance. These latter veterans are poor or near poor but 
have incomes or net worth that exceed the mean test thresh­
olds for VA health care eligibility. 1 

The ACA will not affect health care for the majority of 
veterans differently than it will affect nonveterans, and the 
ACA ,viii not change eligibility for VA health care, covered 
benefits, co-payment for services, or how the VA health 
care system is administered or operated. Nonetheless, the 
ACA may affect health care for many veterans through its 
effects on access, fragmentation and quality of care, utiliza­
tion of services, the health care work force, and federal 
expenditures. 

The ACA will expand health insurance coverage for 
low-income persons through Medicaid and state health 
insurance exchanges, which should make health insurance 
available to uninsured veterans. The new insurance cover­
age options \vill also be available to many VA health care 
enrollees, expanding their health care choices and poten­
tially increasing convenience and timeliness of care but 
also fragmenting care. Fragmentation of care is of concern 

©2012 American Medical Association. All righ1s reserved. 

because it diminishes continuity and coordination of care, 
resulting in more emergency department use, hospitaliza­
tions, diagnostic interventions, and adverse events. The VA 
serves an especially large number of persons \vith chronic 
medical conditions or behavioral health diagnoses­
populations especially vulnerable to untoward conse­
quences resulting from fragmented care. 

Veterans with dual or multiple health plan eligibility are 
known to have more fragmented care, although associated 
untoward effects have not been well studied. Some data sug­
gest that veterans receiving care from both VA and non-VA 
sources are more likely to be rehospitalized and to die \vi thin 
a year compared \vith VA-only users, although the reasons 
for the disproportionate mortality have not been studied.2 

VA/Medicare dual-eligible veterans with myocardial infarc­
tions who use both plans undergo more invasive cardiac pro­
cedures without gaining a survival advantage over VA-only 
users, but adverse events associated with greater use of in­
vasive procedures by non-VA clinicians have again not been 
analyzed.3 

More health care choices may adversely affect the qual­
ity of care for some veterans in ways other than fragment­
ing care. Physicians in private practice may not be pre­
pared to treat conditions prevalent among veterans. For 
example, the Reaching Rural Veterans Initiative in Penn­
sylvania found that private practice primary care clinicians 
lacked knowledge of posttraumatic stress and other mental 
health disorders prevalent among veterans and were unfa­
miliar with VA treatment resources for such conditions.4 Ad­
ditionally, numerous studies have shown that VA enroll­
ees are significantly more likely than persons receiving care 
from non-VA clinicians to receive eviden ce-based treat­
ment and recommended services for prevention and early 
diagnosis of cancer, cardiovascular disease, diabetes, and in­
fectious diseases.5•7 

VA enrollees \vith non-VA health insurance are known 
to use less VA care than those having only VA coverage, so 
expanding health care insurance for veterans may decrease 
use of VA facilities. Volume-sensitive services (eg, inten­
sive care or complex surgery) at some smaller VA hospitals 
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currently have marginally sufficient volumes from a quality­
of-care perspective, and maintaining such services in the face 
of decreased utilization may be ill advised. However, such 
facilities are typically located in rural and medically under­
served areas, where 40% of VA enrollees reside, and clo­
sure of underused services may adversely affect local ac­
cess to both the affected services and others that rely on them, 
as well as some health care worker training programs. 

Furthermore, like similarly located non-VA hospitals, 
some VA facilities in rural and medically underserved 
areas struggle with health care worker shortages, espe­
cially specialist physicians. The increased demand for 
care stemming from more than 30 million newly insured 
persons in 2014 may exacerbate workforce shortages at 
such facilities. If more veterans have insurance options, 
then they may seek care outside the VA system and ame­
liorate some staffing needs; however, past experience has 
shown that the relationship between health care work­
force issues and demand for services in the VA system is 
difficult to predict. 

About a third of dual- or multiply eligible VA enrollees 
concurrently use non-VA care that is paid for by non-VA 
federally funded health plans. Increasing health insurance 
options for VA health care enrollees (eg, Medicaid cover­
age) will increase redundant spending for veterans' health 
care, the cost of which will be partially borne by the gov­
ernment. For example, in 2009, VA spent $3.2 billion to 
care for 774 970 veterans who were also enrolled in Medi­
care Advantage plans (Amal Trivedi, MD , MPH, written 
communication, September 29, 2011). VA expenditures 
were ovenvhelmingly for routine inpatient and outpatient 
care covered by the Medicare Advantage plan, but federal 
law precludes VA from being reimbursed for senrices pro­
vided to Medicare Advantage beneficiaries, meaning that 
the federal government paid twice for care of the same per­
son in many instances. 

The overall net effect of the ACA on health care for vet­
erans is uncertain at this time, although the act will likely 
have a number of intended positive and unintended nega­
tive effects. Several steps should be taken to better define 
and quantify these before the coverage expansions take ef­
fect in 2014. 

First, the effects of multiple health plan eligibility on ac­
cess to and quality of care for VA health care enrollees should 
be comprehensively evaluated to prioritize solutions for co­
ordinating VA and non-VA health care coverage for veter­
ans. For pragmatic reasons, this evaluation might focus on 
California, Texas, and Florida because 24% of US veterans 
live in these 3 states and they represent a broad spectrum 
of health care environments. 
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Second, a systematic assessment of current and pro­
jected VA health care workforce needs and service utiliza­
tion vulnerabilities should be completed and options for ad­
dressing them reviewed, including expansion of V A's already 
well-developed tele-health and home care capabilities. This 
assessment should also consider effects on V A's postgradu­
ate medical education and other health care worker train­
ing programs. 

Third, a shared vision of the VA health care system in post­
A CA US health care should be developed that considers the 
effects of increased heal th insurance coverage for veterans 
on VA's role as a safety net provider,8 declining numbers of 
World War 11 and Vietnam War veterans, the increasing num­
ber of female veterans, and measures that may be taken to 
address federal budget problems. 

Developing a shared vision for veterans' health care will 
likely engender a spirited and protracted debate because of 
the complexity of the issues and divergent views about the 
VA health care system. This debate should be mindful of 
the important roles of the VA in health care professional 
training and research, the large public investment that has 
been made in the system, and the special status of veterans 
in US culture. Perhaps above all else, it should be based on 
the recognition that providing health care for veterans is 
an ongoing cost of foreign policy and national defense 
strategies and that the nation has a long-standing social 
contract with veterans to ensure that those who have expe­
rienced harm during military service have ready access to 
health care. 
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Perspective 

Restoring Trust in VA Health Care 
Kenneth W. Kizer, M.D., M.P.H., and Ashish K. Jha, M.D., M.P.H. 

It has been nearly 20 years since the Veterans 
Health Administration (VHA), the subcabinet 

agency that oversees the Department of Veterans Af.. 
fairs (VA) health care system, implemented a series 

of sweeping reforms that mark­
edly improved quality, boosted 
access, and increased efficiency.1,2 

Recent revelations about long wait 
times for veterans compounded 
by systematic cover-up by VHA 
administrators make it clear that 
reforms are again needed. Ap­
parent manipulation and falsifi­
cation of wait-time data at more 
than 40 facilities indicate a serious 
systemic problem. 

To some observers, the VA's 
problems confirm that govern­
ment cannot manage health care. 
To others, they tell a simple story 
of insufficient funding: the VA 
needs more money to care for the 
large number of veterans return­
ing from the wars in Iraq and 

Afghanistan and for aging Viet­
nam veterans. Unfortunately, nei­
ther narrative adequately captures 
the challenges facing this orga­
nization or provides guidance on 
how we might address them. 

Inadequate numbers of pri­
mary care providers, aged facili­
ties, overly complicated schedul­
ing processes, and other difficult 
challenges have thwarted the VNs 
efforts to meet soaring demand 
for services. For years, it has been 
no secret that the VA's front lines 
of care delivery are understaffed 
for the needs. And though there 
can be no excuse for falsifying 
data, we believe that VA leader­
ship created a toxic milieu when 
they imposed an unrealistic per-
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formance standard and placed 
high priority on meeting it in the 
face of these difficult challenges. 
They further compounded the sit­
uation by using a severely flawed 
wait-time- monitoring system and 
expressing a "no excuses" man­
agement attitude. 

Without diminishing the seri­
ousness of the problems of data 
manipulation and prolonged wait 
times, we would argue that these 
are symptoms of deeper patholo­
gy. Quite simply, the VA has lost 
sight of its primary mission of 
providing timely access to con­
sistently high-quality care. Al­
though it has garnered less atten­
tion than the wait-time problems, 
a disturbing pattern of increas­
ingly uneven quality of care has 
also evolved in recent years. To be 
sure, the quality of health care 
provided by VA hospitals is, on 
average, similar to or better than 
that in the private sector.1•3 When 
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VA hospitals are compared with 
top-tier integrated delivery sys­
tems, however, their quality ad­
vantage diminishes. Some VA hos­
pitals excel, but others are 
struggling with the basics. The 
Phoenix VA Medical Center -
ground zero of the wait-time 
scandal - has mortality rates 
for common conditions that are 
among the highest within the VA 
and higher than those in many 
private hospitals. Its rates of 
catheter-related bloodstream in­
fections are nearly three times 
the national average. 

After the VA gained a hard­
won reputation for providing su­
perior-quality care 15 years ago, 
how did cracks appear in its de­
livery of safe, effective, patient­
centered care? We believe there 
are three main causes: an unfo­
cused performance-measurement 
program, increasingly centralized 
control of care delivery and as­
sociated increased bureaucracy, 
and increasing organizational in­
sularity. 

The performance-measurement 
program - a management tool 
for improving quality and increas­
ing accountability that was intro­
duced in the reforms of the late 
1990s - has become bloated and 
unfocused. 4 Originally, approxi­
mately two dozen quality mea­
sures were used, all of which had 
substantial clinical credibility. 
Now there are hundreds of mea­
sures with varying degrees of clini­
cal salience. The use of hundreds 
of measures for judging perfor­
mance not only encourages gam­
ing but also precludes focusing on, 
or even knowing, what's truly im­
portant. 

In addition, the tenor of man­
agement has changed substantial­
ly over the past decade. During 
the reforms of the 1990s, decen­
tralization of operational deci-
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sion making was a core princi­
ple. Day-to-day responsibility for 
running the health care system 
was largely delegated to the local 
facility and regional-network man­
agers within the context of clear 
performance goals, while cen­
tral-office staff focused on set­
ting strategic direction and hold­
ing the "field" accountable for 
improving performance. In recent 
years, there has been a shift to a 
more top-down style of manage­
ment, whereby the central office 
has oversight of nearly every as­
pect of care delivery. 4 Concomi­
tantly, the VHA's central-office 
staff has grown markedly -
from about 800 in the late 1990s 
to nearly 11,000 in 2012. 

Finally, the VA health care 
system has become increasingly 
insular and inward-looking. It now 
has little engagement with pri­
vate-sector health care, and too 
often it has declined to make its 
performance data public. For ex­
ample, it contributes only a small 
proportion of its data to the na­
tional public reporting program 
for hospitals, Hospital Compare, 
and has declined to participate 
in other public performance re­
porting forums such as the Leap­
frog Group's efforts to assess 
patient safety. 

So how can the VA turn the 
ship around? We propose a few 
first steps. 

First, after ensuring that all 
veterans on wait lists are screened 
and triaged for care, the VA should 
refocus its performance-manage­
ment system on fewer measures 
that directly address what is most 
important to veteran patients and 
clinicians - especially outcome 
measures. The agency's recently 
developed Strategic Analytics for 
Improvement and Learning (SAIL) 
dashboard, which focuses on 28 
meaningful metrics including ac-
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cess to care, mortality rates, in­
fection rates, and patient satisfac­
tion, is a good start that will 
improve with use and would help 
hold the VA accountable for re­
sults. 

Second, conceptualizing access 
to care in terms of a "continuous 
healing relationship,"5 the agency 
should design a new access strat­
egy that draws on modern infor­
mation and advanced communi­
cations technologies to facilitate 
caregiver-patient connectivity and 
that uses personalized care plans 
to address patients' individual ac­
cess needs and preferences. Facil­
ity-by-facility assessments should 
determine whether VA facilities 
are using technology to leverage 
the best possible "care delivery 
return on investment" and wheth­
er personnel are working at the 
top of their skills. Perhaps some 
of the resources supporting the 
central and network office bu­
reaucracies could be redirected to 
bolster the number of caregivers. 

Third, we believe the VA needs 
to engage more with private-sector 
health care organizations and the 
general public - participating 
fully in performance-reporting ini­
tiatives, expanding learning-and­
improvement partnerships with 
outside entities (as it did in the 
late 1990s in spearheading na­
tional patient-safety improvement 
efforts1), and making performance 
data broadly available. Transpar­
ency may expose vulnerabilities, 
but it is easier to improve when 
weaknesses are publicly acknowl­
edged. 

VA health care is at a cross­
roads. We learned from the last 
round of reforms that the VA's 
problems can be fixed. The agency 
continues to employ an army of 
highly dedicated clinicians and 
administrators who are deeply 
committed to providing high-qua!-
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ity care to veterans. New leader­
ship should help them succeed. 

The views expressed in this article are 
those of the authors and do not necessarily 
reflect those of the Department of Veterans 
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News v Resources v VA Podcast Network 

VA Press Room Q 

Studies show VA health 
care is better than or 
equal to non-VA health 
care 
FOR IMMEDIATE RELEASE 

May 8, 2023 12:15 pm 

WASHINGTON - The Journal of General Internal 

Medicine and the Journal of the American College of 

Surgeons published articles based on a systematic 

review of studies about VA health care, concluding VA 

health care is consistently as good as - or better than 

- non-VA health care. 
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The findings come from a national review of peer­

reviewed studies that evaluated VA on quality, safety, 

access, patient experience, and comparative 

cost/efficiency. Of the 26 studies that looked at non­

surgical care, 15 reported VA care was better than 

non-VA care and seven reported equal or mixed 

clinical quality outcomes .. Of the 13 studies that 

looked at quality and safety in surgical care, 11 

reported VA surgical care is comparable or better than 

non-VA care. 

VA is currently delivering more care to more Veterans 

than ever before in the nation's history'. Among the 

Veterans who receive their care from VA, 

approximately 90% trust VA to deliver their care. 

"These studies demonstrate that VA care is 

consistently as good or better than non-VA care, both 

in surgical and non-surgical settings," said VA 

Secretary Denis McDonough. "VA's public servants are 

here for Veterans anytime, anyplace - even in the 

midst of a pandemic. Our goal at VA is to deliver 

world-class care to every Veteran, every time, and we 

will never settle for anything less." 

This year's systematic review included studies 

published between 2015 and 2021. This is the third 

systematic review of studies comparing VA care to 

non-VA care, the most recent of which was published 

in 2017. Each of these systematic reviews has come to 

the same overarching conclusion: on average, VA care 

is better than or comparable to non-VA care i.n the 

domains of clinical quality and safety'. 

This review was conducted by researchers at the VA 

Greater Los Angeles Healthcare System in California 

and the University of California, Los Angeles. Read the 

https ://news. va. gov/press-room/stud ies-va-health-care-bette r -equ a I-n on-val 217 
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full articles at Journal of General Internal Medicine 

and the Journal of the American College of Surgeons. 

### 

Reporters and media outlets with 

questions or comments should contact 

the Office of Media Relations at 

vapublicaffairs@va.gov 

Veterans with questions about their 

health care and benefits (including GI 
Bill). Questions, updates and documents 

can be submitted online. 

Contact us onUne through Ask VA 

Veterans can also use our chatbot to get 

information about VA benefits and 

services. The chatbot won't connect you 

with a person, but it can show you where 

0 to go on VA.gov to find answers to some 

common questions. 

Learn about our chatbot and ask a 

question 

https ://news. va. gov/press-room/stud ies-va-health-care-bette r -equ a I-n on-val 317 
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Subscribe today to receive these news 

releases in your inbox. 

Topics 

Link Disclaimer 

Thi.s. page includes. links. to other 

websites outside our control and 

jurisdiction. VA is not responsible for the 

privacy practices OJ the content ot non­

VA Web sites .. We encourage you to 

review the privacy policy OJ terms and 

c.onditi.ons of those sites to fully 

understand what information is 

c.oU.ected and how it i.s used .. 

Statement of 
Endorsement 

Reference herein to any specific 

c.ommerc.ial products, process, OJ 

service by trade name, trademark, 

manufacturer, or otherwise, does. not 

necessarily constitute OJ imply its 

endors.ement, recommendation, or 

favoring by the United States 

Government, and shall. not be us.ed for 

advertising or product endorsement 

purposes. 

LET OTHERS KNOW 
ABOUT THIS 
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NEWS RELEASES NEWS RELEASES NEWS RELEASES 

DECEMBER 1, 2023 NOVEMBER 29, 2023 NOVEMBER 21, 2023 

VA adds VAhas VA and the 
three new housed Global Liver 
Vet Centers more than Institute 
and six 38,000 collaborate 
satellite homeless to enhance 
locations to Veterans in quality of 
• 2023, life for increase 
accessto • Veterans surpassing 
counseling goal two with liver 
for Veterans months diseases 
and service early 

The Department of 
members 

The Department of Veterans Affairs 

The Department of Veterans Affairs announced a new 

Veterans Affairs announced partnership with 

adds three new Vet permanently the Global Liver 

Centers and six Vet housed 38,847 Institute to 

Center Outstations homeless Veterans improve the lives 

(smaller satellite through October of of Veterans with 

locations) to 2023 - surpassing liver diseases. 

improve access to the calendar year 

counseling for goal to house 

38,000 Veterans 

two months early. 
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VA Press Room Q 

Majority of VA health 
care facilities receive 4 
or 5 stars in CMS quality 
ratings, outperforming 
non-VA facilities 
FOR IMMEDIATE RELEASE 

July 26, 2023 10:30 am 

WASHINGTON - Today, the Department of Veterans 

Affairs announced that 67% of VA hospitals included 

in the Centers for Medicare & Medicaid Services 

(CMS) annual Overall Hospital Quality Star Ratings 
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received either 4 or 5 stars, compared to only 41% of 

non-VA hospitals. This was the first time VA hospitals 

were included in the CMS Star Ratings. 

The CMS uses 5 categories - mortality, safety of care, 

readmission, patient experience, and timely and 

effective care - to award a quality rating for each 

hospital. The more stars (out of 5), the better a 

hospital performed on the available quality measures. 

These findings are the latest in a series of recent 

evaluations showing the effectiveness of VA health 

care compared to non-VA health care. VA hospitals 

outperformed non-VA hospitals on all 10 core patient 

satisfaction metrics in the recent Hospital Consumer 

Assessment of Healthcare Providers and Systems 

Star Ratings, and a recent systematic review of more 

than 40 peer-reviewed studies found that VA health 

care is consistently as good as - or better than - non­

VA health care. 

"Whenever a Veteran entrusts us with their care, they 

deserve to know that they're getting the very best," 

said VA Secretary Denis McDonough. "That's what we 

strive for in every hospital across the nation, and we 

will never settle for anything less." 

"Our job at VA is to deliver the best possible care to 

every Veteran who walks through our doors," said VA 

Under Secretary for Health Dr. Shereef Elnahal. 

"While we're very proud of these findings, there is still 

work to do. We will study these results, learn from 

them, and continue to improve until we're delivering 

world-class care to every Veteran, every time." 

The Star Ratings are posted on Care Compare, a 

website "designed for consumers to use along with 

https ://news. va. gov/press-room/va-outpe rform-non-va-faci I ities-cms-rati ngs/ 2/6 
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their healthcare provider to make decisions on where 

to receive care." More information on the methodology 

of the Star Ratings can be found here. 

According to CMS, the Star Rating is intended for 

acute care hospitals. CMS excludes all measures 

specific to specialty hospitals (such as cancer 

hospitals or inpatient psychiatric facilities), or 

ambulatory surgical centers prior to applying any 

measure selection criteria. Based on these criteria, 114 

VA facilities received a CMS star rating and 23 were 

not rated. 

These star ratings are based on data collected 

between July 2018 and March 2022. To view the star 

ratings for your local VA or non-VA hospital, visit here. 

### 

Reporters and media outlets with 

questions or comments should contact 

the Office of Media Relations at 

vapublicaffairs@va.gov 

Veterans with questions about their 

health care and benefits (including GI 

Bill). Questions, updates and documents 

can be submitted online. 

Contact us online through Ask VA 
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Veterans can also use our chatbot to get 

information about VA benefits and 

services. The chatbot won't connect you 

with a person, but it can show you where 

0 to go on VA.gov to find answers to some 

common questions. 

Topics 

Learn about our chatbot and ask a 

question 

Subscribe today to receive these news 

releases in your inbox. 

Health Care Secretary McDonough 

LET OTHERS KNOW 
ABOUT THIS 
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More fron1 the Press Roon1 

NEWS RELEASES NEWS RELEASES NEWS RELEASES 

DECEMBER 1, 2023 NOVEMBER 29, 2023 NOVEMBER 21, 2023 

VA adds VAhas VA and the 
three new housed Global Liver 
Vet Centers more than Institute 
and six 38,000 collaborate 
satellite homeless to enhance 
locations to Veterans in quality of 
• 2023, life for increase 
accessto • Veterans surpassing 
counseling goal two with liver 
for Veterans months diseases 
and service early 

The Department of 
members 

The Department of Veterans Affairs 

The Department of Veterans Affairs announced a new 

Veterans Affairs announced partnership with 

adds three new Vet permanently the Global Liver 

Centers and six Vet housed 38,847 Institute to 

Center Outstations homeless Veterans improve the lives 

(smaller satellite through October of of Veterans with 

locations) to 2023 - surpassing liver diseases. 

imp rove access to the calendar year 

counseling for goal to house 

Veterans and 38,000 Veterans 

service members. two months early. 

Last updated July 27, 2023 
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Nationwide patient 
survey shows VA 
hospitals outperform 
non-VA hospitals 
FOR IMMEDIATE RELEASE 

June 14, 2023 6:00 am 

WASHINGTON - According to Medicare's latest 

nationwide survey of patients , VA hospitals 

outperformed non-VA hospitals on all 10 core patient 

satisfaction metrics - including overall hospital 

rating, communication with doctors, communication 

https ://news. va. gov/press-room/n ationwi d e-patient-su rvey-shows-va-hospitals-ou tperform-non-va-hospitals/ 1/7 



12/11 /23, 10:51 AM 
2 of 7 

Nationwide patient survey shows VA hospitals outperform non-VA hospitals - VA News 

about medication, willingness to recommend the 

hospital, and more. 

As a part of the survey, Medicare awards star ratings 

from one star to five stars, with "more stars 

representing better quality care." Based on patient 

surveys between July 2021 and June 2022, 72% of VA 

hospitals received four or five stars for Overall 

hospital rating compared to 48% of reporting non-VA 

hospitals. Additionally, VA hospitals received a higher 

percentage of four or five star ratings than non-VA 

hospitals for Communication with doctors (87% vs. 

48%), Communication with nurses (59% vs. 35%), 

Responsiveness of hospital staff (63% vs. 34%), 

Communication about medicines (80% vs. 38%}, 

Cleanliness of the hospital environment (69% vs. 

52%), Quietness of the hospital environment (49% 

vs. 38%), Discharge information (65% vs. 55%), Care 

transition (76% vs. 35%), and Willingness to 

recommend the hospital (76% vs. 52%). The results 

are drawn from Medicare's Care Compare website. 

These findings align with a recent systematic review 

of more than 40 peer-reviewed studies, which found 

that VA health care is consistently as good as - or 

better than - non-VA health care. 

"At VA, Veterans are the ultimate judges of our 

successes or failures - so we're very proud to be this 

highly rated in a survey of Veterans," said VA 

Secretary Denis McDonough. "Our goal at VA is to 

deliver world-class care to every Veteran, every time, 

and we will continue to invest in VA health care and 

the patient experience until we make that goal a 

reality." 
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The Centers for Medicare and Medicaid Services 

update the Hospital Consumer Assessment of 

Healthcare Providers and Systems Star Ratings each 

quarter. The survey is administered to a random 

sample of patients across the country. The survey 

asks discharged patients 29 questions about their 

recent hospital stay, including 19 core questions about 

critical aspects of patients' hospital experiences. The 

same questions are asked on VA and community 

hospital surveys to evaluate the patient experience. 

More information on methodology can be found here. 

VA also surveys Veterans in order to understand and 

improve the Veteran experience with VA. The VA Trust 

Report for the second quarter of fiscal year 2023 

shows that nearly 90% of Veterans who get their care 

from VA trust VA for their care (based on 560,000 

surveys). Additionally, more than 79% of Veterans 

trust VA overall, reflecting a 1.9% increase from the 

last quarter and a 24% increase since 2016. 

Visit access to care to compare VA hospital data to 

other medical centers in the community. View VA's 

trust report and other customer experience data for 

more details. 

### 

Reporters and media outlets with 

questions or comments should contact 

the Office of Media Relations at 

vapublicaffairs@va.gov 
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Veterans with questions about their 

health care and benefits (including GI 

Bill). Questions, updates and documents 

can be submitted online. 

Contact us online through Ask VA 

Veterans can also use our chatbot to get 

information about VA benefits and 

services. The chatbot won't connect you 

with a person, but it can show you where 

0 to go on VA.gov to find answers to some 

common questions. 

Topics 

Learn about our chatbot and ask a 

question 

Subscribe today to receive these news 

releases in your inbox. 

Medicare star ratings 

Secretary McDonough 

LET OTHERS KNOW 
ABOUT THIS 
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DEC.EMBER 1, 202.3 NOVEMB.ER 29, 2023 NOVEMBER 21, 2023 

VA adds VAhas VA and the 
three new housed Global Liver 
Vet Centers more than Institute 
and six 38,000 collaborate 
satellite homeless to enhance 
locations to Veterans in quality of 
• 2023, life for increase 
accessto • Veterans surpassing 
counseling goal two with liver 
for Veterans months diseases 
and service early 

The Department of 
members 

The Department of Veterans Affairs 

The Department of Veterans Affairs announced a new 

Veterans Affairs announced partnership with 

adds three new Vet permanently the Global Liver 

Centers and six Vet housed 38,847 Institute to 

Center Outstations homeless Veterans imp rove the lives 

(smaller satellite through October of of Veterans with 

locations) to 2023- surpassing liver diseases. 

improve access to the calendar year 
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38,000 Veterans 

two months early. 
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Community Care and Access Strategies 
Executive Roundtable (Jan 9-10, 2024) 

A small group of renowned health care experts and thought leaders will examine the present 
state, and make recommendations on the future, of Veteran access to care and VHA's 
Community Care program. 

Agenda 

•• • • • Facilitator 
Day 1 -Tuesday, January 9th, 1:00-5:30pm ET 

1 :00 - 1 :15 Under Secretary for • Opening remarks from Dr. Shereef 
Health Elnahal 

1:15 - 1:30pm Welcome and • Get to know the facilitator and Dr. Suh / Dr. 
Introductions roundtable participants Kizer 

• Overview of Executive Roundtable 
outputs 

1 :30 - 2:00pm Agenda and VHA 101 • Introductory VHA overview Dr. Suh/ Dr. 

• Review problem statement, Kizer 
agenda, and objectives 

• Set the stage for collaboration 
2:00 - 2:30pm Secretary of Veterans • Comments and address from The 

Affairs Honorable Denis McDonough. 
2:30 - 2:45P-m BREAK 
2:45 - 3:45pm Overview of VHA and • Understand how the VHA system Dr. Kizer 

Recent Trends in is organized, the populations 
Community Care served, and its unique 
Spending and characteristics (i.e. , mission, 
Utilization services, quality of care) 

• Understand where Veterans are 
receiving their care (VHA vs. 
community) 

• Understand key drivers of 
community care spending 

3:45-4:00 m BREAK 
4:00 - 4:45pm Current VHA • Understand what VHA is currently Dr. Kizer 

Strategies doing to address community care 
spending 

4:45 - 5:30pm Q&A and Discussion • Allow roundtable participants to Dr. Kizer 
clarify understanding of current 
state 

• Initial impressions from roundtable 
participants 

• Review agenda and objectives for 
day2 

6:00pm Dinner @ Joe's (750 15th St NW) 
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Day 2-Wednesday, January 10th, 8:00am-12:30pm ET 
8:00 - 1 0:00am Roundtable • Assess community care spending Dr. Kizer 

Discussion 1: Current trends and VHA's strategies 
State Assessment 

BREAK 10:00 - 10:15am 
10:15am -
12:15pm 

Roundtable 
Discussion 2: Future 
State 

• Provide recommendations for VHA Dr. Kizer 
to optimize current strategies or 
implement new strategies to 
address community care spending 
while further improving Veterans' 
access to the soonest and best 
care 

12:15 - 12:30pm Final Wrap-Up • Provide next steps Dr. Suh 

Attendees 

Participant 
Dr. Kenneth Kizer (Chair) 
Dr. Jonathan Perlin 
Dr. Karen Guice 

Dr. Elder Granger, Major 
General Retired 

Dr. Debra Friesen 

Dr. Dana Gelb Safran 

Dr. Kavita Patel 

VHA Participants and Roles 

• Address participant questions 

Relevant Expertise 
Former Under Secretary for Health, VHA 
Former Under Secretary for Health, VHA 
Former Principal Deputy Assistant Secretary of Defense for Health 
Affairs, Performing the Duties of the Assistant Secretary of Defense 
for Health Affairs 
Former Deputy Director and Program Executive Officer of the 
TRICARE Management Activity, Office of the Assistant Secretary of 
Defense (Health Affairs) 
Physician Advisor, Customer Clinical Solutions 
National Sales and Account Management 
Kaiser Permanente 
President and Chief Executive Officer 
National Quality Forum 
Nonresident Fellow, The Brookings Institution 

Dr. Ryung Suh Chief of Staff, V_H_A~_ 
AUSHs and Chief Officers upon request 

Business owner and facil itator 
Day 1: listen in; participate in Q&A 
Day 2: listen in 

VISN Network Directors 
Mary Fields 

Day 2: listen in 
Office of Integrated Veteran Care 
Office of Integrated Veteran Care Dr. Sachin Yende 

Hilary Peabody Deputy Assistant Under Secretary for Health for_J 
Integrated Veteran Care 

2 
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Draft Facilitation Questions - Roundtable Discussions (Day 2) 

1. What takeaways do you have based on community care data and VHA trends? 

2. What thoughts do you have on VHA's current approach to ensuring Veterans have access to the 
soonest and best care? 

a) In what ways do you believe the existing approach will be sustainable? How so? 

b) Is there anything missing if viewed from the perspective of different stakeholders? 

c) What challenges / roadblocks do you envision? 

3. Which strategies do you expect to have the greatest impact? The quickest impact? 

4. What other ideas do you have to address these trends? 

a) What opportunities are within VHA leadership's control? 

b) What other structural changes could help address these trends longer-term? 

5. Based on all of this, what you would encourage VHA leadership to prioritize over the next 12 
months? 

6. What advice do you have for VHA to scale and sustain initiatives, leveraging existing infrastructure 
(e.g., innovation ecosystem)? 

3 
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DEPARTMENT OF VETERANS AFFAIRS 

Veterans Health Administration 

Washington, DC 20420 

December 1, 2023 

Elder Granger M.D., MG, USA Retired 

1~'(
6

, I 

Dear Major General Granger: 

I write to invite you to join a small group of renowned health care experts and 
thought leaders for a Veterans Health Administration (VHA) Executive Roundtable that 
will examine the present state, and make recommendations on the future, of Veteran 
access to care and VHA's Community Care program. The convening is set for January 
9-10, 2024, at the Department of Veterans Affairs Central Office in Washington, DC. 

Dr. Kenneth W. Kizer, former VHA Under Secretary for Health, will moderate the 
discussion and facilitate an examination of the challenges associated with the rising 
use, and financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 

i<bl(6l @va.gov;l<bl(6l ~ Thank you for your commitment to the health 
and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

1~'(
6

, I 

Shereef Elnahal , M.D., MBA 
Under Secretary for Health 
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DEPARTMENT OF VETERANS AFFAIRS 

December 1, 2023 

Ms. Michelle Showalter 
l(b )(6) 

Dear Ms. Showalter: 

Veterans Health Administration 

Washington, DC 20420 

I write to invite you to join a small group of renowned health care experts and 
thought leaders for a Veterans Health Administration (VHA) Executive Roundtable that 
will examine the present state, and make recommendations on the future, of Veteran 
access to care and VHA's Community Care program. The convening is set for January 
9-10, 2024, at the Department of Veterans Affairs Central Office in Washington, DC. 

Dr. Kenneth W. Kizer, former VHA Under Secretary for Health, will moderate the 
discussion and facilitate an examination of the challenges associated with the rising 
use, and financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 
~CblC

6
l p2va.gov; l(b)(6) ~ Thank you for your commitment to the health 

and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

Shereef Elnahal , M.D., MBA 
Under Secretary for Health 
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DEPARTMENT OF VETERANS AFFAIRS 

Veterans Health Administration 

Washington, DC 20420 

December 1, 2023 

Kenneth W. Kizer, M.D., MPH 

I~"'' I 
Dear Dr. Kizer: 

I write to invite you to serve as Chairman of a Veterans Health Administration 
Executive Roundtable. VHA is gathering a small group of renowned health care experts 
and thought leaders to examine the present state, and make recommendations on the 
future, of Veteran access to care and VHA's Community Care program. The convening 
is set for January 9-10, 2024, at the Department of Veterans Affairs Central Office in 
Washington, DC. 

As Chairman of VHA's Executive Roundtable, you will moderate the discussion 
and facilitate an examination of the challenges associated with the rising use, and 
financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 

i<bl(5l @va.gov; l<bl(6l 1- Thank you for your commitment to the health 
and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

Shareef Elnahal , M.D., MBA 
Under Secretary for Health 
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DEPARTMENT OF VETERANS AFFAIRS 

Veterans Health Administration 

Washington, DC 20420 

December 1, 2023 

Jonathan B. Perlin, M.D., Ph.D., MSHA, MACP, FACMI r~ I 
Dear Dr. Perlin: 

I write to invite you to join a small group of renowned health care experts and 
thought leaders for a Veterans Health Administration (VHA) Executive Roundtable that 
will examine the present state, and make recommendations on the future, of Veteran 
access to care and VHA's Community Care program. The convening is set for January 
9-10, 2024, at the Department of Veterans Affairs Central Office in Washington, DC. 

Dr. Kenneth W. Kizer, former VHA Under Secretary for Health, will moderate the 
discussion and facilitate an examination of the challenges associated with the rising 
use, and financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 

fbl(6l lg2va.gov; fbl(6l I- Thank you for your commitment to the health 
and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

(b)(6) 

BA 
Under Secretary for Health 
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DEPARTMENT OF VETERANS AFFAIRS 

December 1, 2023 

Dana Gelb Safran, Sc.D. 

1~)(6) 

Dear Dr. Safran: 

Veterans Health Administration 

Washington, DC 20420 

I write to invite you to join a small group of renowned health care experts and 
thought leaders for a Veterans Health Administration (VHA) Executive Roundtable that 
will examine the present state, and make recommendations on the future, of Veteran 
access to care and VHA's Community Care program. The convening is set for January 
9-10, 2024, at the Department of Veterans Affairs Central Office in Washington, DC. 

Dr. Kenneth W. Kizer, former VHA Under Secretary for Health, will moderate the 
discussion and facilitate an examination of the challenges associated with the rising 
use, and financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 

l(b)(
5
> @va.gov; fbH

5
> 1- Thank you for your commitment to the health 

and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

r ,x,, 
1 

Shereef Elnahal, M.D., MBA 
Under Secretary for Health 
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DEPARTMENT OF VETERANS AFFAIRS 

Veterans Health Administration 

December 1, 2023 

Karen S. Guice, M.D., M.P.P. 
1~)(6) 

Dear Dr. Guice: 

Washington, DC 20420 

I write to invite you to join a small group of renowned health care experts and 
thought leaders for a Veterans Health Administration (VHA) Executive Roundtable that 
will examine the present state, and make recommendations on the future, of Veteran 
access to care and VHA's Community Care program. The convening is set for January 
9-10, 2024, at the Department of Veterans Affairs Central Office in Washington, DC. 

Dr. Kenneth W. Kizer, former VHA Under Secretary for Health, will moderate the 
discussion and facilitate an examination of the challenges associated with the rising 
use, and financial implications, of VHA's Community Care program. Your presence and 
contributions to the discussion will be invaluable as we look to determine the strategic 
direction of critical VHA programs. 

With your acceptance of this invitation, VHA will assist with travel planning and 
reimbursement, if needed. Please RSVP by December 7, 2023, to Alan Cleaver 

fbl(6) t,a2va.gov; j(b)(6) I. Thank you for your commitment to the health 
and well-being of our Veterans. I look forward to having you with us in January. 

Sincerely, 

r b)(6) I 

Shereef Elnahal , M.D., MBA 
Under Secretary for Health 


