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CONSOLIDATING NON-VA CARE PROGRAMS

WEDNESDAY, DECEMBER 2, 2015

U.S. SENATE,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 2:31 p.m., in room
418, Russell Senate Office Building, Hon. Johnny Isakson, Chair-
man of the Committee, presiding.

Present: Senators Isakson, Moran, Boozman, Cassidy, Rounds,
Tillis, Sullivan, Blumenthal, Murray, Brown, Tester, Hirono, and
Manchin.

OPENING STATEMENT OF HON. JOHNNY ISAKSON,
CHAIRMAN, U.S. SENATOR FROM GEORGIA

Chairman ISAKSON. I call this hearing of the Senate Veterans’
Affairs Committee to order and welcome everybody. I hope you all
had a great Thanksgiving and hope everybody has a wonderful hol-
iday season coming up.

This is a very important hearing for the Veterans’ Affairs Com-
mittee of the U.S. Senate. On November 4, if my memory is correct,
we had a meeting at the VA when we had a stand-up with Sec-
retary McDonald and Sloan Gibson and Dr. Shulkin and some of
the others that are in the room, talking about the vision for the fu-
ture in terms of VA health services delivery to our veterans, about
Veterans Choice, about consolidating programs, simplifying the re-
imbursement rates so there were no preferences one over the other,
and seeing to it that coordinated care for our veterans could be a
reality in our lifetime and in their lifetime.

With that will come a number of decisions. This will not be the
first time I heard most of this information, as we had that meeting
before, but it will be the first time a lot of people have heard it.
There are a critical number of decisions that we will have to make
to make the MyVA work, the new Veterans Choice work, and make
sure that VA does what it does best, but does not get itself into
things that it has proven in the past it does not do very well.

There are certain issues about information technology and net-
work building that I specifically want to ask, because as someone
who ran a company, I know every time you start talking about in-
formation technology or you start talking about building networks,
you talk about infrastructure and cost. You talk about increasing
the number of employees and management people. If you take an
agency that already has 314,000, and if you grow that some more,
you are probably making a big mistake. So, I am going to be very
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interested in the testimony, what all of you have to say on those
particular points.

We are delighted with the progress that we have made at the
VA. I am stopped all the time back in Georgia and folks say, well,
you are Chairman of the VA Committee. Are you not frustrated
with how screwed up the VA is? I say, well, you know, the problem
is that we see every day the successes that are being made, where
we are fixing the problems that we have had in the past, and we
have got a good Secretary. We have a good team. We are making
some good progress on Veterans Choice. For all the bad stories you
hear about, they are mostly stories of things that happened in the
pa;t that we are trying to correct, not things that are happening
today.

I want to start this hearing out by saying that this—what we are
going to talk about today is an approach to address a number of
previous shortcomings of the VA health care system to improve it
for the veteran in terms of their access and the coordination of
their care and the VA in terms of the delivery of the system, but
to ensure that we magnify choice and not minimize choice so that
we can deal with the challenges of the 21st century for the vet-
erans of the 21st century.

With that said, I will recognize the Ranking Member, Senator
Blumenthal.

OPENING STATEMENT OF HON. RICHARD BLUMENTHAL,
RANKING MEMBER, U.S. SENATOR FROM CONNECTICUT

Senator BLUMENTHAL. Thank you. Welcome to our witnesses and
thank you for being here and for your good work on behalf of our
Nation.

This task of consolidating and reorganizing community care and
the patchwork of programs we have now is certainly an urgent one
and apparently a very expensive one. One-point-nine billion dollars
is a lot of money to spend on an organization. I want to know how
that money is necessary and what specifically it will be used to do.
I also will want to know about consumer rights, how do we protect
consumer rights and educate both providers and individual pa-
tients, your consumers, as to their rights and responsibilities. I
want to make sure that this plan for care in the community is im-
plemented as well as possible. I know that is your goal, too, and
thank you for being here.

Chairman ISAKSON. We have two panels today, and our first
panel will be made up of the Honorable Sloan Gibson, the Deputy
Secretary of the Department of Veterans Affairs, with whom we
have worked diligently for the last year on a number of projects
and look forward to this one.

He is accompanied by Dr. David Shulkin, who I want to com-
mend this Committee on the rapid approval of his confirmation to
take over a job that is critical to being able to deliver health care
services to our veterans. I appreciate, A, his willingness to do it
and, B, the Committee’s willingness to act quickly and expedi-
tiously to see to it that we do.

I am going to pronounce these names and I do not want to mess
up. No, no, do not cheat. Dr. Baligh Yehia, for South Georgia, that
is pretty good. [Laughter.]
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Dr. Joe Dalpiaz. Is that pretty good?

Mr. DALPIAZ. Yes——

Chairman ISAKSON. You all can correct me. I beg your pardon?

Mr. DALPIAZ. T am no “doctor,” thank you.

Chairman ISAKSON. No doctor? Take it if you can get it.
[Laughter.]

With that, we will introduce your testimony. Keep it within 5
minutes, if you can. If you go a little bit over, as long as it is fac-
tual and important and relevant, we are happy to hear from you.

Mr. GIBSON. Yes, sir.

Chairman ISAKSON. Deputy Secretary Gibson, thank you for
being here today. The program is yours.

STATEMENT OF SLOAN GIBSON, DEPUTY SECRETARY, U.S. DE-
PARTMENT OF VETERANS AFFAIRS; ACCOMPANIED BY
DAVID J. SHULKIN, M.D., UNDER SECRETARY FOR HEALTH;
BALIGH YEHIA, ASSISTANT DEPUTY UNDER SECRETARY FOR
HEALTH FOR COMMUNITY CARE, VETERANS HEALTH AD-
MINISTRATION; AND JOE DALPIAZ, NETWORK DIRECTOR,
HEART OF TEXAS HEALTH CARE NETWORK (VISN 17), VET-
ERANS HEALTH ADMINISTRATION

Mr. GIBSON. Yes, sir. Thank you, Mr. Chairman. I will offer a bit
more elaborate introduction of these three.

David is our Under Secretary for Health. He has been at VA now
for all of 4 months. He comes to us from a career in the private
sector managing large health care organizations.

Dr. Yehia has been with VA for all of 18 months. He has years
of clinical experience and he continues to see patients inside VA,
a brilliant young infectious disease doctor.

Joe is the Network Director for VISN 17 down in Texas. He has
been with VA for over 30 years, much of it as a medical center di-
rector. He has spent most of the past several months working with
this team on this report and addressing community care issues.

Mr. Chairman, we are facing an historic opportunity to make a
major advance in health care for veterans by consolidating and
streamlining VA’s various means of providing care in the commu-
nity so veterans get the best possible care no matter where they
receive it. We are determined to seize that opportunity and make
the most of it. We are grateful to the Committee for responding to
our need for consolidation.

VA is already in the midst of an enterprise-wide transformation
called MyVA—you alluded to it, Mr. Chairman—which will mod-
ernize VA’s culture, processes, and capabilities. Our proposal to
consolidate Community Care Programs is a part of that overall
effort.

Care in the community has been and will always be a vital com-
ponent of health care for veterans when they live too far from a VA
facility, when they need care available only in the community, and
when increasing demand for care exceeds existing capacity, as we
have seen in recent years.

We are referring veterans to community care more than ever be-
fore, but we are saddled with a confusing array of programs, au-
thorities, and mechanisms that greatly complicate the task of en-
suring veterans get the care they need when and how they need
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it. These different programs include Project ARCH, PC3, Choice,
two different plans for emergency care, affiliations with other Fed-
eral agencies and academic partners, and numerous individual au-
thorities. Each has its own requirements, different eligibility rules,
reimbursement rates, different methods of payment, and different
funding routes. It is all too complicated, too complicated for vet-
erans, for community providers, and for VA staff, as well.

Consolidation will improve access and make the process easier
for veterans to use. Veterans will have better access to the best
care outside VA. Providers will be encouraged to participate and to
provide higher quality care, and VA employees will be able to serve
both better while also being good stewards of taxpayer resources.

Our report is based on input from veterans, the Independent As-
sessment, Veterans Service Organizations, VA employees, Federal
stakeholders, best practices of the private sector, and we also ap-
preciate the many discussions that we have had with your staff,
many of whom are in the room today.

The report focuses on five functional areas. First, veteran eligi-
bility: A single set of eligibility criteria based on distance from a
VA provider, wait time for VA care, and the availability of services
at VA, with expanded access to emergency and urgent care.

Second, ease of access: Streamlined business rules to speed up
and simplify the referral and authorization process.

Third, high-performing network: Partnering with Federal, aca-
demic, and community providers to offer a tiered provider network
which will enable VA to better manage supply and demand and
monitor health care quality and utilization.

Fourth, better coordination of care: Making health information
easier to exchange and helping veterans make the best choices
among community care providers.

And, fifth, prompt payment: Improving billing, claims, and reim-
bursement processes to allow auto-adjudication of most claims and
faster, more accurate payment.

These efforts will not just improve the way we do community
care. They will make community care a part of the fabric of VA
care, making VA truly an integrated health care system.

Getting there will take time, but even as we work toward the
longer term, we are improving the veteran’s experience of care in
the community. In the near term, we have expanded the provider
base by including providers already participating in Medicaid. We
have added urgent consult scheduling to get veterans seen in two
business days, when necessary. And we have eliminated enrollment
date and combat eligibility indicators as factor limiting Choice
eligibility.

Just yesterday, we announced several new changes to the Choice
Program that are products of our collaboration with this Committee
and your House counterparts, for which we are very appreciative.
First, veterans are now eligible if there is not a VA facility with
a full-time primary care physician within 40 miles.

Second, when qualifying veterans for the Choice Program, we are
now taking into consideration the nature of the care they need,
how often they need it, and whether they need someone to accom-
pany them. If a veteran just needs a flu shot or if they need a
round of chemotherapy every 2 weeks or so, they may now qualify
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for Choice no matter where they live. Those are just a few ways
we are making community care more accessible to veterans even
while working toward the longer-term goal of consolidation.

In the coming months, we expect to accomplish a number of
close-in consolidation objectives: The streamlined referral and au-
thorization process; standardization of our partnerships with DOD
and our academic affiliates; critical make versus buy decisions on
information technology and contractor support; successful applica-
tion of MyVA customer service systems to community care coordi-
nation. These objectives will be the work of an enterprise-level com-
munity care team dedicated full-time to improving and consoli-
dating community care and led by a new Deputy Under Secretary
of Health for Community Care.

We are eager to move forward with consolidation, but it must be
a collaborative effort with Congress. This consolidation, like many
of the improvements we have already made, is only possible with
your support. We need Congress to provide the necessary legisla-
tion to support change and the required funding to implement and
execute the consolidation program.

I know costs are an issue, but the critical cost issue right now
is the $421 million we expect to spend this fiscal year on systems
redesign and business solutions. These are one-time improvements
that are absolutely essential if we are to move forward with con-
solidation and improving the veterans community care experience.

Later, Congress and VA may need to consider additional costs to
cover other possible aspects of consolidation, such as increased de-
mand and expanding emergency and urgent care. We also expect
some cost savings from consolidation, as well.

We have detailed our specific legislative proposals in the report,
briefed their structure to your personal staffs, and we are happy
to work with any member on these items.

Finally, Mr. Chairman, a word about provider agreements. We
need Congress to act on the proposal we submitted May 1 to end
the uncertainty about aspects of purchased care that are outside
the Choice Program and that complicate provider participation in
our other Community Care Programs. This is especially critical for
veterans in long-term care. We are already seeing nursing homes
not renew their agreements with us, which means that veterans
will have to find new homes.

Thank you for the support you have already shown. We look for-
ward to working with you to fully integrate care in the community
into the VA health care system.

[The prepared statement of Mr. Gibson follows:]

PREPARED STATEMENT OF HON. SLOAN GIBSON, DEPUTY SECRETARY, U.S.
DEPARTMENT OF VETERANS AFFAIRS

Good afternoon, Chairman Isakson, Ranking Member Blumenthal, and Members
of the Committee. Thank you for the opportunity to discuss the Department of Vet-
erans Affairs’ (VA’s) proposal to consolidate VA’s care in the community programs
to improve access to health care. I am accompanied today by Dr. David Shulkin,
Under Secretary for Health; Dr. Baligh Yehia, Assistant Deputy Undersecretary for
Health for Community Care; and Mr. Joseph Dalpiaz, Network Director, Veterans
Integrated Service Network 17.

VA is committed to providing Veterans access to timely, high-quality health care.
In today’s complex and changing health care environment, where VA is experiencing
a steep increase in demand for care, it is essential for VA to partner with providers
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in communities across the country to meet Veterans’ needs. To be effective, these
partnerships must be principle-based, streamlined, and easy to navigate for Vet-
erans, community providers, and VA employees. Historically, VA has used numerous
programs, each with their own unique set of requirements, to create these critical
partnerships with community providers. This resulted in a complex and confusing
landscape for Veterans and community providers, as well as VA employees.

Acknowledging these issues, VA is taking action as part of an enterprise-wide
transformation called MyVA. MyVA will modernize VA’s culture, processes, and ca-
pabilities to put the needs, expectations, and interests of Veterans and their families
first. Included in this transformation is a plan for the consolidation of community
care programs and business processes, consistent with Title IV of the Surface Trans-
portation and Veterans Health Care Choice Improvement Act of 2015 (also known
as the VA Budget and Choice Improvement Act) and recommendations set forth in
the Independent Assessment of the Health Care Delivery Systems and Management
Processes of the Department of Veterans Affairs (Independent Assessment Report)
that was required by Section 201 of the Veterans Access, Choice, and Accountability
Act of 2014 (The Choice Act).

This document provides a plan for how VA could consolidate all purchased care
programs into one New Veterans Choice Program (New VCP). The New VCP will
include some aspects of the current Veterans Choice Program (Section 101 of Pub.
L. 113-146, as amended) and incorporate additional elements designed to improve
the delivery of community care. The 10 elements of this plan, as set forth in law,
are listed to the right. With the New VCP as described in this plan, enrolled Vet-
erans will have greater choice and ease of use in access to health care services at
VA facilities and in the community.

VA BUDGET AND CHOICE IMPROVEMENT ACT LEGISLATIVE ELEMENTS

. Single Program for Non-Department Care Delivery

. Patient Eligibility Requirements

. Authorization

. Billing and Reimbursement Process

. Provider Reimbursement Rate

Plan to Develop Provider Eligibility Requirements

Prompt Payment Compliance

. Plans to Use Current Non-Department Provider Networks and Infra-
structure
9. Medical Records Management

10. Transition Plan

0T W -

The New VCP will clarify eligibility requirements, build on existing infrastructure
to develop a high-performing network, streamline clinical and administrative proc-
esses, and implement a continuum of care coordination services. Clear guidelines,
infrastructure, and processes to meet VA’s community care needs will improve Vet-
erans’ experience and access to health care. VA’s future health care delivery net-
work will address gaps in Veterans’ access to health care in a simple, streamlined,
effective manner and will continue to support VA’s missions of research and edu-
cation.

VA is continuing to examine how the Veterans Choice Program interacts with
other VA health programs, including the delivery of direct care. In addition, VA is
evaluating how it will adapt to a rapidly changing health care environment and how
it will interact with other health providers and insurers. As VA continues to refine
its health care delivery model, we look forward to providing more detail on how to
convert the principles outlined in this plan into an executable, fiscally-sustainable
future state. In addition, we plan to receive and potentially incorporate recommen-
dations from the Commission on Care and other stakeholders.

VA anticipates improving the delivery of community care through incremental im-
provements as outlined in this plan, building on certain provisions of the Veterans
Choice Program. The implementation of these improvements requires balancing care
provided at VA facilities and in the community, and addressing increasing health
care costs. VA will work with Congress and the Administration to refine the ap-
proach described in this plan, with the goal of improving Veteran’s health outcomes
and experience, as well as maximizing the quality, efficiency, and sustainability of
VA’s health programs.

THE PATH FORWARD

The design of the New VCP (Legislative Element 1) is based on feedback from
Veterans, Veteran Service Organizations (VSOs), VA employees, Federal stake-
holders, and best practices. VA’s plan centers on five functional areas. Within each
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functional area are key points to enable Veterans to receive timely and high-quality
health care.

1. Veterans We Serve (Eligibility)—This area addresses overlapping community
care eligibility requirements, as directed in Legislative Element 2. Streamlining and
consolidating these requirements will allow Veterans to easily understand their eli-
gibility for community care and access community care faster. VA and community
providers will have significantly lower administrative burdens, which have often im-
peded timely delivery of Veterans’ care. This area includes the following possible en-
hancements:

e Establish a single set of eligibility criteria for all community care based on geo-
graphic access/distance to a VA primary care provider (PCP), wait-time for care, and
availability of services at VA.

e Expand access to emergency treatment and urgent community care.

2. Access to Community Care (Referral and Authorization)—This area addresses
the complicated process of community care referrals and authorizations, as directed
in Legislative Element 3. VA will optimize the referral and authorization systems
and supporting processes, enabling more rapid exchange of information to support
timely delivery of care. This area includes the following possible enhancements:

e Streamline business rules in referral and authorization to minimize delays in
delivering care and eliminate unnecessary administrative burdens.

e Improve VA visibility into health care utilization in the community.

3. High-Performing Network—This area leverages components of existing non-De-
partment networks and identifies new community partners to build a high-per-
forming network, as outlined in Legislative Element 8. Addressing issues of provider
eligibility requirements and reimbursement rates, as outlined in Legislative Ele-
ments 5 and 6, will be key to this approach. This area includes the following pos-
sible enhancements:

e Develop a tiered, high-performing provider network to better serve Veterans,
consisting of the following categories:

— VA Core Network: Includes existing relationships with high-quality health
care assets in the Department of Defense (DOD), Indian Health Service
(IHS), Federally Qualified Health Centers (FQHC), Tribal Health Programs
(THP), and academic teaching affiliates.

— External Network: Includes commercial community providers and distin-
guishes Preferred providers based on quality and performance criteria.

e Move toward value-based payments in alignment with industry trends.

e Implement productivity standards to better manage supply and demand.

e Develop dedicated customer support to improve Veteran and community pro-
vider experiences.

4. Care Coordination—This area focuses on improving medical records manage-
ment and strengthening existing care coordination capabilities, as directed by Legis-
lative Element 9. Improving medical records management will support a high-per-
forming network and enable better decisionmaking through analytics. It will also
support more effective care coordination and improved Veteran health care out-
comes. This area includes the following possible enhancements:

e Offer a continuum of care coordination services to Veterans, tailored to their
unique needs.

e Use analytics to improve Veterans’ health by guiding them to personalized serv-
ices and tools (e.g., disease management, case management).

e Enable community providers to easily exchange health information with VA.

e Design customer service systems to help resolve inquiries from Veterans and
community providers regarding care coordination.

5. Provider Payment—This area focuses on improving billing, claims, and reim-
bursement processes, as well as Prompt Payment Act (PPA) compliance for pur-
chasing care, as directed by Legislative Elements 4, 5, and 7. This area includes the
following possible enhancements:

e Implement a claims solution which is able to auto-adjudicate a high percentage
of claims, enabling VA to pay community providers promptly and correctly.

e Move to a standardized regional fee schedule, to the extent practicable, for con-
sistency in reimbursement.

The New VCP will use a system of systems approach to enhance these five func-
tional areas as part of the larger VA health care transformation. This approach
stresses the interactive, interdependent, and interoperable nature of external and
internal components within VA’s health care delivery system. The New VCP in-
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cludes enhancements to the following systems, which will have a positive impact on
VA and the greater Veterans’ health ecosystem:

o Integrated Customer Service Systems—Provide a reliable, easy-to-use way for
Veterans and community providers to get their questions answered, provide feed-
back, and submit inquiries.

o Integrated Care Coordination Systems—Establish a clear process for Veterans
to seamlessly transition between VA and community care, supporting positive
health outcomes wherever the Veteran chooses to receive care.

o Integrated Administrative Systems (Eligibility, Referral, Authorizations, and
Billing and Reimbursement)—Simplify eligibility criteria so Veterans can easily de-
termine their options for community care, streamline the referral and authorization
process to enable more timely access to community care, and standardize business
processes to minimize administrative burden for community providers and VA staff.

o High-Performing Network Systems—Enable the development and maintenance
of a high-performing provider network to maximize choice, quality, and value for
Veteran health care.

o Integrated Operations Systems (Enterprise Governance, Analytics, and Report-
ing)—Define ownership and management of community care at all levels of VA,
local and national, and institute standard metrics to drive high performance and ac-
countability across facilities.

The New VCP plan envisions a three-phased approach to implement these
changes to support improved health care delivery, as outlined in the Transition Plan
(Legislative Element 10). This will deliver incremental improvements while plan-
ning for a future state consistent with evolving health care best practices. The first
phase will include development of the implementation plan and will focus on the
development of minimum viable systems and processes that can meet critical Vet-
eran needs without major changes to supporting technology or organizations. Phase
II will consist of implementing interfaced systems and community care process
changes. Finally, Phase III will include the deployment of integrated systems, main-
tenance and enhancement of the high-performing network, data-driven processes,
and quality improvements.

Executing the New VCP will not be possible without approval of requested legisla-
tive changes and requested budget. The primary objectives of the legislative pro-
posal recommendations are to make immediate improvements to community care,
establish a single program for community care, and implement necessary business
process improvements. The budget section of this plan is divided into three parts:
(1) System Redesign and Solutions; (2) Hospital Care and Medical Services, includ-
ing Dentistry; and (3) Expanded Access to Emergency Treatment and Urgent Care.
System Redesign and Solutions include enhancements to the referral and authoriza-
tion process, care coordination, customer service, and claims processing and pay-
ment. These changes are expected to improve the Veteran experience with commu-
nity care. As a result, this may increase Veterans’ reliance on VA community care,
leading to increased Hospital Care and Medical Services costs. Expanded Access to
Emergency Treatment and Urgent Care is important in providing Veterans with ap-
propriate access to these services, but is severable from other aspects of the Pro-
gram and could be implemented separately.

The incremental costs of the enabling System Redesign and Solutions for the New
VCP are estimated to range between $400 and $800 million annually during the
first three years. VA’s community care programs (hospital care, medical services,
and long-term services and supports) prior to the enactment of The Choice Act, cost
roughly $7 billion per year. Continuing the Veterans Choice Program, as amended,
beyond its current expiration will cost approximately an additional $6.5 billion per
year, assuming no changes are made to its current structure (eligibility, referral and
authorization, provider reimbursement, etc.). Improvements to the delivery of com-
munity care as described in this plan would require additional annual resources be-
tween $1.5 and $2.5 billion in the first year and are likely to increase thereafter.
The proposed expanded access to emergency treatment and urgent care requires an
additional estimated $2 billion annually. Refer to the estimated costs and budgetary
requirements (Section 5) and legislative proposal recommendations (Section 6) for
additional information.

The estimated costs reflected in this report represent the funding required to
maintain VA’s delivery of community care at current levels, as well as incorporating
the considerations outlined in this plan. Additional changes or expansion of the pro-
gram beyond the scope outlined in this report could significantly increase the pro-
jected costs.

VA cannot reach the future state alone. Ongoing partnership with Congress will
be critical to addressing the budgetary and legislative requirements needed for this
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important transformation, including outstanding decisions on aspects related to sus-
tainability and cost-sharing. The support and active participation of Congress, Fed-
eral partners, VA employees, VSOs, and other stakeholders are necessary to achieve
more efficient, effective, and Veteran-centric health care delivery.

CONCLUSION

Transformation of VA’s community care program will address gaps in Veterans’
access to health care in a simple, streamlined, and effective manner. This trans-
formation will require a systems approach, taking into account the interdependent
nature of external and internal factors involved in VA’s health care system. MyVA
will guide overall improvements to VA’s culture, processes, and capabilities and the
New VCP will serve as a central component of this transformation. The successful
implementation of the New VCP will require new legislative authorities and addi-
tional resources and will position VA to improve access to care, expand and
strengthen relationships with community providers, operate more efficiently, and
improve the Veteran experience.

Thank you. We look forward to your questions.

Chairman ISAKSON. Thank you, Secretary Gibson. We appreciate
your testimony.

I want a short answer on this question. You said you made two
changes. You announced two changes yesterday regarding the 40-
mile rule and the services a veteran needed to expand Choice ac-
cess, which were steps along the way toward accomplishing the
long-term goal of consolidation. I think that is what you said.

Mr. GIBSON. Yes, sir.

Chairman ISAKSON. In one sentence, describe what that long-
term goal is.

Mr. GiBSON. The long-term goal of consolidation of care is to im-
prove the veterans care experience and deliver that at the best pos-
sible value to taxpayers.

Chairman ISAKSON. OK. In that case, when we had the field
hearing in Gainesville, GA—I do not think you were there, though
Secretary McDonald was kind enough to come—we had the, I can-
not remember the name right now, but the Choice provider for the
East Coast——

Mr. GiBsoN. HealthNet.

Chairman ISAKSON. HealthNet attended, and a discussion ensued
about the issue of an eligibility of a veteran to get services outside
of VA through Choice. It was an arduous process, which includes
file after file going to the third-party provider before they could de-
termine getting the veteran the service. Is that still going on with
the third-party provider? One of the things we want to see is easy
access for every veteran to care, wherever it comes from——

Mr. GIBSON. Yes

Chairman ISAKSON [continuing]. Whether it is you or whether it
is a private provider. But this eligibility situation, which you used
the word “eligibility” in your testimony a lot, is something that evi-
dently is more cumbersome in practice than it is in words. What
are you all doing to streamline that process so a veteran knows
they are eligible and does not require a Philadelphia lawyer to fig-
ure out whether or not they are?

Mr. GIBSON. Let me ask Dr. Yehia to respond to the question,
Mr. Chairman, and outline some of the things that we have already
done to simplify that process.

Dr. YEHIA. Thank you for that question. I think eligibility and
the referral and authorization process, which is the way that a vet-
eran can actually access care in the community, they are two of the
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foundational elements of the report. Really, the process of consoli-
dation is to help streamline eligibility so there is not multiple pro-
grams, each with different criteria, that a veteran has to meet in
order to access community care.

That is kind of what we outline here, is to develop a set of con-
sistent eligibility criteria that is easy for the veteran to understand
and easy for our community providers to also be able to administer
and for our employees to deliver that care. That is from the eligi-
bility standpoint.

When we talk about referrals and authorization, right now, that
process is very cumbersome, just as you described, Mr. Chairman.
There is a number of steps that our employees have to go through
in terms of transposing information, uploading information, send-
ing that over to our third-party contractor, steps that they go
through before we can actually make an appointment for the vet-
eran. That is too long, and what we are proposing here in the plan
is to streamline that so that there is less redundancy, we are more
automated and less manual process to actually accomplish that.

Mr. GIBSON. What we have done in the meantime, Mr. Chair-
man, is we have modified the contract with both of the third-party
administrators, which now allows us to almost immediately send
an authorization document to the third-party administrator that
triggers a call from the administrator to the veteran. Instead of the
veteran having to call the administrator, waiting several days be-
fore doing that and getting bounced back and forth between VA
and the third-party administrator, the burden falls on the third-
party administrator to reach out and make contact with the vet-
eran to get the appointment scheduled, designed to simplify the ex-
perience and streamline the experience from the veteran’s
perspective.

Chairman ISAKSON. All right. I am going to try and phrase this
question properly so I am expressing it properly. My ultimate vi-
sion for Choice was that a veteran had a choice to go to a doctor
who could provide that veteran with the service they need whether
they are a VA hospital facility or a private provider in the commu-
nity. When you refer in here to consolidating your private providers
in the community, are you talking about building a network within
the community where you have a network of doctors that the VA
has approved that the veteran can go to?

Dr. SHULKIN. Mr. Chairman, I think the name “Choice” was de-
liberate on your part. That is the way that we intend to do this.
The first issue in this plan is to build a network of providers in the
community, as you said, based upon high-quality criteria, to assure
that veterans are getting the best care available anywhere in
America, and then to allow that information to be transparent, so
people have information on quality and metrics to be able to make
educated choices. That would be the intent of the program.

This program does not specify that—how we do that, because
this year, the first phase of it would be planning and designing how
that system works.

Chairman ISAKSON. Well, it is the “how” that is so important,
and that is what I am really trying to talk about here, and I am
going a little bit over and I apologize and will be generous with
time for everybody. I have a health care plan——
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Dr. SHULKIN. Yes.

Chairman ISAKSON [continuing]. And I know which doctors in my
community are eligible and which are not because they publish a
book that says which ones are and which ones are not. I call them
up, I make an appointment, and I go. It is a pretty simple process.
Is that what you are looking at doing?

Dr. SHULKIN. That is the intent, which is identifying the high-
performing network and then allowing veterans to have the choice
into which providers they select, because it is not only the specific
quality criteria that defines the interaction with a patient and a
physician. It is actually the personal interaction, and that is very
variable depending on how the veteran experiences the physician.
We want to help guide veterans with the right information, let
them see it and then allow them to make the choice.

Chairman ISAKSON. The last extension of my time, and I will not
ask any more, but do you ultimately envision the third-party con-
duit they have to go through going away because you have an ap-
proved network, list of doctors that they can go to, and the veteran
knows they are eligible and they just make the appointment them-
selves and go and you remove that middleman?

Dr. SHULKIN. What we are trying to do in this planning process,
what we call phase one of the contract, is to evaluate how do we
simplify the process to allow this to be veteran-centric, something
today that I think you suggested we are far away from because
there are too many hoops to jump through, and in each one of these
design phases, we are going to be doing a “build/buy” decision.
What is the best thing for the veteran? What is the best thing for
taxpayers?

The role of outside organizations helping us is still uncertain
until we go through that process and decide. Is it better to essen-
tially build or eliminate processes, or is it better to seek external
help? And one of the things that we have recognized is, is that VA
does not always do this internally that well. We are open to the an-
swer being that we need help to do this. But, we want to have the
discipline of going through every step and deciding, should we
build this or should we buy this?

Chairman ISAKSON. Thank you, and I apologize for going over.

Senator Blumenthal.

Senator BLUMENTHAL. Thanks, Mr. Chairman.

I would like to pursue the question I raised during my opening
remarks about protecting consumers and patients. What kinds of
mechanisms and standards will be in place to assure that protec-
tion?

Dr. YEHIA. I think that is an excellent point. What we are pro-
posing in the plan is the first step to get to consumer protection
is to actually have the necessary information on the providers in
the network, their performance, so that we can make sure that con-
sumers or patients have the information they need to make impor-
tant decisions. Right now, that is actually critically missing. We
might have local information at the medical center level, but re-
gionally and nationally, we do not have the necessary data to de-
termine the quality of care or the health care utilization——

Senator BLUMENTHAL. Where do you get that data?
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Dr. YEHIA. That is exactly what we are asking for in some of the
$421 million in phase one, which is to build a network where we
can actually gain that sort of information, those analytics.

Senator BLUMENTHAL. Okay. What kinds of mechanisms will you
put in place to assure that there is education of those patients, and
number 2, that there is a way for them to bring complaints to bear?

Dr. YEHIA. I will answer that in two parts. What is articulated
in the plan is a robust customer service function, which is we want
to make sure that we are able to get complaints or compliments or
issues raised not only from veterans, but also from community pro-
viders. Most health plans that function very well have a beneficiary
arm as well as a provider engagement arm. We want to make sure
that there are avenues to be able to communicate two-way between
our customers, our patients, as well as our community providers
that serve them.

In terms of the specific details, we are starting the process now
of developing implementation plans and milestones and really
working out those exact details on how to do that

Senator BLUMENTHAL. Is that the Veterans Experience Office
that will be a center point or a core function?

Dr. YEHIA. The Veteran Experience Office is Department-wide,
part of the MyVA initiative. They are critically part of our team
that is rolling this out. Yes, there is a role for that. I think we are
welcome and open to discussing with you and your staff other op-
portunities that we can have to make sure that there are safe-
guards for our patients in the network.

Senator BLUMENTHAL. I would want to pursue that. A lot of sub-
jects to cover here, so I cannot do it right now, but I do want to
pursue that set of issues.

I was struck to learn that VA data shows a loss rate of nearly
9 percent for physicians and 8 percent for nurses in the fiscal years
2014 and 2015. In each of those years, the VA lost about 6,000 phy-
sicians and nurses combined. Presumably, many of them would
have played a key role in the coordination of care in the commu-
nity. They are now going to be out in the community, presumably.
What can be done to keep those people within the VA so that their
care is, in fact, provided by the VA? The majority of the staff losses
for physicians and nurses for the two fiscal years 2014 and 2015
were due to staff who quit. I also was struck to learn that the VA
has about 336 buildings that are vacant or less than 50 percent
occupied.

Given that the VA trains about 70 percent of our physicians na-
tionally, which is an impressive number, 70 percent nationwide, do
we not run the risk of not being able to train enough medical pro-
fessionals to work in both the private sector and the VA?

There are really two related questions. We are losing staff, we
are underutilizing buildings. Can we continue to provide quality
care within the VA, and can we continue to train?

Dr. SHULKIN. Senator, a lot in those questions, so I will try to
be brief in my answers.

Senator BLUMENTHAL. And you can supplement it.

Dr. SHULKIN. Absolutely.
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Senator BLUMENTHAL. I recognize this forum is only a kind of in-
troductory means to answering some very profoundly important
questions.

Dr. SHULKIN. I appreciate that and we will take you up on that.

Your issue about consumer rights, very important issue, very,
very big in health care, and I would just very briefly say, the rest
of health care, the private sector is dealing with this by no longer
trying to be paternalistic and make choices. You make information
available and you let people decide what is best for them, and I
think Senator Isakson was also talking about this, as well.

On the issue of losses, the 6,000 physicians and the nurses and
other staff that we lose, each one of those people that leave the or-
ganization that should not is painful for us and we have to figure
out ways to retain people. Morale is lower than we want in the or-
ganization and we absolutely have to address it. It is one of my pri-
orities as Under Secretary, to address that issue.

But it is not all bad news. Between August 2014 and October 31
of 2015, this period you are talking about, we had a net increase
of 1,692 physicians and a net increase of 3,508 nurses. So, while
we are losing and we have to address that, we are actually hiring
more and having a net increase which is helping us deliver care.

On the issue of training, the role of education, medical education,
nursing education, psychologists, social workers, pharmacists, VA
is critical for American medicine. We cannot lose that mission. We
cannot lose that role. We have to be able to keep a strong clinical
environment to train America’s professionals.

We do have vacant space, and part of our plan identifies savings,
another issue that you had talked about in your opening statement,
the cost. Some of the savings will come from rightsizing some of the
space that we do not need, but it is not going to be at the expense
of us training America’s health care professionals.

Senator BLUMENTHAL. Well, I really appreciate those answers
and the answers that you will give in follow-up. I really think this
area is critical. Training our Nation’s physicians is one of the pre-
mier public service functions of our VA system and it is a pillar of
American medicine. The talk around here is often of accountability
and cracking down on bureaucrats who may be incompetent or cor-
rupt, but we also need to focus on keeping the good people, the
good doctors and nurses and pharmacists and clinicians in the VA,
because they are going to be critical to American medicine in train-
ing but also in caring for our veterans. Thank you for your
answers.

Chairman ISAKSON. Senator Moran.

HON. JERRY MORAN, U.S. SENATOR FROM KANSAS

Senator MORAN. Mr. Chairman, thank you and Senator
Blumenthal for this hearing. Thanks for the panelists for joining us
this afternoon.

Under Secretary Shulkin, is it your responsibility to implement
the Choice Act? First, welcome to the VA. Thank you and congratu-
lations——

[Laughter.]
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Senator MORAN [continuing]. Congratulations on your confirma-
tion. Glad to have somebody rowing the boat. But, Choice Act be-
comes your responsibility, or is?

Dr. SHULKIN. Yes, it is.

Senator MORAN. Deputy Secretary Sloan Gibson and I have had
a history on this topic and I am going to try a fresh face and go
at this again. [Laughter.]

I have had a goal of seeing that the Choice Act is, in my view,
appropriately implemented, and part of my interest in this cer-
tainly comes from the demographics, the geography of Kansas, lots
of territory, lots of distances. Choice can be a significant asset of
great value to veterans across our State.

My original complaint with the implementation of the Choice Act
by the Department of Veterans Affairs was this issue of whether
it mattered if the CBOC provided the service that the veteran
needed. If it does not, does it count as a facility under the Choice
Act? We have had this ongoing discussion.

I offered legislation that passed the Senate that said if the vet-
eran cannot get the service he or she needs at the CBOC, it does
not count. That legislation is pending in the House of Representa-
tives, but I was encouraged, perhaps convinced by my colleagues in
the House and perhaps here in this Committee that there was an-
other approach, and that was to define what a facility is based
upon the full-time nature of the staff there, in particular, a
physician.

Legislation now in law says that it requires for a facility to be
counted under Choice that there be a full-time physician at that
clinic. I was always worried about whether or not the VA would in-
terpret that in some way contrary to what common understanding
would be, at least my common understanding. I had assurances
from VA personnel and staff, certainly on the House committee,
that a physician would be required to be at a facility on a full-time
basis, which was 40 hours.

Now, even as recently as 2 weeks ago, I think that was confirmed
to me by two of the panelists who were in a meeting with my staff
in Senator King’s office. Then yesterday, you report different lan-
guage about what this now means.

What came out yesterday is that the interpretation is completely
different than what I was assured it would be and it says multiple
physicians, not one, equivalent to 0.9 FTE maxing 36 hours.

I think the language is clear. It does not say “physicians.” It is
not plural. I would like to hear how we got to the point that we
n}(l)w appear to be and to see if there is something we can do about
that.

Let me bring this back to Kansas. Long before Secretary Gibson,
we have been trying to recruit a physician to a CBOC in Liberal,
KS, the southwest corner of our State, unsuccessfully for years. I
appreciate that Secretary Gibson, in his effort to solve that prob-
lem, determined in a letter to me in July 2015 that the Liberal
CBOC would not count as a facility under the Choice Act and that
veterans who were receiving care there could have community
services.

This is the issue we continue to face, in part based upon how you
define what a full-time physician is, but also, why do the veterans
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who live in areas other than Liberal not get the same kind of
standard for whether or not the CBOC counts or not?

For example, Emporia, KS—it is a community in the Flint Hills
of our State, 25,000 Kansans, several thousand veterans—it is open
1 day a week. It counts as a facility. Seneca is open 1 day a month.
It counts, and, in fact, the VISN is now closing Seneca’s CBOC so
that it no longer counts. The reality is, it should not count in the
first place if it is open 1 day per month.

Is this just confusion within the VA or is there a solution so that
the veterans who get the benefit of outpatient services at Liberal,
it is true regardless of where you live in Kansas or across the coun-
try?

Dr. SHULKIN. OK. Well, thank you. Senator, first of all, there
should not be a difference between what you want and what the
VA wants——

Senator MORAN. Let me first of all say, I do not want you to take
away Liberal’s benefits to make that come true.

Dr. SHULKIN. No. Right. OK. [Laughter.]

We want the same thing, which is, particularly in rural areas
where there is a severe shortage of providers in general, we want
to have as much access to care as possible. That is the goal. I think
this difference of interpretation—which you learned about just a
short time ago, and I, as well—this difference of interpretation is
really a well-meaning difference that I believe we can work out.

Our belief is, the way we were interpreting this—or I will speak
for myself—is that we want to have a full-time physician, a pro-
vider of 0.9 FTEs. In rural areas, in particular, we find that it is
sometimes easier to recruit part-time physicians rather than full-
time physicians. In our view, two part-time physicians that add up
to keeping that office open 36 hours a week is what is in the vet-
eran’s best interest.

As you may know now, about 20 percent of physicians in this
country work part-time. For women physicians, it is actually high-
er, up closer to 35 percent. We are trying to staff these clinics in
the best way possible, and so that is our intent, which is to provide
that—the office open 36 hours in whatever setting.

In terms of the clinics that are open 1 day a week, that should
not count. If they are not open with a provider for the 36 hours,
the 0.9 FTE, that does not count.

Dr. YEHIA. And they do not count, if I may.

Senator MORAN. Yes.

Dr. YEHIA. The CBOC, actually, the definition of a CBOC, they
have to provide a certain volume of primary care and mental
health care. There has to actually be open daily and they have to
be able to provide that level of service.

There are a number of categorizations that we use for those clin-
ics that are only open 1 day a month or a couple days of the week,
and those are not actually used in the calculation of the 40-mile
criteria. I actually have a listing from VISN 15, and Liberal and
Seneca and Emporia that you mentioned are not used to judge the
40-mile geographic criteria.

Senator MORAN. My time has expired, but that is interesting, be-
cause the CBOC in Seneca is being closed for the stated purpose
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gf making certain it does not count as a facility under the Choice
ct.

Dr. SHULKIN. The Seneca—as this was recently presented to me,
because I do not like closing facilities that serve rural areas, I
think that that is of concern—the Seneca example is that there was
such a small number of veterans, like 100 veterans, that our doc-
tors coming from the larger medical center were actually spending
a day traveling there and potentially a day back of which they were
not practicing during that time. We felt we could better serve Kan-
sas veterans by actually potentially closing that one clinic and
using community providers.

Senator MORAN. I only raise Seneca as the example of where the
VA has determined, as I understand it from the folks at home, that
it has to be closed so that those veterans can access care within
the community.

Under Secretary Dr. Shulkin, your definition—maybe you are
right about how we are going to have to attract physicians and
they are going to be more likely to be part-time than full time, and
to fill that gap, particularly in rural places, that is necessary. But
I would again make the point that the law says what it says and
the conversations that we have had over a long period of time con-
firm that. Whether you are right or wrong, whether veterans can
get better care by a different definition, I think that is a matter
that Congress needs to deal with. It is outside your rulemaking au-
thority to go beyond what the law says. Thank you.

Chairman ISAKSON. This is a very important point, so I am going
to follow up with a question on this. You made two changes that
you announced yesterday in the Choice Program. Would you read
the second one again in your testimony, Sloan? You said you an-
nounced two changes of veterans Choice eligibility. [Pause.]

Mr. GIBSON. Second, when qualifying veterans for the Choice
Program, we are now taking into consideration the nature of the
care they need, how often they need it, and whether they need
someone to accompany them. If a veteran just needs a flu shot or
if they need a round of chemotherapy every 2 weeks or so, they
may now qualify for Choice no matter where they live.

Chairman ISAKSON. Here is my follow-up question on Seneca and
Liberal. Seneca is part-time. Liberal is semi-staffed, is that right?

Senator MORAN. No physician.

Chairman ISAKSON. No physician. You have a Kansas veteran
who needs health care service and cannot get it at either one of
those facilities. Why are they not eligible now to go to a private
doctor?

Mr. GiBSON. They are already, from both locations. They already
are.

Chairman ISAKSON. So, what am I missing?

Senator MORAN. I think you are missing that—you are not miss-
ing anything, Mr. Chairman. Excuse me for suggesting that you
are. [Laughter.]

That is not the way it is being implemented.

Chairman ISAKSON. Well, that is what I am referring to. I mean,
I am a pretty simple guy, but when you read what you read, it told
me if I was a Kansas veteran and I needed chemotherapy or I
needed a regularly scheduled 2-week appointment or I needed
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whatever, and neither Seneca nor Liberal offered it, I ought to have
Choice accessible for me to go to a private doctor in Liberal or in
Seneca

Mr. GiBSON. Here is what I would like to do to get clarification
here. What we will do is we will go to the 40-mile roster, the list
of veterans that are eligible for care under the 40-mile rule. We
will look specifically at Seneca and Liberal and wherever else you
want us to look and we will print you the list of the names of the
veterans that show up on that 40-mile list, because we know who
is eligible for care under 40 miles. We know that already today,
now. We will do that and provide it to you, and then we can figure
out whether or not those veterans are actually accessing care in the
community.

Chairman ISAKSON. I am going to continue on this one more sec-
ond, because I am slow. In the case we just talked about, 40 miles
is irrelevant. I mean, if you are within 40 miles but you cannot get
the service that they need, they ought to have Choice. If the clinic
is not open or it is not available, they ought to have Choice to go,
as well. Period, end of sentence. I thought that is

Mr. GiBsON. That is the interpretation that we have applied on
part-time clinics since we launched Choice. But, we will go print
out the list of veterans on the 40-mile list and we will look for
those from Seneca and wherever else, whatever communities in
Kansas you would like for us to look for and determine who is actu-
ally using 40-mile eligibility. That is the way it works today, not
tomorrow, but today and yesterday.

Senator MORAN. Mr. Chairman, there are nine CBOCs in Kansas
that do not have a full-time physician that are still listed as facili-
ties and veterans are being told that they live too close to a facility
to access Choice care.

Chairman ISAKSON. Which is wrong.

Mr. GIBsON. It is wrong, and if that is the case on the ground,
we will fix it.

Chairman ISAKSON. Because whether it is Hartford, CT, Macon,
GA, or Liberal, KS, if a veteran cannot get the service from the VA
and Choice is operable, which it is, they ought to be able to choose
a physician that can deliver the service to them in their

Mr. GIBSON. Absolutely, yes.

Chairman ISAKSON [continuing]. Without having to get a Phila-
delphia lawyer to negotiate it.

Mr. GiBSON. They do not have to go through anybody to do that.
They get their appointments

Senator MORAN. Mr. Secretary, your letter to me of June or July
was very appreciated and it, in fact, reinforced how I thought
Choice should be interpreted in the first place.

Mr. GIBSON. Yes.

Senator MORAN. Your ability to do that in Liberal is just what
we want to have the ability to do everyplace else. And what you
are telling me is that is now the case.

Mr. GiBsON. That is now the case, yes, sir. And if we are not exe-
cuting that way, shame on us. Bad on us.

Senator MORAN. Thank you.
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Chairman ISAKSON. I have taken the additional time because
Senator Tester was out of the room and he would have been asking
those questions if he had been in the room. [Laughter.]

But I wanted to make sure that people from Kansas and Mon-
tana, Connecticut, Georgia, and Washington State, and everybody
knew that we believe the intent of Choice was if a veteran could
not get service from a VA facility, they got to go to Choice in their
area closest to them to get the service, period, end of sentence,
without problems with definitions and things like that. If we are
talking about consolidation to provide Choice and make it meaning-
ful for our veterans, that ought to be the ultimate goal where we
go.
Senator TESTER. Especially the folks in Liberal, KS——
[Laughter.]

Chairman ISAKSON. Who voted for Jerry Moran.
Senator MORAN. [continuing]. Liberal, KS——
Chairman ISAKSON. Senator Hirono.

HON. MAZIE K. HIRONO, U.S. SENATOR FROM HAWAII

Senator HIRONO. Thank you. I thought I was hearing wrong
when the Senator talked about Liberal. I was thinking on a polit-
ical continuum, but, obviously, that is not what we are talking
about. [Laughter.]

I am looking at your testimony, Secretary Gibson, and I would
like to make sure that I understand your testimony. Looking at
page three, you say that this consolidation plan, or the new VCP,
will center on five functional areas, and you list the five functional
areas. Then, going on to page five of your testimony, you say that—
I assume that, again, we are talking about the new VCP—will in-
volve enhancements to the following systems, which you list one,
two, three, four, five systems. Are the enhancements to the five
systems in alignment somehow with these five functional areas
that you identify? Is that how your testimony is to be read?

Dr. YEHIA. It is

Senator HIRONO. It is a little bit confusing, I might say.

Dr. YEHIA. Yes. The way that it is presented is in these five
foundational areas that really trace the veteran’s journey through
community care. We start with eligibility, go to referral and au-
thorization, the providers that they see in the network, how they
coordinate care, and then kind of the back office function of claims.
That really maps a veteran’s journey.

Then when we are writing out the way that we should approach
implementation and how we should think about system design, we
use what is called “a system of systems” approach, where we looked
at what the different systems are that touch these five corner-
stones, and those are the systems you see there.

One is customer service, which is how do we improve customer
service for veterans and community providers.

One is for care coordination: how do we improve coordination of
care, including IT systems.

One is administration, so that deals a little bit with eligibility,
the referral and authorization process.

The next one is the network, which is how do you actually build
a network of providers that can deliver the needed care to veterans.
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And then last is kind of how do you operationalize this? How do
you implement it? That gets into the governance structure, both
nationally and locally. How do you get data so that we can make
sure that we are tracking and monitoring things correctly?

They are very related. They do not overlap a hundred percent.
One is the foundational building blocks of the plan and the other
0111e is the systems that we need to use to actually implement the
plan.

Senator HIRONO. We know that when we are talking about the
VA health system, we are talking about a vast system, and it is
all very complicated. For the individual veteran to navigate his or
her way through the system is really a challenge. While it sounds
really good the way it is described, each of these systems that you
seek to enhance could take a whole lot of effort to even figure out
how to do it.

I am wondering what your timeframe is, because you asked for
over $420 million just to design what you are going to do with
these one, two, three, four, five enhancement systems that you are
going to look at.

Dr. YEHIA. I think you are accurate that this takes time. This is
not something that we can just switch on and be able to implement
completely. In fact, there really needs to be close collaboration with
this Committee and Congress to be able to get certain legislative
relief and resources to do that.

With that said, the way that we are designing implementation
and the transition plan to carry out some of this work is not, you
know, in 3 years to have some big grand reveal——

Senator HIRONO. Yes.

Dr. YEHIA [continuing]. Of, like, here is the program——

Senator HIRONO. No, we all get that it is going to be quite com-
plicated

Dr. YEHIA. Yes. It is iterative.

Senator HIRONO [continuing]. One of the aspects that you are
really focusing on is the outcomes, and so that is a whole huge sys-
tem or process that you have to develop to figure out whether we
are actually getting the best bang for the buck.

Part of what your testimony, Mr. Gibson, says is that this would
not be possible without approval of requested legislative changes,
and I was trying to look in your testimony to see if you have some
very specific legislative changes that you are requesting. Is it in
your testimony, requested legislative changes?

Mr. GiBsON. The legislative changes are not incorporated into the
testimony. They are incorporated into the plan document

Senator HIRONO. OK.

Mr. GIBSON [continuing]. And they have been briefed and dis-
cussed with Senate staff.

Senator HIRONO. Because I would hate for us to appropriate $421
million for you to develop a system and then it cannot ever be im-
plemented because these other legislative changes that you say are
integral to the changes you are talking about do not happen, and
I want to give an example.

For example, when Secretary Gates and Secretary Shinseki said
that they were committed to making sure that the medical records
of the active duty and the veterans would become integrated, and
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after a billion dollars plus, we still do not have it. That raises in
my mind some concerns I have about this undertaking and what
kind of resources it is really going to take for us to implement it.
Worthy goals, but I think we are going to be working very closely
with you all to make sure this happens. I do not know whether this
is biting too much——

Dr. YEHIA. If [—

Senator HIRONO [continuing]. From the outset. What would your
priority be within these areas that you are designating? I am going
over, but, Mr. Chairman, you gave us leave, so there we go.
[Laughter.]

Chairman ISAKSON. I broke the rule, so go ahead.

Dr. YEHIA. Thank you, Senator. I just wanted to clarify. When
we were talking about systems, they are not necessarily, like, IT
systems or systems that would be built by VA. There may be a
combination of improvements to existing systems, enhancements to
ones that exist, solutions that we might purchase from the private
sector. The word “systems” is just a term to describe, for example,
customer service or care coordination. It does not necessarily mean
there is a platform.

Senator HIRONO. OK.

Dr. YEHIA. It is just the actual area of work.

Dr. SHULKIN. I would just add, to be very specific, Senator, the
$421 million that we are requesting from 802 funds, not new addi-
tional monies, would be to fix the problems that currently exist in
the Choice Program. This is to make the veteran experience better
that we know is not working well for veterans.

The biggest part of that, $300 million of the $421 million, is to
build what we could call a veteran portal, a place where veterans
can go, get the information on their care, have it coordinated with
care from the private sector and the VA. Without effective informa-
tion sharing between the private sector and the VA, this plan can-
not work and it will not work for veterans. That is the majority of
that money that we are asking——

Senator HIRONO. When you say this plan, are you talking about
the Choice plan?

Dr. SHULKIN. The new Choice plan, the plan that we have deliv-
ered to you, the new Veterans Choice plan, about how we are going
to work better with the private sector, needs to have effective care
coordination and information exchange, and that is really the ma-
jority of the $421 million.

Senator HIRONO. I think we just want all of this to actually hap-
pen. Thank you, Mr. Chairman.

Chairman ISAKSON. Thank you, Senator Hirono.

Senator Rounds.

HON. MIKE ROUNDS, U.S. SENATOR FROM SOUTH DAKOTA

Senator ROUNDS. Thank you, Mr. Chairman.

I would like to follow up on what the Senator from Hawaii is
speaking about with regard to the portal itself and the plan on how
you would implement it. I am curious. Are you planning on using
internal resources to accomplish this or will you be using a third
party to actually create the enhancements to existing software?
How do you plan on doing this?
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Dr. SHULKIN. The first part of the plan, Senator, is to identify
the systems that we want and then make a build/buy decision. We
do not have an answer to this now. I will tell you, though, that our
experience, and we are often reminded about this from Members of
Congress, about building all these systems ourselves is not always
the best. We are going to be very open to, if this exists in the pri-
vate sector, if we can buy this off the shelf, because time is of the
essence and execution is more important, we are going to have the
intellectual integrity to make that choice.

Health information exchanges, another word for portals, are
very, very robust now. They are out in the community. Many pri-
vate sector institutions that I have been affiliated with have func-
tional HIEs, health information exchanges. We are certainly going
to look at that option.

Senator ROUNDS. I am one of those skeptics, and I guess the rea-
son why I bring up the discussion is that I think there is no reason
for the VA to try to reinvent the wheel if it already exists. I would
expect that there would be the opportunity within the private sec-
tor to find competitive proposals that are out there in terms of
quality and cost. So, I think what I am asking today is, is that the
primary approach you would use, or is that going to be the fallback
position with the intent to look internally first?

Mr. GiBsoN. I would tell you, with our new Chief Information Of-
ficer, LaVerne Council, who comes to us from Johnson and John-
son, where she had the same position, her bias on every system is
to go commercial off the shelf. That is the default position that we
take until we have determined that we are unable to do that.

Senator ROUNDS. Very good. How about with regard to the dis-
cussion about the providers and the provider networks that are out
there right now currently? I believe in your early testimony, Mr.
Secretary, you indicated that the providers already included would
include, and I believe you said Medicaid, individuals who are eligi-
ble for providing services through Medicaid. Is that correct, or:

Mr. GIBSON. One of the changes that Congress passed recently,
at our request, was that the original Choice Act required us to only
use Medicare-qualified providers, and if you stop and think about
it, there are some—say, obstetrics, for example—you are not going
to find any Medicare providers in that space.

Senator ROUNDS. Correct.

Mr. GiBsON. We asked to open the aperture on providers to in-
clude Medicaid providers to allow us to reach into some of those
other specialties.

Senator ROUNDS. Now we would be talking about not only Medi-
care providers, but also Medicaid providers, to all be currently eli-
gible as qualified providers under your guidelines?

Dr. YEHIA. Those providers, you have to be—if you are a Medi-
care provider or a Medicaid provider, you meet that standard and
then you would have to join the network. A veteran cannot go to
any specific Medicare or Medicaid provider right now. They would
have to use the network providers, which are made up of those
type of doctors.

Senator ROUNDS. I do not mean to cut you off, but I am going
to try to keep closer to a timeframe here in deference to the Chair-
man. If you have an individual who, though, is identified as being




22

a quality provider through Medicare or Medicaid, the option then
becomes theirs to make a decision whether or not to join your net-
work and not a matter of stepping through another hoop provided
by the VA for determination of eligibility? It would be the pro-
viders’ decision?

Dr. YEHIA. Let us say there is a doctor that takes Medicare or
Medicaid in the community but they are not part of the network.
They can actually go to our contractor and say, I want, you know,
Dr. Smith, and our contractor will reach out to Dr. Smith, give him
a provider agreement to sign, and they would become part of the
network and that veteran can go to that doctor.

Senator ROUNDS. Fourteen months ago, there was a concern that
you were using outside vendors to provide for those networks.
Today, as I understand it, you are looking seriously at doing your
own network itself. Why would you now have the expertise to do
it yourself if 14 months ago you did not? I am curious.

Dr. SHULKIN. I do not think we have made that decision, Sen-
ator. I think this is another example of we are going to look to
what is available in the private sector to help us with that and we
are going to look whether if we cannot get that, then we would
have to look internally, but we have not made that decision.

Senator ROUNDS. Do you intend that the provider networks also
include optometrists?

Dr. SHULKIN. Yes.

Senator ROUNDS. That would be a major change, then, over what
it is today.

Dr. SHULKIN. We have optometrists in our network.

Senator ROUNDS. I understand, but in many cases, you have li-
censed optometrists in communities where at this stage of the
game, they have not been found eligible until they have been ap-
proved by some sort of VA determination up front. I have actually
had veterans who have gone in, gone to their own optometrist in
a town like Pierre, South Dakota, and then when they go to get
their eyeglasses, they are told, I am sorry, but you do not have a
qualifying optometrist giving you this information, so we are not
going to give you your eyeglasses. What I am curious about is, in-
cluded in this in the future will be an opportunity for optometrists
to be included in this same category of providers?

Dr. SHULKIN. Umm

Senator ROUNDS. Medicare or Medicaid eligible

Dr. SHULKIN. I do not know the situation that you are referring
1{)0. We would be glad to track that down for you, by the way,

ut

Senator ROUNDS. It took this veteran 6 months to get a pair of
glasses.

Dr. SHULKIN. Yeah, and that should not happen. We do need to
have a contractual relationship with a provider today for us to be
able to exchange money with them.

Senator ROUNDS. In this case, they were not asking for any
money.

Dr. SHULKIN. OK.

Senator ROUNDS. All they wanted to do were to get glasses
through VA——

Dr. SHULKIN. Fill the glasses
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Senator ROUNDS [continuing]. And they would not accept the pre-
scription from that optometrist

Mr. GiBsON. That is inappropriate.

Senator ROUNDS [continuing]. A qualified optometrist.

Dr. SHULKIN. Yeah.

Senator ROUNDS. We are not going to see—you would see this as
going away, if this happens?

Mr. GiBSON. That makes no sense.

Dr. SHULKIN. We are going to have criteria to get into the net-
work, and once you are in the network, once you are accepted into
the network, we want all those paperwork authorizations to be
minimized.

Mr. GIBSON. But, I think the very simple example here is a vet-
eran has a prescription for his eyeglasses. He wants to come to VA
to get his prescription filled. He ought to be able to do that right
this minute.

Senator ROUNDS. That is right.

Mr. GIBSON. No reason why that should be happening like that.

Senator ROUNDS. That is the way we saw it, as well.

Mr. GIBSON. Yes.

Senator ROUNDS. In fact, we offered to go and pick up the eye-
glasses for the veteran and that would not work, either. I am
happy to hear that you are—it sounds like you are on the right
track. Hopefully, we will get this resolved.

Mr. GiBsON. Unacceptable.

Senator ROUNDS. Thank you. Thank you, Mr. Chairman.

Chairman ISAKSON. Senator Murray.

HON. PATTY MURRAY, U.S. SENATOR FROM WASHINGTON

Senator MURRAY. Well, thank you very much, Mr. Chairman.
Thank you for having this hearing.

Secretary Gibson, I wanted to ask you, some of the proposals out
there would have the VA health system provide only some of the
so-called VA specialties, like PTSD or TBI treatment, and get the
VA out of the business of doing some things like primary care and
rely just on the private sector for that type of care. That may be
concerning to veterans who want to use the VA facilities, and cut-
ting out that much work, I think could have serious consequences
for our VA hospitals and our providers.

I wanted to ask you, can you talk with us about some of the im-
pacts of taking away some of the fundamental lines of care.

Mr. GIBSON. Yes. Ma’am, I would tell you, at the very heart of
what we must preserve is primary care. I would tell you there is
no other organization that integrates mental health care, large
health care organization in America that integrates mental health
care into primary care the way VA does. So, I think primary care
will always be a mainstay of VA health care.

I think as we get into other situations—we have talked about
make versus buy decisions in the context of different administra-
tive parts of running this program. I think over a period of time,
we wind up, if we are doing our job, we wind up getting into make
versus buy decisions elsewhere. It is interesting that we talked
about optometry, for example. You can get eyeglasses anywhere. I
mean, there are optometrists anywhere. So, I think at some point
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and in some locations, we are going to have to make a decision. Are
we better off continuing to use our scarce space and our scarce re-
sources to deliver basic optometry services, or do we refer that into
the community where veterans can get a good service at good value
that is very convenient for them.

I do not see any of those kinds of core services—spinal cord in-
jury, Traumatic Brain Injury, polytrauma—I have got to tell you,
we were in Tampa a couple of months ago and Rich Carmona, Dr.
Rich Carmona, the former Surgeon General of the United States
who saw what we were doing in polytrauma there said, “Do you re-
alize, this is world class? This is not just best in class in America.
There is nobody in the world that is doing what VA is doing in
polytrauma.” We are not going to sacrifice that for our veterans.

Senator MURRAY. OK. I also wanted to ask you about emergency
care. It is really important that this program reform emergency
treatment to be more permissive in allowing our veterans the use
of emergency care or urgent care. However, as I look at your plan,
it seems to require veterans to pay a copay of up to $100 no matter
what. I am kind of amazed that we would ask our veterans to pay
for care for service-connected conditions. That is a major reversal
of a fundamental tenet of our care for veterans. Can you comment
on that?

Dr. YEHIA. Sure. Thank you for that question. We agree with you
that there needs to be fundamental reforms to the ER system right
now. Because of various rules and regulations and laws, we deny
about a third of ER claims. Today, when a veteran goes to the ER,
if they were not able to get preapproved by VA or they bypassed
a VA, they could end up getting stuck with a bill that is way more
than $100, on the order of thousands of dollars. As a result of that
behavior, right now a lot of veterans end up deferring ER care, and
so they end up driving to the VA or waiting for our doors to open
to be seen and that is really creating the perverse incentive.

What we were trying to do here is to be able to responsibly ad-
dress the management of ER care. What we propose is removing
all those different restrictions so that a veteran can feel com-
fortable that when they go to the ER, they will get seen and VA
will be able to pay the bill.

The idea of cost shares is really modeled off of health plans in
the private sector and TRICARE, which is we do not necessarily
want everyone to go to the ER for, you know, the sniffles or if they
have a paper cut. We want them to be able to call their primary
care doctor, have that dialog, and hopefully be seen——

Senator MURRAY. Even for service-connected, though?

Dr. YEHIA. Regardless of service-connected or non-service-con-
nected, those are the same issues. If you only have a little cold and
need to be seen by your primary care doctor, we want to expedite
that so you get seen in the VA or by your primary care physician
in the community rather than going to the ER.

There are many different ways that we can do it. If we remove
that cost share, that is something that, I think, is up for discussion.
I just would say that the actual cost of that program would be well
more than what we outlined in this plan.

Senator MURRAY. OK. Well, I think we have always told our vet-
erans we would care for them for service-connected issues. This
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would be a major reversal of policy if we are all of a sudden charg-
ing them a copay for emergency visits.

Dr. YEHIA. I think part of the problem——

Senator MURRAY. Service-connected.

Dr. YEHIA. We have a third of claims that are denied even for
service-connected claims. Even the system, the way that it works
today is if you do not follow all these different rules and regula-
tions that are in place, even for a service-connected condition, they
get stuck with a very large bill and ambulance bills. We were try-
ing to find a way to be able to sustainably be able to manage and
address that issue.

Senator MURRAY. OK. I am out of time, but I did want to ask
you, Secretary Gibson, how are you going to make sure that the
care veterans receive in the private sector is high quality, timely,
and coordinated? How do you do oversight of that?

Mr. GiBsON. This is where we are going to have a comprehensive
set of quality measures, of metrics, both outcome metrics and proc-
ess metrics to be able to measure, and the advances in outcomes
measurement and quality measurement, actually my area of train-
ing, has become so sophisticated that VA has data sets that really
are unparalleled by any health system in the country that we can
produce this type of data.

Senator MURRAY. I am sorry, I am out of time, so I will follow
up with you separately.

PREPARED STATEMENT OF HON. PATTY MURRAY

Thank you, Mr. Chairman, for holding this hearing and thank you to the wit-
nesses for appearing here today.

I think everyone in this room agrees that our country has a duty to do everything
it can to care for its veterans.

Unfortunately it is clear that our Nation is falling far short of its duty to honor
our veterans when it comes to providing timely, high-quality VA health care.

A year ago we passed sweeping legislation, which in addition to creating the
Choice Program, was intended to tackle the most pressing problems and give the
VA new tools to address some of its longstanding challenges.

Unfortunately, despite these efforts I continue to hear from veterans across my
home state of Washington that they have to wait too long for care. And when they
go receive the care they need, it’s often inconsistent or unclear what they should

0 next.

As the daughter of a World War II veteran, I refuse to let substandard care be
the status quo.

VA is operating many different programs so veterans can receive care outside of
the system. But none of them are coordinated or consistent. It’s a mess that is im-
possible for VA to administer, much less for veterans to understand and use.

After hearing from so many veterans in my home state, I knew this problem could
not be ignored. So more than one month ago, I spoke on the Senate floor to urge
the VA to create a new plan for non-VA care for the future.

I called on my colleagues to help me help the VA build a program that is veteran-
centered and one that would address growing bureaucracy—and tackle problems
with leadership, staffing, and massive capital costs.

I also urged the VA to ensure that any new plan is easy for veterans to under-
stand and access. That means it must have clear eligibility, as too many veterans
have been unsure what they qualify for and when they can be referred to the com-
munity for care.

It is essential that any final plan to consolidate care ensure that there are simple
and consistent procedures for providers to deliver care and get reimbursed quickly.

The new plan must also ensure high quality care for veterans. This includes over-
sight and coordination of care.

A new system must be flexible enough to meet local needs and use non-VA pro-
viders to fill in the gaps that VA can’t meet.
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And the new system must be cost effective and fully resourced. VA nearly ran out
of money and would have had to shut down the entire health care system earlier
this year. That can never happen.

So VA’s plan that we are discussing today asks many of the right questions, and
recognizes the importance of each of those criteria I outlined. But I have some con-
cerns, and we’re going to need to make changes.

And, as VA looks to implement their new proposal, it must be clear with Congress
about what it needs to effectively implement the new non-VA care system and en-
sure our veterans are getting care.

Veterans deserve a system that works, not one that is torn apart and weakened
over time. So, the answer isn’t just to dismantle the VA and leave veterans to fend
for themselves, as some proposals would do.

It’s important that we are having this conversation today—about what is going
on at the VA and what the problems are. But it needs to be followed by a plan that
pursues an “all of the above” approach.

So we have a lot of work ahead of us as we evaluate VA’s new plan to make sure
it meets all of those criteria. With the demand on the VA only continuing to grow,
this is a pivotal moment in deciding how we provide care for veterans.

We need to get this right. And I look forward to working with all of you on this
important task.

Thank you, Mr. Chairman.

Chairman ISAKSON. Senator Cassidy.

HON. BILL CASSIDY, U.S. SENATOR FROM LOUISIANA

Senator CASSIDY. Thank you, Mr. Chairman.

The data sets the VA has look at quality measurements. Those
are for VA physicians. But Senator Murray asked about your out-
patient. Are you going to construct that same data set for out-
patients?

Dr. SHULKIN. Yes, you would have to. If you want to have an in-
tegrated system of care and seamless between private sector and
VA, you have to collect those measurements. Part of the high-per-
formance network

Senator CASSIDY. I accept that.

Dr. SHULKIN. OK, fine.

Senator CASSIDY. And limited time.

When the Chair asked you earlier, I think it was he. He spoke
so long, it could have been he almost certainly

[Laughter.]

Senator CASSIDY [continuing]. In regards to the metrics, you
mentioned, as well, some qualitative measure of how the patient
interacts with the physician. That is not defined currently by any-
one, so you are apparently going to do surveys of the patient to see
their satisfaction with a particular provider.

Dr. SHULKIN. Well, we do surveys. That is part of outcome meas-
urement systems. But, what I was referring to the Chairman is
this is like dating. You know, you do not know what that attraction
and that magic is——

Senator CASSIDY. I accept that. So, you need a certain in:

Dr. SHULKIN. Right.

Senator CASSIDY [continuing]. It is going to have to be a robust
data set.

Dr. SHULKIN. Yes.

Senator CAsSIDY. Now, at the risk of just sounding like a sour
lemon, I have asked for data before from the VA on data that was
specific to the New Orleans VA and I was told that you could not
segregate it from the aggregate.
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Dr. SHULKIN. Not true, and I apologize. We will get you whatever
data you need. We can absolutely segregate it for that VA and we
have robust metrics.

Senator CASSIDY. Second, I went recently to a very well run, ba-
sically cross between a staff model HMO (health maintenance orga-
nization) and an IPA (independent practice association), which is
what you are aspiring to, but much smaller and much more able
to bring every physician in and counsel her or him. They found
their data systems very difficult to—they are very successful, but
they are nowhere approaching the goals that you are putting.

Now, it gives me pause when you suggest to us that you can
achieve that when a much smaller organization has been unable to
d}(; sg with a more homogeneous set of providers. Any comments on
that?

Dr. SHULKIN. First of all, I would very much appreciate being put
in touch with them so we could see what they are doing and learn-
ing. But, as you know, my experience is from the private sector
where I have built these systems. I have done this before, where
we do have metrics. These are not perfect metrics; I am not sug-
gesting that they are. They get better every year and they will con-
tinue to get better. I believe VA has the capabilities to actually
lead in this in American medicine.

Senator CASsIDY. But, for the data to be worth anything, the
physician who is seeing the patient will have to spend a significant
amount of time interacting with the metrics, which means that a
certain bulk of their patients would have to be VA patients in order
to make it worth their while. You see where I am going with this.
Which means that your ambition and the money that we are going
to apparently provide for this ambition, I am not quite sure I see
it as being a realistic ambition.

Dr. SHULKIN. Yeah. If you involve your clinicians in data gath-
ering and metrics, it is going to fail. I absolutely understand your
warning. That is not what our intent is. The advances in outcomes
measurement have come off of administrative systems merging
with the clinical record. As you know, VA has the longest experi-
ence with an integrated electronic record. We have more clinical
data we can extract, and then you combine it with administrative
claims data and this is what we are talking about doing. We are
not talking about turning doctors into data collectors.

Senator CASSIDY. Then let me ask this. Just because we are here,
as Secretary Gibson once said, about the veteran. I was in a con-
versation with a very high-profile medical system director. If I
mentioned his name, we would all know who he is. He had a very
dim view of quality in the VA, pointing out that more people in the
VA lose limbs from diabetic foot ulcers, which is really a failure of
management, than do from trauma, and strongly saying that any
well run private ACO (accountable care organization) or system
fvhich had the same outcomes as VA would probably lose their
icense.

I am just channeling right now. I am sure there are statistics
that could prove or disprove this contention. But the point is, if the
VA has so far to go in quality but they are passing judgment on
other systems that quite likely will provide statistically, according
to this gentleman, superior care to that rendered within the VA,
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again, it seems a little bit like the judge is guilty. Any thoughts
on that?

Dr. SHULKIN. Yes. Yes. First of all, I would love to talk to this
person, and I would love to show him that since this is not an argu-
ment between difference of opinions, there is data on this. The data
actually show that VA does as well or better in almost every qual-
ity metric study done. I have just reviewed nine additional studies
showing VA’s quality is better.

Now, no system is better in everything. I am not suggesting the
VA is better in every metric. But when you take a look at screen-
ing, adherence to well accepted evidence-based protocols, risk-ad-
justed mortality, risk-adjusted length of stay, the VA performs bet-
ter than the private sector and certainly as well in these studies.
I would be glad to share that with you. Just came from it an hour
before the hearing, a meeting with all of our health services re-
searchers who do this type of work and have the data to prove that.

Senator CAssIDY. OK. I yield back. Thank you.

Chairman ISAKSON. Senator Manchin.

HON. JOE MANCHIN III, U.S. SENATOR FROM WEST VIRGINIA

Senator MANCHIN. Thank you very much, and thank all of you
for your work you do.

We all have the concerns over VA and we want to make sure
they get the best service possible, and CBOCs right now count
within that 40-mile. That seems to be our problem in rural West
Virginia and I know in rural America, and when that situation
happens, we do not have the expertise, as you could imagine. Then,
there is a time elapse that goes on before they can get the proper
care they need.

I know you all wanted to move in that direction. Do you believe
that steps in the direction you are going right now is going to re-
lieve that veteran who cannot get the expertise service, that he or
she will not have to petition and wait and go through a period of
time before they can get the services they need? You can under-
stand the frustration, right?

Mr. GiBSON. That is precisely the objective, and when we de-
scribe the existing system as being broken, what you are describing
is the broken:

Senator MANCHIN. That is

Mr. GIBSON. Yes.

Senator MANCHIN. And I think we all have it, do we not?

Mr. GIBSON. Yes. Yes.

Senator MANCHIN. All of us have it. And, this takes effect when?

Mr. GiBSON. I am sorry?

Senator MANCHIN. The new plan. When

Mr. GiBSON. What you see in the plan here, as Dr. Yehia has
been describing, is an iterative process. What we do is we start
going through and improving the veterans care experience as we
have the capability to be able to do that.

Senator MANCHIN. I would say in rural America, especially in
rural West Virginia, if you want to start and find out if it works
or not, that would be the place to come, because that is where our
greatest challenges are. We do not have these large areas where
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you have trauma centers and all that going on. That is the thing
that we are running into, and how we can alleviate this.

The frustration that I think that Senator Cassidy and everybody,
you know, they deserve the best. They really do. And they might
have a family member that is able to go and get top-notch expert.
They do not have that opportunity, and that is just not right. It is
just not fair. I know that is what you want. We do not have to re-
invent the wheel here.

Mr. GIBSON. So——

Senator MANCHIN. Tell us how we can help you from this end of
the table simplify the process that we all want.

Mr. GiBSON. Well, that is what this plan accomplishes, and there
are explicit legislative requests that are part of this that will help
us do that.

Two quick comments. I really bristle at the characterization that
VA care is bad. That is not an accurate characterization of VA care,
period. I will tell you that there is variability within the VA sys-
tem, variability of health care outcomes, variability of access. Part
of our challenge is to diminish that variability. I would tell you, go
out and look in the private sector. In fact, there are references in
the Independent Assessment to the fact that you actually find, even
in well regarded HMOs, wider variability in health care outcomes
than you find in the VA system.

Senator MANCHIN. Mm-hmm.

Mr. GIBSON. That is point number 1.

Point number 2, as I mentioned in my testimony, care in the
community is going to be there for VA for the long haul. It is either
a specialized service that we need to rely on the community to be
able to deliver because we do not have the critical mass to do it

Senator MANCHIN. True.

Mr. GIBSON [continuing]. Or it is because of geography, extraor-
dinary geography, or it is because of extraordinary demand, those
three circumstances. The challenge we have right now is we have
seven different programs out there. They are confusing to veterans.
They are confusing to providers. And they are confusing, quite
frankly, to VA staff. If we do not streamline and simplify all that
so that we can make it—Baligh and I were in

Dr. YEHIA. Charleston.

Mr. GiBsoN. Charleston——

Senator MANCHIN. Is that West Virginia or

Mr. GiBSON. No, South Carolina. Sorry. Two weeks ago, we sat
and we watched what our staff was going through in order to set
up a Choice referral. It would dumbfound you.

What we have here is we have this patchwork quilt and we have
got to go through and streamline this. We have to lean it all and
make sure that it is working for the veteran, make sure it is work-
ing for the taxpayer, and make sure that it is working for the com-
munity provider, as well. That is where you get the kind of seam-
less care that we are talking about delivering here.

Senator MANCHIN. What are you able to do without us? What are
you able to do and you believe that you have the authority to do
without us?

Dr. YEHIA. Yes——
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Senator MANCHIN. Because if you are counting on us to get some-
thing done quickly, it does not work that way here. [Laughter.]

Dr. YEHIA. There are certain things that are outlined in the plan
that we are executing now. As the Deputy described in the begin-
ning, there are iterations of Choice. The Choice of today is very dif-
ferent than the Choice of a year ago

Senator MANCHIN. Right.

Dr. YEHIA [continuing]. And that really is because of this part-
nership with this Committee and the Hill, and we are continuing
to build on that. There are a couple teams, or a couple items that
we have actually outlined that are within the control of VA that
we want to start working on now, and we are actually calling these
our quick wins. We want to be able to get those done in the next
couple months, and that is to, one, tackle this referral and author-
ization process. There are certain things that we can lean up and
make it a little bit smoother. We want to really leverage the MyVA
customer service training for our folks in the community so that
when a veteran calls or they have questions about community care,
we can answer them.

Then for our core network, those specific relationships that we
have with DOD and academic teaching partners that really form
the foundation of community care, we want to make sure that the
way we partner with them is as streamlined and as simple and
principles-based as possible.

Those are just a couple of the things that are within VA’s control
that we are working to execute now.

Senator MANCHIN. Well, again, I will just finish up very quickly.
My time is running out. I would say that in a State such as West
Virginia, which the population is less than two million people, dis-
proportionately high VA population because a very patriotic State
and they have served in every conflict. We look for any type of way
that we can fight somebody

[Laughter.]

Senator MANCHIN [continuing]. Especially anybody trying to at-
tack America. But, with that being said, you are going to find in
these small rural States a disproportionate number of veterans. I
would encourage you, if you are looking if something would work,
and trying to come into some of our rural areas, we can get you
feedback immediately. You can find out without going through an-
other year or two study very quickly if it is going to serve those
people or not. I would encourage you to come to Charleston, West,
by God, Virginia, which is different than the other Charleston or
the other Virginia, OK? [Laughter.]

Senator MANCHIN. Thank you.

Chairman ISAKSON. Senator Tillis.

Senator TILLIS. Mr. Chair, I am going to ask that you defer to
Senator Sullivan. The truth is, the only reason I got in the door
first was he was gentleman enough to keep the elevator open for
me, SO0——

[Laughter.]

Chairman ISAKSON. Senator Sullivan.
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HON. DAN SULLIVAN, U.S. SENATOR FROM ALASKA

Senator SULLIVAN. Oh, OK. Thank you, Mr. Chairman. Thank
you, Senator Tillis. Very kind of you.

Well, look, Dr. Shulkin, Mr. Secretary, I think you guys probably
know where I am coming from on this. I am a big fan of yours. I
really appreciate you coming up to Alaska. Senator Manchin talked
about going to rural communities and seeing what the frustrations
are. You got a heavy dose of it in my State when you agreed to
come up in August.

Dr. Yehia, you are talking about quick wins. I thought we were
going to have a quick win in Alaska, and you laid out a plan. One
of the things that I emphasized when you came up there to the vet-
erans was, hey, I know you guys are frustrated, but please be calm.
You did not create the problem. You are here to fix the problem.
But, I need to tell you that now I am the one getting frustrated,
because it has been 100 days since you guys were up there. You
talked about your six points, which I still have here. I appreciated
it. Here they are, on the Alaska pilot program. I am getting hit
every day in my State.

I was on a plane coming down here 2 weeks ago. Three veterans
within a circle of two rows on the airplane were complaining to me,
and I was telling them, hey, do not worry. We are on it. The VA
has got a pilot program. It is going to have a win, a quick win in
Alaska. Then, my staff gets told today that a lot of what you told
me and committed to me—and I am telling veterans this in my
State—is now not going to happen.

We were told this is going to happen in November, mid-Novem-
ber, and now we are told maybe not. Maybe indefinitely it is not

oing to happen. No Alaska pilot program. You guys are asking for
%13, $14 billion to fix the Choice Act and you cannot even fix it in
my State, where you know, Dr. Shulkin, it is a frickin’ disaster.

I am a little bit upset, and I have been very measured. I have
been trying to be measured here for months. You saw the way we
operated up there in Alaska. You saw the problems. We are not
making this up. This is a nightmare. And my veterans—who, by
the way, more veterans per capita in my State than any State in
the Union—it is not funny. They are not being served right. You
guys are making promises that now I am learning that your staff
is walking all this stuff back, all your six points.

When are you going to fix the problem in Alaska like you com-
mitted to when you were there in August, and why are you walking
back commitments that you made to me publicly, that was made
here on October 7 publicly about an Alaska plan? All being walked
back, and I just do not understand. On behalf of my veterans, I am
pissed.

Dr. SHULKIN. Yeah. Yeah.

Senator SULLIVAN. What the hell is going on?

Dr. SHULKIN. OK, Senator. First of all, you have been consistent
from prior to my confirmation through now that you——

Senator SULLIVAN. Even when we saw each other on Veterans
Day.

Dr. SHULKIN. A hundred percent consistent that the situation
was not acceptable to you. You asked me to come up there. You
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were absolutely correct about how the veterans felt in Alaska. I un-
derstood that, and

Senator SULLIVAN. But you saw the problems yourself.

Dr. SHULKIN. I did, and you have been a tireless advocate for vet-
erans, and I am not walking back on this

Senator SULLIVAN. But your staff was walking back

Dr. SHULKIN. My staff, who I bet is watching this right now, is
listening to me as I say we are not walking back on this. I made
a commitment to you and to the veterans and we are going to see
this through.

Senator SULLIVAN. OK. When?

Dr. SHULKIN. Here is what has been done, OK. Number 1, a vir-
tual call center was established, staffed by 25 people who do noth-
ing but answer the phone for Choice.

Senator SULLIVAN. Well, remember, you said you were going to
get people

Dr. SHULKIN. OK——

Senator SULLIVAN [continuing]. In Alaska.

Dr. SHULKIN. So——

Senator SULLIVAN. One of the biggest problems that you saw was
people down in wherever the heck it was

Dr. SHULKIN. Absolutely. So——

Senator SULLIVAN [continuing]. Scheduling for Alaska. They did
not even know the——

Dr. SHULKIN. We have through TriWest a virtual call center only
answering for Alaska. I said to you I want people in Alaska sched-
uling and

Senator SULLIVAN. My team was told you guys are not doing
that.

Dr. SHULKIN. We are doing it, but it required a contract modifica-
tion to a Federal contract, which is a bigger deal than I knew when
I came into the government. We are committed to doing that. That
is going to be in place. The contract modification happened Novem-
ber 2, which is to embed staff in Alaska. That happened November
2. TriWest is now, now that that contract modification happened,
hiring staff. They believe they will be in place in 6 weeks.

Second, the VA Alaska staff have taken their own people and
now assigned them to be Choice people in Kenai, in Anchorage, and
in Fairbanks. They have VA Alaska staff that are there helping
veterans every day get through the Choice Program. This is the
band-aids, but it is being done now to help veterans. We are not
walking back on this plan. It is taking longer than you or I want,
and you are right to be impatient.

Senator SULLIVAN. Mr. Chairman, if I may, I think the Alaska
plan, what you are trying to do, has implications not only, of
course, for my State, but nationally

Dr. SHULKIN. Yes.

Senator SULLIVAN. I think that you saw the problems. You came
up with a plan, supposedly, to fix it. Now we are being told by your
staff that they are going to work on the national issues before they
get to Alaska. The whole point, according to our 3 days spent
together——

Dr. SHULKIN. Yeah.
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Senator SULLIVAN [continuing]. Going throughout the State was
to fix this, look at it as a template—many of the Choice Act
changes were templates from Alaska anyway—and then try to use
the lessons that you do fixing the Choice Act in Alaska for the na-
tional approach. Now you are talking national

Dr. SHULKIN. Yeah.

Senator SULLIVAN [continuing]. And you are telling me, wait—
your staff is—wait for the national to be fixed and then we will get
to Alaska. That is exactly the opposite of what you committed to
me on.

Dr. SHULKIN. No. No. I do not want any of my staff to believe
that Alaska is not a priority and that we are not going to do it.
We have embedded staff one place prior to Alaska, and it is already
happening in New Orleans, but it was because you started it in
Alaska. It got implemented sooner in New Orleans. We are waiting
to hire the staff now that the contract mod is done and it will be
in place.

We are going to do this in Alaska, and you are right, other places
around the country have said, we want that, and we have started
the discussions in other places. But the only one that is actually
ahead of you is New Orleans right now.

Senator SULLIVAN. Well, Mr. Chairman, if I can get a commit-
ment from you, you, Mr. Secretary, on continuing to work with my
team to implement what you have already committed to me—we
cannot wait

Dr. SHULKIN. Absolutely.

Senator SULLIVAN [continuing]. The idea of you guys pushing
this back—remember, the commitment was right here——

Dr. SHULKIN. Absolutely.

Senator SULLIVAN [continuing]. In November, it was all going to
be done. It is not done.

Dr. SHULKIN. Yes. I know the Deputy Secretary and I have spo-
ken about this. He is committed to it. The Secretary is committed
to it. He was also in Alaska, as you remember. He absolutely un-
derstands what you are talking about. You have never deviated
from this. We are not deviating from it. It is taking longer, but that
is why our staff in Alaska are doing what they can to help veterans
right now. It is not enough and we are still hearing the comments
and we are going to stick with it. I do not want to be giving ex-
cuses. I only want to fix the problem in Alaska and we are going
to stick at it.

Senator SULLIVAN. OK. All right. Thank you.

Thank you, Mr. Chairman.

Chairman ISAKSON. I just want to observe that this kind of dia-
log is exactly what this Committee is for, for us to work with the
administration and with the Department to come together and
solve solutions in Alaska, Montana, Georgia, and Washington
State. I appreciate your active engagement and I appreciate your
attention to it. I think we had it on the Kansas issue earlier and
the Alaska issue now. I think we found some meaningful common
ground on what we need to do better and we want to help you be
able to do that.

I am going to recognize Senator Tester in 1 second and then Sen-
ator Tillis, but I am going to have to leave for about 20 minutes.
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I am going to relinquish the gavel to the Senator from Kansas,
Senator Moran, and then I will return later on. I just want to make
you aware of that.

Senator Tester.

HON. JON TESTER, U.S. SENATOR FROM MONTANA

Senator TESTER. Thank you, Mr. Chairman, and I want to thank
all of you for being here today.

The proposal gets implemented, and this, I guess, is for you, Dep-
uty Secretary Gibson. Do you see an increase in the overall ratio
of veterans being referred to non-VA care?

Mr. GiBSON. I think it is highly likely that there will be. I think
we are going to see, from looking at where we are right this in-
stant, you know, we saw a disproportionate increase in care in the
community in 2015

Senator TESTER. OK.

Mr. GIBSON [continuing]. And I think we are going to see a dis-
proportionate increase during 2016, as well.

Senator TESTER. Do you anticipate this is going to, because we
do not talk about money enough, I do not think, in this Committee,
but do you think this is going to end up costing more than if the
VA provided it?

Mr. GiBsON. That is where I was alluding earlier to, to another
context for make versus buy decisions. I think we have to get to
the point where we are looking with a business eye about those
make versus buy decisions for care in different markets and dif-
ferent situations. We need to look for where we can buy it, where
we can get quality care at better value. Then we need to look really
hard at buying it in the community as opposed to delivering it our-
selves, make more efficient use of the space and the resources to
deliver care that we cannot buy in the marketplace.

Senator TESTER. I will ask it this way. Overall, once the program
is implemented, do you anticipate it costing, after you do your
metrics, do you anticipate it costing more money for the veterans
you serve per veteran, or the same, or less?

Mr. GiBsSON. I would like to think that it would be less per vet-
eran.

Senator TESTER. Is that the way it is today?

Mr. GIBSON. I need to rephrase that

Senator TESTER. Yeah.

Mr. GIBSON [continuing]. Because part of what we are already
seeing as we improve access to care and make the care experience
better is more veterans are coming to us for more care.

Senator TESTER. Yes.

Mr. GIBSON. The bigger part of that is veterans that were al-
ready coming to us for care are using us for more care.

Senator TESTER. Yes. Right.

Mr. GIBSON. I cannot really say that per veteran, but I get the
point that you are making.

Senator TESTER. Yeah.

Mr. GiBsoN. If we do not become more productive——

Senator TESTER. Yes.

Mr. GIBSON [continuing]. Through all of this, then I would say
that we have not succeeded.
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Senator TESTER. I am going to go to another point, and I have
a very similar circumstance as Senator Moran talked about in Kan-
sas, where we have got CBOCs with no doctors. I think that what
appealed to me about Choice is in those areas where they did not
have access to VA health care, they could get access. It could actu-
ally save the VA some money because of the mileage difference.

All that being said, I am a big fan of VA health care. I think that
what I hear from veterans in Montana regularly under your guys’
watch, and it faltered for a while, but under your guys’ watch, is
you do a pretty damn good job.

The question I have for you is that we are building capacity in
the private sector. Are we going to continue to build capacity with-
in the VA, and how are you going to make those determinations
of where capacity needs to be built in the VA and where you are
just going to outsource it to the private sector?

Mr. GiBsoN. I think a big part of that has to do with where we
have critical mass. Where we have a critical mass of veterans to
serve

Senator TESTER. Yes.

Mr. GIBSON [continuing]. Our analysis shows that we can deliver
better care at better value——

Senator TESTER. Yes.

Mr. GIBSON [continuing]. Then we should be building infrastruc-
ture to deliver that care. Where we cannot justify

Senator TESTER. Within the VA?

Mr. GiBsON. Within the VA. But where we cannot justify that
business decision, we need to be outsourcing.

Senator TESTER. That is solid. Just one more thing that follows
up with that. In another year, you guys are going to probably be
gone. It will be a new administration. I hope not. I hope you all
stay, but you are probably going to be gone. Are you laying out a
process so that whoever takes your place, assuming that you are
not brought back, that the transition would be seamless and the
justification—keep going.

Mr. GIBSON. We are absolutely looking at ways that we can insti-
tutionalize what we are talking about doing here——

Senator TESTER. That is a good word.

Mr. GIBSON [continuing]. And I would say that one of the impor-
tant roles that this Committee can play——

Senator TESTER. Yeah.

Mr. GIBSON [continuing]. Is to be a source of continuity about
some of these operational concepts

Senator TESTER. I think you are right.

Mr. GIBSON [continuing]. As we bridge across administrations.

Senator TESTER. You have six or seven different outsourcing pro-
grams out there. One of them is Project ARCH, which has been
pretty successful in Montana; had a few hiccups, but not bad. Can
you just give me a quick word on how that transitions for those
folks once this plan is in place?

Dr. YEHIA. You are right. Project ARCH has been very successful.
In fact, we took a lot of lessons from Project ARCH as we built this
plan.

Senator TESTER. Sure.
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Dr. YEHIA. There are a lot of lessons about preserving veterans’
choice. The whole episode of care came from ARCH. A lot of lessons
learned about how to work with community providers, how to make
sure there is a direct connection between VA and community pro-
viders, and then also from the business side——

Senator TESTER. Yes.

Dr. YEHIA [continuing]. Of really having one pot of money for
care.

Senator TESTER. Sure.

Dr. YEHIA. I think what we tried to do in the plan is create these
eligibility criteria that focus into these three big buckets. One is ge-
ography, one is wait time, and one is availability of services.

Senator TESTER. Yes.

Dr. YEHIA. For the most part, a lot of the veterans that are cur-
rently using Project ARCH will be able to continue to use commu-
nity care through one of those three mechanisms. There may be
some folks that would have to change providers. In those cir-
cumstances, we want to create a transition plan so we can make
sure that there is a warm handoff as needed.

Senator TESTER. OK. That is good. What I just want to point out
is actually the Kansas example, and that is if you do not have peo-
ple on the ground that know what you guys want, it is not going
to happen. I hope that communication filters all the way through
middle management to the ground, because you have some great
folks on the ground.

The last thing, if I might, Mr. Chairman, the last thing I am
going to say is that we had a scheduling hearing here a month or
two ago, on scheduling within the VA. They said they are working
on it. They said the VA is working on a new scheduling program,
is that correct?

Mr. GIBSON. Yes, we are.

Senator TESTER. How much is that baby going to cost?

Mr. GiBSON. In fact, there are two or three efforts underway.
There are some apps. We are actually going to be able, within
about 6 months, maybe less, we are going to be able to provide vet-
erans the ability to schedule an appointment for primary care,
mental health care.

Senator TESTER. OK. And that was an off-the-shelf program?

Mr. GiBSON. Through a mobile app. This one was developed in-
side VA.

Senator TESTER. OK.

Mr. GIBSON. The other thing—the second leg of this effort is
what we call VSE, Vista Scheduling Enhancement

Senator TESTER. Yeah.

Mr. GIBSON [continuing]. Where we have taken and modified—
they actually put a graphical user interface on top of——

Senator TESTER. Right.

Mr. GIBSON [continuing]. The old 1980s-era scheduling sys-
tem——

Senator TESTER. Yeah.

Mr. GIBSON [continuing]. So that it actually looks like a 21st cen-
tury app and works like one——

Senator TESTER. OK. So——
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Mr. GIBSON [continuing]. And that is happening within the next
6 months or so. The longer-term scheduling process is this com-
prehensive replacement, and we are going to do that in a very de-
liberate kind of way, because we are about to deliver the field a
substantial improvement in scheduling functionality. Folks in the
field that have seen this thing working are awestruck. They cannot
believe that we have something like that coming that soon.

Senator TESTER. That is the comprehensive one.

Mr. GIBSON. No, this is Vista Scheduling Enhancement——

Senator TESTER. OK. So

Mr. GIBSON [continuing]. With the graphical user interface.

Senator TESTER. Let me just ask you this

Mr. GIBSON. Sure.

Senator TESTER [continuing]. Because the last—and good people
at the panel, but did not give me much hope—they said that if I
am a veteran and I schedule at the VA and it is the first of Decem-
ber and I schedule on the 20th and I get in on the 20th, there is
no wait time. But, if that appointment was delayed until the 25th
of December, that is a 5-day wait time. That is how it is valued.
Is that going to change, because that is not real.

Mr. GIBSON. Let me tell you what is real. We want appointment
scheduling to be either clinically relevant or we want it relevant to
the desires of the veteran. When you measure from what you are
describing as the create date——

Senator TESTER. Yeah.

Mr. GiBsON. If I am seeing my doctor for a chronic condition and
he says, I want to see you back in 90 days——

Senator TESTER. Yeah.

Mr. GIBSON [continuing]. And we schedule an appointment in 90
days, did I wait 90 days for that appointment? It was scheduled co-
incident with the clinically indicated date. If I call in and I say, I
need to come see the doctor, see the dermatologist, but I am going
to be traveling for the next 3 weeks, when can I get in after that,
and we schedule that veteran in 24 days, what is my wait time?
Did I wait 24 days for that appointment?

What we are trying to do here is make it either clinically rel-
evant or relevant to when the veteran wanted to be seen. That is
where we measure the wait time gap from. There is no relevance
versus the create date. The large majority of our appointments are
“return to clinic” appointments, and if you were looking at wait
time data, you would see all kinds of examples of people waiting
120 days, or people waiting 60 days, or people waiting 6 months,
180 days, for an appointment, when, in fact, that is exactly when
they were supposed to come in and be seen.

Senator TESTER. You are right, except for the fact that—I am
sorry, Mr. Chairman, I went down this road—but how the hell do
we measure wait times, because if I am a veteran—look——

Mr. GiBSON. When do you want to be seen?

Senator TESTER. I took my granddaughter to the emergency room
the other day. Everything worked out fine. I spent 5 hours in that
emergency room. They looked at her for maybe 20 minutes of that
5 hours. I still spent 5 hours in the emergency room.

Mr. GiBSON. Right.
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Senator TESTER. When that person sets up an appointment, how
are we to know which is which? That person has a pain in his
heart and needs to get in today and was put off for 3 days, you are
right, it is more critical. But how are we going to know as an over-
sight committee what is going on, because, quite frankly, why this
is important, and I do not mean to be critical, but why this is im-
portant is we had a real bad hearing here on Phoenix VA a few
years ago. It was a horrible hearing. So, how are we going to know
the metrics? That is all. You can get back to me on that, because
Senator Tillis wants to ask some questions, too. But, the question
becomes, how do we do any oversight? I hear you. I understand.
How do you get oversight on that?

Mr. GiBSON. We publish that data. We publish that data every
2 weeks.

Senator TESTER. We will take this up offline. I mean, the truth
is that it does not work so well. Thanks.

Thank you, Mr. Chairman. I appreciate the flexibility.

Senator MORAN [presiding]. Thank you, Senator Tester.

Senator Tillis.

HON. THOM TILLIS, U.S. SENATOR FROM
NORTH CAROLINA

Senator TILLIS. Senator Tester, I never get tired of hearing your
questions.

Senator MORAN. You have not been here long enough.
[Laughter.]

Senator TILLIS. I want to shift gears to get back to and really tap
on what Senator Tester was getting at earlier in terms of institu-
tionalizing this so that we are not all of a sudden restarting in
2017. You all have said a couple of things that give me hope and
a couple of things that give me concern, and I am coming at this
from the perspective of a systems person that has helped large
companies de-complex their environment.

I like the idea of a graphic user. I use this as an example of
where, on the one hand, it is a good short-term fix. On the other
hand, it adds another layer of complexity. I have implemented
those systems. We used to call them lipstick on a pig. What you
have done is you have implemented something that makes it easi-
er. In the process of doing that, you probably not only aggregated
data from other systems, you probably added data, which adds an-
other layer of complexity when you finally get to the ultimate task
of replacing it. We have to be very careful not to go after some
short-term priorities that may be voiced from us or others at the
expense of creating a long-term, sustainable, economically viable
fix. I would think that you all would agree with that. I would be
fascinated if any of you did not.

Mr. GIBSON. We agree wholeheartedly with you.

Senator TILLIS. Yes. Now, one thing that I think we need to do,
I sometimes think that we need to have hearings here where the
only thing that is at the witness stand is a really big plate glass
mirror, because a part of what you need to do—the CIO, Ms. Coun-
cil, is top notch. She has great experience, great relevant experi-
ence with the job that she has been assigned.
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What you need to do as you go through these buy-versus-build
decisions is make absolutely certain that you are buying what cre-
ates a best practice and not necessarily creating a “frankensystem,”
where you start out with a buy, it looks great, but then you will
say, this Congressional mandate requires this sort of reporting or
this other analytics capture. This Congressional mandate or this
special project as requested by some Senator requires so many
variants that by the time you get finished, what you bought bears
no resemblance to the baseline project that you want to maintain.

Mr. GIBSON. That is right.

Senator TILLIS. We had a hearing here a couple of months ago
where Senator Brown and I have moved a bill that is going to pro-
vide a benefit—I think, Deputy Secretary Gibson, you were at that
hearing, where I said it is a shame that a benefit that over 10
years will equate to about $6.2 million is going to require $5.1 mil-
lion in systems changes before you can start providing the benefit.

Sooner or later, we need to make sure that you all can come
back. I want to associate myself with the comments made by most
of the Members, and I share the frustration of Senator Sullivan. I
am not going to get into the episodic issues with Fayetteville or
anything else in this hearing. That is why we will have conversa-
tions outside of the hearing. But at some point, there needs to be
a cost associated with a shift of priorities——

Mr. GIBSON. Yes.

Senator TILLIS [continuing]. That comes from the directions you
are receiving from this Committee. I will take at face value that
the value provided to the States that you are prioritizing, like Sen-
ator Sullivan’s, is worth it over the distraction and diversion of re-
sources. But we have to start getting very serious and have every-
one understand what the distraction possibly costs us in terms of
shortening the time to benefit for the overall transformation.

We also need you all very quickly to be able to articulate in a
way that we can understand with the time limits that we have in
the VA Committee why what I may be asking you to do may move
us further to the right in getting the transformation done. The way
you are going to do that is to create a plan that we can commu-
nicate before this Committee on a state-by-state basis what the
footprint looks like, what is the mix of VA/non-VA Choice, what is
the timeline to benefit, what are the things that we can expect on
a fairly immediate basis, so that each one of us can feel like we
have that information and then we can determine whether or not
it needs to be juggled or whether or not it is appropriate. We have
not had that, and I think that is one of the reasons why we get
more to the episodic discussions that we have in a lot of these
hearings.

I would encourage you very quickly, the list of legislative changes
that you mentioned for the $400 million program, to me, it is a bit
disturbing that we are going to have to spend $300 million on a
portal because these portals are fairly well established. I know that
we have got a hairball of systems that we have to connect them to,
and that is where most of the costs come from. It is not the Web
site. I get that.

Mr. GiBsoN. It is. It is.
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Senator TILLIS. It is disturbing to me that, again, if we do these
short-term things, we are adding complexity and time to the long-
term integrated solution. We have to reach a point to where, like
all large-scale transformations, there has to be a freeze except for
emergencies so that you can start getting to work on what we are
all wanting here sooner rather than later.

I think you need to go back and you need to take a more critical
look at the things that you are having to accept as a given that
Congress has mandated that you believe no longer have a place in
the transformed VA, and it needs to go far beyond what you have
probably thought about in terms of the enabling legislation for this
particular program. If you do not do that, then you are building the
transformed system on outdated policies that may or may not have
ever been appropriate. They just happened to get through Congress
and you happen to have to live up to them because they have been
mandated to you.

I am not going to get into a lot of questions except to say the rea-
son that I continue to have this sort of flavor to my discussion is
that I want to help you establish a plan that transcends your ten-
ure and your positions, that continues to show progress as we get
another President. I want to be an advocate for that. But it has to
be articulated, and then we have to have people in the VA that will
put the mirror back on us and say, you are asking me to do some-
thing tc%lat is shifting me away from the other thing you have asked
me to do.

Now, if we do that and you put the mirror in, it is our problem.
If we make a request and you do not reflect back on us, it is your
problem. And I want to make this our problem so that we can help
facilitate the transformation.

The last things that I will just mention, and we can speak, first
off, I appreciate the Secretary and his staff for the update on Camp
Lejeune. I am looking forward to getting the additional information
I requested in a letter today, but thank you for that progress. It
is important.

I also want to reinforce what Senator Murray said. Any time I
have heard it brought up—I have spoken with hundreds—probably
at this point been in the presence of thousands of veterans over the
last 11 months since I have been Senator. I have yet to hear a sin-
gle veteran who has received care from the VA say that they want
purely a private choice. They want the optimum mix. They want
veterans serving veterans. We want the best possible health care.
We know we have world class practices out there. We want to
make sure that the people who come to us and say, privatize it all,
they almost all have one thing in common. They are not a veteran.

I want to listen to the veterans’ voices and make sure that we
do a better job of providing the best care for them, which includes
Choice, it includes non-VA, and it includes it in different propor-
tions based on the State. There are seven States who have one of
the highest per capita ratios of veterans per population. I have a
State that has more veterans than those seven States have total
people. We all have unique needs and we need to solve them.

I hope that you all will go back and come back with a longer list
of things, saying a part of the complexity in making the buy deci-
sion is because you have told me to do things that are not best
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practice and are not necessary for me to produce the best clinical
outcomes. Please, relieve me of this burden. If you start doing that,
your job is going to be a lot simpler and what we do for the vet-
erans is going to be a lot better.

Thank you.

Mr. GiBsoN. If I may, just 15 seconds

Senator MORAN. Mr. Secretary.

Mr. GIBSON. I cannot tell you how much I appreciate that per-
spective, the willingness. I like to think that Secretary McDonald
and I have done more of that kind of challenging over the last year
and one-half or so than has been done in a long time, but what you
are describing is a real paradigm shift for the Department, which
is an extraordinary opportunity. We will do our best to seize it.

Senator MORAN. Senator Tillis, thank you for your commentary
and analysis, very valuable.

In the absence of the Chairman, there is no second round, but
I have a question, and it is a question that follows, in fact, a ques-
tion that you asked, I think, Secretary Gibson, of me. As I under-
stand it, my take-away from this hearing as far as the Choice Act
is that it no longer matters if you live within 40 miles of a facility
that does not provide the service that you need. You qualify to have
services at home.

Mr. GiBsoN. No.

Dr. SHULKIN. No.

Senator MORAN. No? I thought that is what you said in response
to Chairman Isakson.

Mr. GiBsoN. No.

Senator MORAN. If you live within 25 miles of a CBOC, it does
not provide the service you need, what happens?

Dr. YEHIA. OK, it has to be 25 miles from a facility or a CBOC
that actually has a primary that provides primary care and mental
health care, so not the one-off facility that only has one doctor or
1 day a week or something. If it is 25 miles from that, you do not
qualify under the geography criteria to access care in the commu-
nity. However, you might have a wait time for cardiology and you
can access community care that way, or that CBOC may not refer
folks to the local medical center for neurosurgery or CT surgery
and all those services are provided in the community.

I think a lot of times people get fixated on the geography. There
is more than one way that people can access community care, and
some of that is through wait times and some of that is through
they just do not offer that service at that local referral pattern for
the medical center and the CBOC and it is always provided in the
community.

Senator MORAN. Veterans who live closer than 40 miles to a
CBOC that has a full-time physician have a different standard
than those who live further than 40 miles, is that true?

Mr. GiBsoN. That is correct.

Senator MORAN. All right. The veteran who lives 25 miles from
the CBOC that has a full-time physician, who needs his eyeglasses
adjusted, needs to see an optometrist, there is no optics available
at the CBOC, would be told to travel the 200 miles to Wichita?

Mr. GiBsoN. That is what we have described in here as the na-
ture of the service, what I read to the Chairman. You know, that
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in the past, I think that is exactly what would oftentimes happen,
and what we are saying is we do not want that to happen. It makes
absolutely no sense for us to have a veteran go drive 200 miles to
get his eyes checked. That is the kind of care that we should be
referring into the community under Choice.

But, to be very clear, and I think you realize this, if the aperture
is open all the way to 40 miles from where you can get the care,
the cost goes through the roof and we simply do not have the re-
sources to be able to deliver that. So, that is why we are trying to
do this in a very deliberate kind of fashion.

Senator MORAN. Your plan described to us today is intended to
resolve those kind of issues, no?

Dr. YEHIA. The way that it resolves those issues is that it allows
a local provider, physician, and the veteran to make that deter-
mination. We have the national criteria of geography, wait time,
and availability of services, but there is this one thing that was
passed by the Hill, the unusual and excess burden that allows nu-
ance, which is what we need. When I see patients and I determine
that physical therapy is needed, you should not be driving 200
miles to get PT after you just had a knee replacement, we can actu-
ally make that decision together and they can access community
care.

Senator MORAN. Do you make that decision in the

Dr. YEHIA. In the office.

Senator MORAN [continuing]. Together today, regardless of what
happens with your plan for the future? That is already available
to that veteran

Mr. GIBSON. It is now, based upon what we put in place effective
yesterday.

Dr. YEHIA. Yesterday.

Senator MORAN. Yesterday, OK. Today is a new day.

Mr. GIBSON. It is a new day, yes.

Dr. YEHIA. It is.

Senator MORAN. Many of the concerns and complaints that I
have raised over a long period of time, in your view, are resolved
by what happened yesterday at the VA? You asked me where do
I get my concern. Emporia should not qualify, but it does. My con-
cern comes from casework. What you heard around the table is
people bringing us issues, including the veteran who lives 25 miles
from the CBOC who cannot get his eyeglasses adjusted because
they do not do that, was told to go 200 miles to Wichita, which is
kind of the norm of how we relate to veterans.

I checked with my staff. Just this week, we have had ten new
cases in Kansas related to the Choice Act and the distance nec-
essary to travel. It is an ongoing——

Mr. GiBSON. Would you share those with us so that we can do
a deep dive to understand where we can help identify the defects
in the system, to understand where things are not working——

Senator MORAN. Great.

Mr. GiBsON. That would be hugely helpful.

Dr. YEHIA. If I can add one other thing please? Some of the $421
million that we are requesting has to do with communication, edu-
cation, and training. There is a big chunk of that—we did not talk
about that today. But, I think what you are experiencing and what
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we are getting to is that if that information flow does not occur at
every level in the organization, there is a problem. So, that is some
of the costs associated with the plan, to improve those communica-
tion channels.

Senator MORAN. Thank you very much. My understanding, which
I have asked for this kind of information previously, and have
learned it now exists; there is something called an abandonment
rate, that was described to me as those who apply for Choice and
conclude it is not worth it. Those you perhaps reached out to who
actually make a request to use Choice and conclude to walk away.
That could be a good thing, because they want to use the VA in
its traditional ways. It could be a bad thing, because they hit the
brick wall, they hit the bureaucracy. I would like to know the aban-
donment rate. I understand that is a number you keep.

I have no standing to deny, Senator, another question.

Senator BLUMENTHAL. Thank you, Chairman Moran.

The care in community and generally non-VA medical services
involve payments and there have been various efforts over the
years to make sure that those payments are validly made. The VA
authorized a Recovery Audit Program in the 112th Congress, I be-
lieve, and the Inspector General, as you well know, recently found,
I believe, $311 million for fiscal year 2014 in, in quotes, “improper
payments” for the Non-VA Medical Care Program. I would like to
know what progress there has been made in the Audit Program,
the Recovery Audit Program. My understanding is there is a re-
quest for proposal or that the program is in the works. Could you
update me?

Mr. GiBSON. This Recovery Audit Program, I am not immediately
familiar with. I am familiar with the efforts that we are doing to
expedite and improve the processes around prompt payment. I
know that some of the payments that were identified as improper
payments associated with care in the community had to do with
the fact that they were done under individual authorizations in-
stead of being done under provider agreements, which is one of the
reasons we are anxious to have provider agreement authority.

We will get you some information on the recovery effort, because
I am not conversant on that at all.

Senator BLUMENTHAL. I would appreciate if you gave me what-
ever information that you can, hopefully in the next very near
future.

Mr. GiBsoN. We will do that. Yes, sir.

Senator BLUMENTHAL. Thank you.

Senator MORAN. Senator Tillis.

Senator TILLIS. This time, I will not give a speech. It has actually
gone from 50,000-foot to the ground level. Dr. Yehia, you men-
tioned when we were talking about for doctors who may go into the
Choice Program that if they are already certified to provide Medi-
care or Medicaid coverage, that you provide that doctor a provider
agreement to allow them to actually provide VA care. What is that
provider agreement like?

Dr. YEHIA. The way that it works right now is we have these con-
tractors, HealthNet and TriWest. They are the ones that actually
contract or work with the providers. The provider agreement is,
like, two pages. It is actually a very simple process. So, if a veteran
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wants to, like I was describing, see someone in Fayetteville, NC,
and they are not part of the network, it is the responsibility of our
contractor to reach out to that provider, give him that agreement,
have him sign it, and then join the network.

Senator TrILLIS. It is not a 2-page agreement with 75
attachments?

Dr. YEHIA. No.

Senator TILLIS. It is a 2-page agreement.

Dr. YEHIA. Yeah. It is a simple agreement that has issues that
relate to credentialing, et cetera, the ability to share medical infor-
mation, things like that.

Senator TILLIS. Do you have any idea what the acceptance or re-
jection rates are on these provider agreements?

Dr. YEHIA. I do not know.

Dr. SHULKIN. Very low.

Senator TILLIS. Very low?

Dr. SHULKIN. Yeah.

Senator TILLIS. OK. Do you have any information on how well we
are doing with reimbursements for people who come under that
versus a Medicare or Medicaid provider in terms of timeline to re-
imbursement, those sorts of things?

Dr. SHULKIN. Yes. In the Choice Program, through our contrac-
tors, they are close to 100 percent payment within 30 days. In the
direct payment from VA, not through our TPAs, we are at 79 per-
cent payment within 30 days, working on an upward trend to get
that much better.

Senator TILLIS. OK. Then, the real question is, is the 79 percent
relatively simple care versus more complex care so that you get an
idea of the dollars outstanding, not just the

Dr. SHULKIN. No. Our care in the community can be very com-
plex care, as well, and

Senator TILLIS. That is what I was referring to.

Dr. SHULKIN. Yeah.

Senator TiLLIS. Is there any potential 80/20 rule, where 80 per-
cent of the—or the 21 percent that is outstanding more than 30
days is 80 percent of all the dollars outstanding? I am just curious.

Dr. YEHIA. The common metric that is used is they differentiate
claims into what is called clean claims, claims that have all the in-
formation there, and then claims that are not clean claims. They
do not really distinguish them by clinical criteria

Senator TILLIS. OK.

Dr. YEHIA [continuing]. Like whether they were more complex or
not.

Senator TILLIS. For the most part, if I go out and talk to pro-
viders who are getting into Choice, they are no longer telling me
it is very, very difficult to do and they are not getting paid on a
timely basis.

Dr. SHULKIN. Providers sometimes do not differentiate choice
from VA, so you are going to hear both things. They should be get-
ting their payments 100 percent of the time within 30 days through
Choice

Senator TIiLLIS. OK, and that is because——

Dr. SHULKIN [continuing]. But
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Senator TILLIS [continuing]. It could be a non-VA provider by
contract and a Choice provider by episode.

Dr. SHULKIN. Right.

Senator TILLIS. I got you.

Dr. YEHIA. Exactly.

Senator TILLIS. OK. Thank you, Mr. Chair.

Senator MORAN. You are welcome.

Gentlemen, thank you very much. Secretary Gibson and Sec-
retary Shulkin, Doctor, Mr. Dalpiaz, thank you.

I ask the next panel to join us at the table. We should be joined
by Mr. Roscoe Butler, the Deputy Director of the National Veterans
Affairs and Rehabilitation Division of The American Legion; Mr.
Darin Selnick, Senior Veterans Affairs Advisor for Concerned Vet-
erans of America; Mr. Bill Rausch, Political Director for Iraq and
Afghanistan Veterans of America; Mr. Raymond Kelley, Director of
National Legislative Services of the Veterans of Foreign Wars.

Senator BLUMENTHAL. While you are taking your seats, I want
to apologize that I have another commitment. I did not realize that
this hearing would last as long as it has, and so I may have to de-
part before you are done with your testimony. If that happens, I
apologize and I will leave the hearing in your hands, Mr.
Chairman.

Senator MORAN. You have no alternative. Thank you, Senator
Blumenthal.

We will now welcome the second panel.

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. JOHNNY ISAKSON TO
THE U.S. DEPARTMENT OF VETERANS AFFAIRS

Question 1. In the plan you drafted, the Veterans Health Administration (VHA)
would create a tiered network of providers with the Core Network comprised of
VHA’s Federal partners and academic affiliates. As it is structured, if VHA can’t
provide the care or if the veteran is 40 miles from their primary care provider, vet-
erans would be sent to the core network first and the preferred private sector pro-
viders would comprise the second tier of care. Currently, the care provided by VHA’s
Federal partners and academic affiliates is not for all types of care.

a. Would the Core Network be used for both primary and specialty care?

Response. Yes, the Core Network would be used for both primary and specialty
care. These relationships with Core partners align with VA’s mission, vision, and
strategies, as well as those of VA’s Federal partners.

b. Would veterans first and only choice to receive care be from the Core Network
and only be referred to the Preferred Provider Network in limited circumstances?

Response. The Core Network is critical to VA’s mission, vision, and strategies;
therefore, the role of the Core Network providers will be similar to its role now. The
Core Network providers will be utilized first. If there is not an available provider
within the Core Network based on eligibility criteria (e.g., location and wait-times),
Veterans will be able to choose a provider from the external network. By estab-
lishing the tiered networks, Veterans will have a greater understanding of available
community providers, allowing Veterans to make informed decisions based on public
information.

c. Did you consider creating two choices for care in the community, as originally
intended by the original Veterans Choice Program, within which veterans could
choose VA’s Federal partners and academic affiliates or private sector providers?

Response. VA’s ultimate goal is to develop a consolidated community care program
with an established single set of eligibility criteria and streamlined business proc-
esses to reduce confusion and improve the experience of Veterans, community pro-
viders, and VA employees. Creating two choices would not align with the overall in-
tent to establish a consolidated community care program with a single set of eligi-
bility criteria.
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d. Did you consider using the Department of Defense’s TRICARE contract to pro-
vide care in the community to veterans? If so, please provide a detailed explanation
as to why using TRICARE contract was dismissed.

Response. Yes, VA did consider using the Department of Defense’s (DOD)
TRICARE contract; however, the current TRICARE network is not robust enough
to meet the demand. The current contract is focused only in 60+ geographic loca-
tions, which would not provide adequate coverage in rural areas and other locations
across the country. As VA conducts critical analyses for developing a high-per-
forming network, VA will continue to engage DOD to discuss potential areas of op-
portunity to extend VA’s reach by leveraging the TRICARE network.

Question 2. Currently, VHA has a number of local agreements with the Depart-
ment of Defense medical treatment facilities (MTF) to provide care to veterans. VHA
has indicated that the VHA intends standardize care for veterans at MTF's through
a national agreement or memorandum of understanding with DOD. Core Team Cur-
rently, VHA has a number of local agreements with the Department of Defense
medical treatment facilities (MTF) to provide care to veterans. VHA has indicated
that the VHA intends standardize care for veterans at MTFs through a national
agreement or memorandum of understanding with DOD.

a. Is the intention of a national MOU to provide both primary care and specialty
care at MTFs?

Response. Yes, the current intent is to develop a national sharing agreement or
Memorandum of Understanding (MOU) with DOD to provide both primary care and
specialty care. By developing a standard sharing agreement or MOU, VA will in-
crease visibility into provider locations and improve VA’s understanding of supply
and demand imbalances.

b. In providing care at MTF’s, how will the national agreement ensure that the
MTF’s can handle the increased patient workload?

Response. By establishing a national sharing agreement or MOU with DOD, VA
will increase visibility into supply and demand at DOD facilities. By establishing
provider networks, VA will be able to identify and address patient workload, capac-
ity needs, and changes in demand more quickly through robust network analytics.

Question 3. Currently, the Non-VA Care Coordination Office handles referrals to
community providers and a large part of the plan discusses care coordination. In
discussing alignment with MyVA, the plan states that “the five priorities of MyVA
align directly with the components of the new VCP.” In addition, the plan also re-
fers to a referral coordinator position to assist veterans access community care and
dedicated customer service representatives.

a. What specific role will the non-VA Care Coordination Office have under this
new plan?

Response. Care coordination is essential to a high performing network. As the
plan becomes more defined, the specific activities of the care coordination office will
identified. However, the role is expected to be similar to its current role of coordi-
nating care in the community for Veterans.

b. What role with MyVA have in this plan?

Response. The five priorities of MyVA align directly with the components of the
New Veteran Choice Program (VCP). As outlined in the report, VA plans to improve
the Veteran’s experience by empowering employees to deliver excellent customer
service through establishing a single, consolidated community care program and
streamlining current processes.

c. Will the dedicated customer service representatives and referral coordinators be
new Full-time Employees (FTE) or a shift of existing FTE to new positions?

Response. VA plans to shift existing FTE into the dedicated customer service rep-
resentative and referral coordinator positions where skill-sets align with the job de-
scriptions and requirements. However, in circumstances where the skill-sets, job de-
scriptions, and requirements do not align, VA may repurpose existing vacancies
through attrition to these specific positions or there may be a need for additional
FTE.

d. Please describe in detail the duties of the referral coordinators and the cus-
tomer service representatives.

Response. VA is currently developing referral coordinator and customer service
representative job descriptions and duties.

Question 4. VA has had numerous issues implementing Information Technology
systems over the years and continues to struggle with interoperability of electronic
health records with the Department of Defense. The plan calls for the creation of
a “portal” that will need to be interoperable with community providers. As VA eval-
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uates whether to make or buy this technology can you describe how you will engage
with industry and experts in software development to make this critical decision?

a. There will be other information technology issues in implementing the plan
that many would argue fall outside of the VA’s core competencies, call centers,
claims and payment systems, and information technology. What is VA’s plan for
outsourcing areas where outside resources and expertise can be utilized?

Response. During Phase 1 of the implementation plan, VA will conduct make/buy
analyses to determine where it makes sense for VA to utilize outside resources. VA’s
plan to outsource any IT services will be determined by the results of these assess-
ments.

b. Do you believe you have the necessary expertise to do the necessary make/buy
analyses?

Response. Yes, VA believes that through its own competencies and the expertise
of external consultants, VA will be capable of conducting these make/buy analyses.

Question 5. The independent integrated assessment of the Veterans Health Ad-
ministration required by Section 201 of the Veterans Access, Choice and Account-
ability Act of 2014 made four main recommendations regarding contract care. It rec-
ommended VA develop a stronger management structure for purchased care; that
VA establish an ongoing process for evaluating third-party administrator perform-
ance; and develop clear and consistent guidance on VHA authority to purchase care.
It also recommended that VA ensure contract care includes appropriate require-
ments for data sharing, quality of life care reporting, and care coordination. How-
ever, it appears that your plan, rather than address these recommendations, simply
builds architecture to bring more care inside VA where there has been difficulties
in meeting Veteran needs.

a. Please explain how your plan addresses the recommendations in the inde-
pendent assessment.

Response. The following table was provided in section 8.3 of the report.

Independent Assessment

Recommendation Description of Alignment to New VCP

Recommendation 1 GOVERNANCE: Align demand, resources, and authorities

Clarify and simplify the e The plan will consolidate existing authorities and mecha-
rules for purchased care nisms for delivering community care into a single program,
to provide the best value the New VCP, simplifying the process for Veterans, pro-
for patients. viders, and VA staff (Element 1: Single Program for non-De-

partment Care Delivery and Element 2: Patient Eligibility
Requirements).

Recommendation 2 OPERATIONS: Develop a patient-centered operations model that bal-
ances local autonomy with appropriate standardization and employs best practices for high-
quality health care

Fix substandard processes e The New VCP proposes revised processes for Authorizations
that impede the quality of (Element 3), Claims Management (Element 5), and Medical
care provided to the Vet- Records Management (Chapter 9).
eran. e Care coordination should improve health outcomes, prevent

gaps caused by transition of setting or time, and support a
positive and engaging patient experience (Introduction: Care
Coordination).

Recommendation 3 DATA and TOOLS: Develop and deploy a standardized and common set
of data and tools for transparency, learning, and evidence-based decision

Implement a single, inte- e The New VCP proposes medical records management to in-
grated set of system-wide crease electronic transfer of relevant medical records be-
tools centered on a com- tween VA, Core Network, including DOD, and community
mon EHR that is inter- providers, improving the consistency, simplicity, and timeli-
operable across VHA and ness of the information exchange (Element 9: Medical

with DOD and community Records Management).
provider systems.
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Independent Assessment
Recommendation

Description of Alignment to New VCP

Assessment A. Demographics

Prepare for a changing Vet-
eran landscape.

e The New VCP proposes approaches for High-Performing Net-
work Development, including analytics, that are adaptable
over time and can adjust to meet the needs of a changing
Veteran population, providing them with access to a tiered
network (Element 8: Plans to Use Current Non-Department
Provider Networks and Infrastructure).

Anticipate potential shifts
in the geographic dis-
tribution of Veterans, and
align VA facilities and
services to meet these
needs.

The New VCP will develop a high-performing network nim-
ble enough to adjust to shifts in the geographic distribution
of Veterans (Chapter 6: Plan to Develop Provider Eligibility
Requirements and Element 8: Plans to Use Current Non-De-
partment Provider Networks and Infrastructure).

Improve collection of data
on Veteran health care
utilization and reliance.

The authorization, medical records management, and claims
processes outlined in the New VCP support increased trans-
parency of data on health care utilization in the community
(Element 3: Authorizations, Element 5: Provider Reimburse-
ment Rate, and Element 9: Medical Records Management).
Data analytics will be used to improve health care outcomes
and personalize care delivery.

Assessment B. Health Care Capabilities

Consider alternative stand-
ards of timely access to
care.

e Shifting to a single community care program will give VA
greater flexibility in identifying and responding to access
issues (Element 1: Single Program for non-Department Care
Delivery).

VA proposes to identify core competencies and develop a
high-performing network in the future, which allows flexi-
bility to determine excessive burden and account for clinical
conditions (Introduction: The Future of VA Health Care).

Develop and implement
more sensitive standards
of geographic access to
care.

The development of a high-performing network for the New
VCP will allow VA to determine excessive burden for the ill
and elderly and establish more sensitive standards for geo-
graphic access to care while having confidence that those
standards can be met by the VA community network (Ele-
ment 1: Single Program for non Department Care Delivery).

Take significant steps to im-
prove access to VA care.

By establishing a single set of eligibility requirements, a
high-performing network, and a streamlined authorization
process, the New VCP aims to improve Veterans’ access to
care (Element 6: Provider Eligibility and Element 8: Infra-
structure).

Streamline programs for
providing access to pur-
chased care and use them
strategically to maximize
access.

The New VCP will consolidate existing purchased care mech-
anisms into a single program and set of processes that will
reduce confusion and improve access to care (Element 1: Sin-
gle Program for non-Department Care Delivery).
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Independent Assessment
Recommendation

Description of Alignment to New VCP

Systematically study oppor-
tunities to improve access
to high-quality care
through use of purchased
care.

e The New VCP will be designed using industry best practices
and will evolve over time to support access to high-quality
care provided at VA or in the community (Element 1: Single
Program for non-Department Care Delivery).

A tiered network will be developed to better serve Veterans,
support adequate coverage, and provide access to high-qual-
ity care (Element 8: Plans to Use Current Non Department
Provider Networks and Infrastructure).

Establish VA as a leader
and innovator in health
care redesign.

The New VCP will be designed using leading practices from
industry and will evolve to incorporate innovative delivery
and payment models (Chapter 1: Single Program for non-De-
partment Care Delivery).

The New VCP will be implemented using a system of sys-
tems approach that considers the interactive and inter-
dependent nature of internal and external factors to optimize
outcomes and experience for Veterans (Element 1: Single
Program for non-Department Care Delivery).

Assessment C. Care Authorities

VA and Congress should ar-
ticulate a clear strategy
governing the use of pur-
chased care.

e This report provides Congress with VA’s proposal for a clear
strategy and direction for community care, including re-
quired legislative authorities (Element 1: Single Program for
non-Department Care Delivery).

VA should collect better
data to accurately esti-
mate the demand for and
use of purchased care.

The New VCP proposes approaches for High-Performing Net-
work Development, including analytics, that are adaptable
over time and can adjust to meet the needs of a changing
Veteran population, providing them with access to a tiered
network (Element 8: Plans to Use Current Non-Department
Provider Networks and Infrastructure).

VA should develop a strong-
er program management
structure for purchased
care and allocate respon-
sibility and authority to
the most appropriate lev-
els.

VA will designate a new DUSH to establish national man-
agement of and accountability for community care and inte-
gration with VA provided care (Element 1: Single Program
for non-Department Care Delivery).

Similarly, at the local level, the New VCP will also stand-
ardize community care within facilities to support consistent
management (Element 1: Single Program for non Department
Care Delivery).

VA should develop clear,
consistent guidance and
training on its authority
to purchase care.

This report includes a transition plan with change manage-
ment and training necessary to streamline existing programs
and implement improved processes (Element 10: Transition
Plan).

VA purchased care con-
tracts should include re-
quirements for data shar-
ing, quality monitoring,
and care coordination.

By developing a High-Performance Network, VA plans to im-
plement standards that improve data sharing, monitoring,
and care coordination (Chapter 6: Plan to Develop Provider
Eligibility Requirements and Element 9 Medical Records
Management).

VA will identify top performers, measure provider produc-
tivity, and develop incentives such as value-based payments
(Element 6: Plan to Develop Provider Eligibility Require-
ments and Element 9 Medical Records Management).
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Independent Assessment
Recommendation

Description of Alignment to New VCP

VA and Congress should
adopt a consistent strat-
egy for setting reimburse-
ment rates across pur-
chased care initiatives.

e The New VCP proposes consistent reimbursement rates tied
to regional Medicare. Rates recommendations include excep-
tions for specific underserved geographic areas (e.g., Alaska,
Hawaii, Guam, Puerto Rico, American Samoa, and the Com-
monwealth of the Northern Marianna Islands); negotiated
rates for services not covered by Medicare rather than VA
paying billed charges (Element 5: Provider Reimbursement
Rates).

The New VCP will strengthen existing relationships with
DOD, IHS, Tribal, and FQHC partners (Element 5: Provider
Reimbursement Rates).

VA should consider adopt-
ing innovative, but tested,
ways to purchase care.

e Over time, the New VCP will evolve to include innovative
practices from industry for purchasing care, such as shifts to
bundled or value-based payments (Element 1: Single Pro-
gram for non-Department Care Delivery).

VA and Congress should
eliminate inconsistencies
in current authorities and
provide VHA with more
flexibility to implement a
purchased care strategy.

e The New VCP proposes to eliminate inconsistencies between
various purchased care mechanisms by establishment of a
single program (Element 1: Single Program for non Depart-
ment Care Delivery).

Assessment D. Access Standards

Care delivery sites should
continuously assess and
adjust the match between
the demand for services
and the organizational
tools, personnel, and over-
all capacity available to
meet the demand, includ-
ing the use of alternate
supply options, such as al-
ternate clinicians, tele-
medicine consults, patient
portals, and web-based in-
formation services and
protocols.

e The New VCP will be flexible to provide access to care
through a high-performing network as demand changes (Ele-
ment 8: Plans to Use Current Non-Department Provider Net-
works and Infrastructure).

e Services provided in the network will be complementary to
internal VA health care delivery (Element 8: Plans to Use
Current Non-Department Provider Networks and Infrastruc-
ture).

Assessment H. Health Information Technology

VA should explicitly identify
mobile applications as a
strategic enabler to in-
crease Veteran access and
satisfaction and help VHA
transition to a data-driv-
en health system.

e Enhancing the mobile apps portfolio to support the future
state continuum of care coordination, including aspects of pa-
tient navigation, secure messaging and mobile Blue Button
(Introduction: Care Coordination).

Assessment 1. Business Processes

VHA: Develop a long-term
comprehensive plan for
provision of and payment
for non-VA health care
services..

e VA will pursue a claims solution and simplified processes as
it evolves to achieve parity with best practices, working to-
ward consistent, timely payment (Element 4: Billing and Re-
imbursement).

e The New VCP develops a single, streamlined billing and re-
imbursement process to support the program (Chapter 1:
Single Program for non-Department Care Delivery).
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Independent Assessment Description of Alignment to New VCP

Recommendation
VHA: Standardize policies e VA will standardize business rules and processes under a
and procedures for execu- uniform system (Element 10: Transition Plan).
tion of non-VA Care, par- | e The transition plan lays out the key elements of the change
ticularly The Choice Act, management plan necessary to communicate changes in com-
and communicate those munity care programs and processes to all stakeholders (Ele-
policies and procedures to ment 10: Transition Plan).

Veterans, VHA staff, VHA
providers, and non-VA
providers..

VHA: Employ industry

Under the New VCP, VA will pursue a claims system that

standard automated solu- employs best practices, standardized business rules, and
tions to bill claims for auto adjudication, that will help it ensure compliance with
VHA medical care (rev- the Prompt Payment Act (Element 4: Billing and Reimburse-
enue) and pay claims for ment and Chapter 7: Prompt Pay Compliance).

non-VA Care (payment) to
increase collections to im-
prove payment timeliness
and accuracy..

VHA: Align performance VA will adopt clinical and administrative best practices

measures to those used by under the New VCP using data on Veterans’ needs and the
industry, giving VHA quality of providers that will allow for parity inside and out-
leadership meaningful side of VA (Element 1: Single Program for non-Department
comparisons of perform- Care Delivery).

ance to the private sector..

VHA: Simplify the rules, e The New VCP defines a single set of eligibility requirements
policies, and regulations for the circumstances under which Veterans may choose to
governing revenue, non- receive health benefits from community providers, enabling
VA Care, eligibility, pri- timely and convenient access to care in alignment with best
ority groups, and service practices (Element 2: Patient Eligibility Requirements).
connections, educate all e The New VCP will also include plans to communicate these
stakeholders, and insti- changes to stakeholders (Element 2: Patient Eligibility Re-
tute effective change man- quirements).
agement..

b. Given that VA has spent the past year implementing the current VA Choice
Program, at taxpayers’ expense, why isn’t VA considering modifying this existing
program to incorporate the proposed changes proposed in your plan based?

Response. In developing the plan, VA worked with critical stakeholders (e.g., Vet-
erans Service Organization, VA staff and clinicians, Federal partners, and Health
Care Industry Leaders) to determine what is working well and the challenges with
the current VA Choice Program. VA plans to build on what is working well and
make changes to address the challenges that face Veterans, community providers,
and VA employees.

¢. Would starting over create a transition risk which ultimately could further frus-
trate and confuse veterans seeking care through VA?

Response. VA will preserve what is working well in the current program and de-
velop plans to transition what is not working well. To minimize potential transition
risk, VA plans to implement an agile methodology approach and project manage-
ment techniques. The agile methodology approach allows VA to fix the most press-
ing issues with community care today, while making continuous updates to promote
a learning health system that evolves with the needs of the Veteran population. For
any potential changes, VA will communicate with impacted stakeholders to reduce
confusion. Furthermore, by creating a single set of eligibility criteria, VA hopes to
reduce confusion among Veterans regarding community care.

Question 6. How does VA plan to provide effective oversight and project manage-
ment support throughout the implementation process? What additional resources
will be required? Does VA have the personnel with the necessary skills to success-
fully irgplement these changes? If not, where do you intend to get the requisite ex-
pertise?
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Response. VA has developed a governance structure that will oversee the transi-
tion to the New VCP. Using a systems of systems approach will allow VA to execute
changes through rapid cycle deployment using an agile approach that supports
quick improvements that lead to the longer term changes. VA has established seven
Portfolio teams that will oversee projects within their areas. Each team will consist
of program office and field subject matter experts and be required to implement
project management support including the development of project plans, timelines,
and milestones. VA will also work with external consultants with health plan man-
agement expertise to assist throughout the implementation process.

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. RICHARD BLUMENTHAL
TO THE U.S. DEPARTMENT OF VETERANS AFFAIRS

Question 1. The testimonies of the Panel II witnesses—Mr. Butler of The Amer-
ican Legion, Mr. Selnick of Concerned Veterans of America, Mr. Rausch of the Iraq
and Afghanistan Veterans of America, and Mr. Kelley representing The Independent
Budget group—included several specific recommendations regarding VA’s consolida-
tion plan. Please provide VA’s response to those recommendations.

Response. The Department of Veterans Affairs (VA) appreciates the feedback re-
ceived from Mr. Butler of The American Legion, Mr. Selnick of Concerned Veterans
of America, Mr. Rausch of the Iraq and Afghanistan Veterans of America, and Mr.
Kelly representing The Independent Budget group, and has taken into consideration
the specific recommendations made. VA will incorporate all applicable feedback in
continuing to direct the consolidation of community care programs when it is in the
best interest of the Veteran and tax payers.

Question 2. As we think about how to consolidate VA’s care in the community,
the cost of such an undertaking will be a key aspect Members of this Committee
will need to consider as stewards of taxpayer’s money. You have estimated the total
one-off costs for systems redesigns over the three phases to be nearly $1.9 billion.

a. During the House’s hearing, I understand VA indicated it would like to take
$421 million from the $10 billion pot of funds for the Choice Program to pay for
Phase I of the systems redesign. Do you intend to take the other money needed for
phase II and III system redesigns from that pot as well?

Response. No, VA does not intend to use Choice funds for Phase II and Phase III.

b. Based on what VA currently spends on care in the community, what it expects
to spend on the Veterans Choice Program as amended, in addition to further im-
provements to delivery of care in the community which will increase reliance and
your desire to expand access to emergency treatment and urgent care, please con-
firm or correct that we are looking at an annual cost of roughly $18 billion for the
New Veterans Choice Program.

Response. VA estimated that the cost for expanded emergency treatment and ur-
gent care, and increased reliance for Phase II to be $3.26 billion, and for year one
of Phase III to be $3.64 billion. VA would need legislative authority to amend the
Veterans Choice Program (VCP) and expand emergency treatment and urgent care.
Without the expansion of emergency treatment and urgent care and the implemen-
tation of the new VCP, VA anticipates the existing community care program would
cost $13.5 billion. This total includes approximately $7 billion a year that is already
built into the base discretionary budget for historical costs of hospital care, medical
services, and Long-Term Care Services and Supports (LTSS). In addition, this total
also assumes the continuation of the existing Veterans Choice Program with no
modification at a cost of approximately $6.5 billion estimated annual cost. This cost
is currently being offset by the initial $10 billion in mandatory appropriations pro-
vided in conjunction with the original authorization of the Veterans Choice Act. Fol-
lowing expiration of these funds and/or the initial program’s authorization (antici-
pated August, 2017), VA will need additional legislative authority and funding to
continue the current VCP even without the Plan’s proposed modifications.

c. Given that approximately $4 billion has been spent from the Choice Fund to
date and the projected burn rate in the coming months and year, will VA be able
to stand up a new ambitious program before the $10 billion supplemental pot of
funding runs out?

Response. VA does not intend to use Choice funds to implement the entire new
VCP. VA plans to use Choice funds to pay for Phase I, and for additional Phases
and years VA will request funding through the annual budget process for the re-
maining needs. To establish the new VCP, VA will need additional legislative au-
thority and an identified funding stream to cover the Veterans Choice Program costs
after the exhaustion of the initial appropriation of $10 billion. Without these au-
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thorities and offsets, VA will not be able to implement a consolidated community
care program.

Question 3. The VA Consolidation Plan emphasizes the need for enhanced staffing
to manage the increase in care coordination that will follow from the expansion of
care in the community. However, as has been reported widely and discussed in
other hearings this year, VA is suffering from staffing shortages among several key
clinical positions including those who are central to the Patient-Aligned Care Teams
involved in care coordination. For example, VA data shows a loss rate of nearly 9%
for physicians and 8% for nurses in fiscal years 2014 and 2015. In each of these
years, VA lost over 6,000 physicians and nurses combined—presumably, many of
whom would need to play a key role in the coordination of care for veterans seeking
care in the community.

a. The majority of the staff losses for physicians and nurses for fiscal years 2014
and 2015 were due to staff who quit. What is VA doing to learn from these employee
exits that will enable the Department to better retain staff—especially in these key
shortage positions?

Response. The Under Secretary for Health (USH) has outlined five strategic prior-
ities for the Veterans Health Administration (VHA), one of which is Employee En-
gagement. VHA is working to create a work environment where employees are val-
ued, supported, and encouraged to do their best for Veterans. This includes making
VA a place where all employees and providers feel supported and able to serve our
Veterans. This priority is in alignment with the Secretary’s MyVA strategic initia-
tive to improve the Employee Experience by focusing on people and culture.

VHA is developing a program to provide newly hired physicians with the nec-
essary orientation, relationships, and experiences to succeed as a VA physician. The
program is based on a series of seven modules, accomplished over a 2-year period
that builds upon a foundation and provides challenging learning to engage, develop,
and ultimately retain physicians. A workgroup is currently tasked with developing
the content for the modules, and a pilot program will commence upon completion
of the curriculum.

In addition, the Education Debt Reduction Program (EDRP) and development pro-
grams such as scholarships are targeted toward the top five shortage occupations.
In the fiscal year (FY) 2015 award cycle, 82 percent of new EDRP awards recipients
were individuals in the top five shortage occupations and 84.2 percent of scholar-
ships were awarded to nurses.

b. Does VA conduct exit interviews with staff who quit? If so, does VA track the
reasons for employee’s who quit and are there any trends among those leaving
shortage positions that could inform future retention efforts?

Response. VHA utilizes the electronic VA Exit Survey per VA Directive 5004,
which states that the purpose of the exit survey is to provide voluntarily separating
employees the opportunity to communicate their reasons for leaving. The informa-
tion provided is shared with VA supervisors, managers, leadership, and human re-
sources professionals to assist them in identifying methods to improve employee re-
tention and morale at the local and national levels. Improved retention and morale
will improve productivity and save VA organizations money that would otherwise
be spent on recruitment and staffing.

The overall response rate to the VA Exit Survey is approximately 30 percent an-
nually, which is considered a typical response rate for an exit survey. The survey
is offered to employees who are leaving the VHA system voluntarily and is not of-
fered to individuals who are transferring to another facility or administration within
VA. For FY 2015, response rates for the top five shortage occupations ranged from
24 percent for physicians (465 surveys) to 96 percent for physical therapists (88 sur-
veys). Psychologists had an 84 percent response rate (254 surveys), nurses had a
35 percent response rate (1,614 surveys), and physician’s assistants had a 34 per-
cent response rate (56 surveys). It is important to note that low response rates may
influence the generalizability of the data. To improve response rates, VHA is explor-
ing the option of making the VA Exit Survey mandatory. Responses to the survey
indicate that advancement for a unique opportunity elsewhere, normal retirement,
relocation with a spouse, and family matters, such as marriage and pregnancy, are
the most common reasons for leaving VHA.

Question 4. I have heard from some providers in Connecticut that delays in the
billing and payment processes have created a disincentive for some providers to
work with the VA to provide care in the community. Are there actions VA can take
now to address current delays in billing and payment to providers offering care in
the community?

Response. VA Connecticut had scanning issues due to staffing shortages as well
as problems with scanning equipment. In Veterans Integrated Service Network
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(VISN) 1, the scanning process is the responsibility of the local stations; the function
did not transfer over to Chief Business Office Purchased Care (CBOPC). The normal
process for scanning is to scan everything within 3-5 days in VISN 1. However, due
to the staffing and scanning issues, VA Connecticut was unable to scan for several
days and fell behind. Normally, 300-500 claims are scanned each day. On two sepa-
rate days, VA Connecticut staff scanned close to 4000 claims, combined. This re-
sulted in a new backlog being created and VA Connecticut was no longer meeting
the measures set by CBOPC. Those measures are defined as: 80 percent of all au-
thorized claims will not age greater than 30 days and unauthorized claims will not
age greater than 45 days. However, as of this writing the metrics for VA Con-
necticut have improved and we are back at the goals set by CBOPC. As of Decem-
ber 17, VA Connecticut is 93 percent current with authorized claims and 84 percent
current with unauthorized claims.

Question 5. The VA proposal includes plans to provide veterans access to a tiered
network of providers in to promote veteran choice and access to care in the commu-
nity. The VA indicates that it will apply industry-leading health plan practices for
the tiered network design and that providers must “demonstrate high-value care”
in order to be considered in the Preferred tier and to receive higher payment.

a. Please provide clarification as to how VA will determine whether a provider is
offering “high-value care.”

Response. VA will use industry standards and Medicare metrics to determine
high-value care. VA will conduct critical analyses to determine which quality
metrics best align to its mission, vision, and strategies. VA will continue to work
with industry and Federal health leaders as it examines these quality metrics.

b. I have heard from the American Medical Association and the Connecticut State
Medical Society that there is concern among providers regarding the tiered network
approach. Specifically, that by tiering or narrowing the network, the New Veterans
Choice Program may leave patients unable to find specialists or physicians in the
top tiers in their areas. With many veterans requiring specialized services, how will
you ensure that veterans have access to the top tier and specialist care, regardless
of their location?

Response. The Preferred network will include community providers that meet
minimum credentialing requirements, in addition to performing highly against qual-
ity metrics, demonstrating high-value care, and signing a pledge to serve U.S. Vet-
erans. The Standard network will consist of VA community providers that meet
minimum credentialing requirements. The intent of the tiered network is not to nar-
row the network but reduce administrative burdens for community provider. One of
the goals of the network is to reward providers for delivering high-quality care,
while promoting Veteran choice and access. VA recognizes the significant challenges
in delivering care to Veterans due to geographic limitations and the unique needs
of the Veteran population. VA understands the need to establish a broad and flexi-
ble network providing convenient care near to where Veterans live. Therefore, VA
anticipates in these circumstances that it may have to use provider agreements for
certain services.

c. While a tiered approach may be beneficial in locations where there are numer-
ous providers participating in the program, rural areas or locations where provider
participation is low may make this approach less effective. Please discuss the VA’s
strategy for ensuring a threshold of providers to support a tiered network.

Response. As described in the report, VA faces significant access challenges in de-
livering care to Veterans due to geographic limitations and the unique needs of the
Veteran population. To address these challenges, VA plans to establish a broad and
flexible network providing convenient care near to where Veterans live. VA will
work with local VA medical facilities in rural communities to enhance partnerships
with community providers to meet the local needs of Veterans. By establishing a
network, VA will increase visibility into the community capacities and the services
Veterans need, and make necessary changes as these trends evolve.

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. DEAN HELLER TO HON.
SLOAN GIBSON, DEPUTY SECRETARY, U.S. DEPARTMENT OF VETERANS AFFAIRS

Question 1. When considering the eligibility requirements for this new program,
do you plan to revise the 40-mile rule so that it applies to 40 miles to the nearest
VA facility that offers the specific service the veteran seeks?

Response. The 40 mile rule will apply to a Veteran’s distance from a primary care
provider (PCP) because this is the most critical relationship. From that point, the
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Veteran’s PCP is responsible for coordinating care for specific services that extend
beyond primary care.

Question 2. For all the different processes—billing, managing the provider net-
work, authorizations—will you be using a third party network?

Response. It has not yet been decided whether or not the Department of Veterans
Affairs (VA) will use a third-party network for these processes. VA is currently con-
ducting analyses to determine how best to implement the program.

Question 3. What is your assessment of the current contractors’ performance for
the existing Choice Program? Will you be taking this into consideration when deter-
mining whether to use a third party network?

Response. VA understands the time constraints related to implementing the pro-
gram may have caused some unintended consequences. Going forward, VA plans to
use lessons learned to improve the use of third-party networks in the future. VA
is currently in the processes of taking the necessary steps to make these assess-
ments.

Question 4. Why does this plan put Federal providers first instead of allowing vet-
erans to choose the private sector if they want?

Response. The Core Network, which includes VA’s Federal partners, is critical to
VA’s mission, vision, and strategies.

Question 5. Have you considered some of the consequences or downfall to com-
pletely centralizing the system—all the way from reimbursement to authorizations
to provider eligibility—rather than still allowing local VA facilities to have some
control over the process?

Response. VA has spoken with numerous stakeholders, including local VA facili-
ties, in developing this plan and has aligned the plan with standard operational
models and what will best serve Veterans and VA employees. Centralizing systems
and processes will reduce variabilities and standardize care. Currently, VA is con-
sidering what level of control should be delegated to local facilities and is having
ongoing discussions about how to balance decisions that need to be made locally and
regionally versus national.

Question 6. If Congress gives VA the authority it needs to implement this new
plan, what specifically will VA be doing to ensure its employees and veterans under-
stand how this new program works?

Response. VA will implement a comprehensive plan to strategically communicate
all aspects of this new program to stakeholders. This program was designed to be
less complex than previous community care programs, and thus VA is confident that
it will be successful in communicating the new plan to employees and Veterans. The
plan has already begun to be socialized internally within VA.

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. SHERROD BROWN TO
THE U.S. DEPARTMENT OF VETERANS AFFAIRS

Question 1. I am pleased to see the plan put forth by the VA to consolidate its
non-VA care programs, I am concerned about the phasing, and implementation of
the plan and whether it will be seamless for our veterans.

Two issues that are of greatest concern relates to electronic medical records and
whether providers outside of VHA will be trained to understand the military cul-
ture.

a. Explain what effect that understanding the military culture poses to proper
care delivery?

Response. It is important that community providers understand the unique health
challenges faced by Veterans when providing them with care. The Department of
Veterans Affairs (VA) health care providers are accustomed to interacting with Vet-
erans and are trained to understand the intricacies of certain conditions that are
unique to Veterans. VA shares information on military cultural awareness with
community providers to assist them in gaining the same understanding.

b. What specific steps will the VA take to address these two concerns?

Response. The future state will focus on Health Information Exchanges and care
coordination. In addition, preferred network vendors will be required to receive
training in military awareness. These efforts will ensure that Veterans experience
high quality, consistent care whether that is in a VA facility or in the community.

Question 2. How can the VA do additional outreach, to ensure that all veterans,
particularly lower-income veterans are properly served by the VA as it transitions
into a new phase of services?
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Response. VA is committed to providing high quality care to all Veterans.
Through this program Veterans will have better access to care, and VA will take
the necessary steps to make sure this extends to all Veterans that are eligible. It
will certainly provide Veterans in underserved communities more options and better
access to care.

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. JOHNNY ISAKSON FOR
HoN. STEVE DAINES TO THE U.S. DEPARTMENT OF VETERANS AFFAIRS

Question 1. Prior to the Choice Act being signed into law, there were several exist-
ing programs to provide for fee-based care to veterans by outside providers, some
of which allowed for non-Medicare providers to administer care. The Choice Pro-
gram(,:1 on the other hand, requires every provider in the program to be a Medicare
provider.

a. As we consider ways to consolidate and improve the programs that provide care
for our veterans, would allowing non-Medicare providers, including psychologists, to
administer care or increased flexibility for reimbursement rates result in more time-
ly care for veterans in Montana and across the country?

Response. The Department of Veterans Affairs (VA) does not plan to limit the ex-
ternal network to only Medicare providers. VA recognizes establishing a robust net-
work of providers will also include non-Medicare providers. This is similar to recent
changes in the existing program as a result of Public Law 114-41. As VA considers
ways to do this while still maintaining high standards for the quality of care Vet-
erans receive, it will be important to develop strong credentialing processes for non-
Medicare providers that only allow high-quality providers into the network.

b. If so, what alternative reimbursement rates or standards would be most effec-
tive for providing care for veterans?

Response. As described in the report, VA plans to move toward regional Medicare
rates. However, due to geographic limitations in certain locations, VA understands
the importance of developing a flexible network to meet local Veterans needs. Addi-
tionally, as new models mature, VA will look toward CMS as they begin to pilot new
payment models, including value-based payments and bundled payments.

Question 2. When the Choice Program was signed into law, it required that the
program be implemented within a 90 day period of time. It is my understanding
that this strict timeline played a significant role in reducing the number of third
party administrators (TPAs) willing to bid for the contract, and resulted in two
TPAs with existing customer service issues facilitating non-Department of Veterans
Affairs (VA) care obtaining the contract. I have heard from thousands of Montana
veterans expressing frustration and anger with the quality of service provided by
existing TPAs.

a. How is the VA holding the TPAs accountable?

Response. Within the existing contract, VA established deliverable objectives that
address how the contractor shall provide all health care necessary to accomplish the
contract requirements, as well as applied a Quality Assurance Surveillance Plan
(QASP) that measures the desired outcomes.

Contract deliverables stipulate the frequency, methodology; contractor timeliness,
acceptance period of reports, implementation plans, and structuring of administra-
tive fee data. QASP measures pre-determined performance thresholds linked to the
VA’s goal of providing immediate access to high-quality medical care in the commu-
nity when unable to do so through VA facilities.

Contracting Officer Representatives (COR) review contract deliverables moni-
toring compliance and adherence to the specified frequency, nature, and complete-
ness of deliverable articles. CORs also provide technical assistance reviewing re-
ports, document contract performance related to defined standards, and review ad-
ministrative incentives and disincentives related to performance results.

The Contracting Officer serves as the primary authority ensuring contractor com-
pliance and administering findings and determinations. In the event corrective ac-
tion is required, the Contracting Officer provides the necessary communication ad-
dressing performance, quality standards and medical documentation. The CORs are
primarily responsible for technical administration of the contract and ensure proper
surveillance of the contractor’s performance, cataloging, and reporting deficiencies,
and accepting and or rejecting deliverables. On September 24, 2015, the Contracting
Officer issued Letters of Correction addressing the Contractors’ performance, re-
questing immediate improvement in the following areas: medical documentation re-
turn; timeliness of appointment scheduling; timeliness of appointment completion,
and network insufficiency. The Contractors have provided corrective action plans ad-
dressing the issues identified. Expectation is for the Contractors to improve per-
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formance next quarter (2nd quarter) or further action will be taken. VA has also
established joint Program Management Review meetings with the Contractors and
Contract Officer providing an opportunity to discuss PWS and QASP current state,
as well as, review and monitor performance.

b. What performance metrics are being measured?

VA Response.

e Timeliness of authorization to Veteran appointment

o Timeliness of Veteran clinically indicated date to Veteran appointment date
e Timeliness of critical and urgent findings reported

e Veteran commute times

e Timeliness of Veteran Safety Event Reports

e Timeliness of Medical Documentation Return

e Timeliness of Patient Complaints/Grievances

c. Moving forward, what can be done to ensure that there is a thorough bidding
process and robust competition amongst TPAs to obtain VA contracts?

Response. VA employs government contracting officials whose procedures conform
to the Federal Acquisition Regulation. Acquisitions are accomplished by sealed bid-
ding, negotiation, or simplified acquisition procedures. Each of these methods is de-
signed to promote full and open competition to the maximum extent possible, which
in turn allows all responsible bidders/offerors an opportunity to compete. The most
suitable, efficient, and economical procedure will be used, taking into consideration
the circumstances of each acquisition. To ensure VA chooses the most competent
contractor/s, additional time over 90 days would be extremely beneficial for the
process.

Senator MORAN. Gentlemen and ma’am, thank you for joining us.
I cannot see the name plate, but I think it is Mr. Butler. Please
proceed.

STATEMENT OF ROSCOE G. BUTLER, DEPUTY DIRECTOR, NA-
TIONAL VETERANS AFFAIRS AND REHABILITATION DIVI-
SION, THE AMERICAN LEGION

Mr. BUTLER. Thank you, Acting Chairman Moran, Ranking
Member Blumenthal, and Members of the Committee.

The American Legion believes in a strong, robust veterans health
care system designed to treat the unique needs of those who have
worn the uniform. However, in the best of circumstances, there are
situations where the system cannot meet the needs of the veteran
and the veteran must seek community—care in the community.

I am privileged to be here today and to speak on behalf of The
American Legion, our National Commander, Dale Barnett, and
more than two million members in over 14,000 posts across the
country that make up the backbone of the Nation’s largest wartime
Veterans Service Organization.

The American Legion recognizes that the Choice Program was an
emergency measure to make health care accessible to veterans
where VA was struggling to deliver such care. In recognition of the
needs of an integrated system to deliver non-VA health care when
needed, The American Legion believes VA needs to develop a well
defined and consistent non-VA care coordination program with ap-
propriate policies and procedures that include a patient-centered
strategy which takes veterans’ unique medical injuries and ill-
nesses as well as their travel and distance into consideration.

The VA Purchased Care Program dates back to 1945, when Gen-
eral Paul R. Hawley, Chief Medical Director of the Veterans Ad-
ministration, implemented VA’s hometown program. General
Hawley recognized that many hospital admissions of World War II
veterans could be avoided by treating them before they needed hos-
pitalization. As a result, General Hawley instituted a program for
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hometown medical and dental care at government expense for vet-
erans with service-connected ailments. Under the hometown pro-
gram, eligible veterans could be treated in their community by a
doctor or dentist of their choice.

Fast forward 70 years. VA has implemented a number of pro-
grams to manage non-VA community health care programs at the
request of Congress. Programs like fee-basis, Project ARCH, Pa-
tient-Centered Community Care, and the Veterans Choice program
were implemented to ensure eligible veterans could be referred out-
side the VA for health care if needed. VA states that their Commu-
nity Care Program would streamline the above programs by
transitioning them into a single community health care program
that is seamless and transparent to veterans.

While these goals sound positive, The American Legion believes
by resolution that a proper plan for non-VA care must include the
following elements. Ensure all non-VA community care contract
provides complete military cultural awareness and evidence-based
training. Provide all non-VA providers with full access to VA’s com-
puterized patient records system. Ensure VA continues to improve
its non-VA coordination through the Non-VA Care Coordination
Program Office. Ensure VA improves collection of non-VA care doc-
umentation into the veteran’s medical record. Ensure VA develops
a national tracking system to avoid national or local purchased
care contracts from lapsing. And, an automated claims processing
system that fully automates the authorization and payment
process.

We are pleased to see that VA’s plan incorporates many elements
of our resolution. If approved by Congress, the plan will be rolled
out using a three-phased approach. The plan will be implemented
gradually, much like TRICARE, by developing appropriate provider
network streamlining business processes. Additionally, VA plans
call for cultivating a provider network to serve veterans utilizing
Federal health care providers, academic affiliates, and community
providers.

The American Legion believes VA has not yet demonstrated it
has the expertise or experience to establish large provider net-
works. So far this year, it has relied on third-party participants,
such as HealthNet and TriWest, to fulfill these requirements. VA
plans do not specify whether they will continue using third-party
contractors to fulfill this requirement if the plan is approved. Seri-
ous thought needs to be given to this question.

VA’s plan is clearly a huge undertaking and we have concerns
about VA’s ability to implement the plan. VA has attempted to roll
out or has rolled out numerous projects in past years that required
dramatic system, information technology, and policy changes. VA
must guarantee Congress, VSOs, and veterans that their commu-
nity care plan will not result in similar failures like other projects
such as Core FLS (Core Financial and Logistics System), sched-
uling redesign, a veteran’s lifetime electronic health record, VA’s
four major construction projects, or the initial rollout of the Choice
Program, to name just a few. Veterans are calling on VA to get it
right on their first attempt and not continually waste taxpayers’
dollars.
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In summary, if VA can address The American Legion’s concerns,
we are cautiously optimistic that VA plans for moving forward may
work and could represent an important step toward a truly inte-
grated model for delivering veterans’ health care within VA and
the community collectively.

Again, I thank the Committee for their hard work and consider-
ation for this legislation as well as your dedication to finding solu-
tions for problems that stand in the way of delivery of veterans
health care, and I am happy to answer any questions.

[The prepared statement of Mr. Butler follows:]

PREPARED STATEMENT OF ROSCOE G. BUTLER, DEPUTY DIRECTOR, NATIONAL
VETERANS AFFAIRS AND REHABILITATION DIVISION, THE AMERICAN LEGION

The American Legion believes in a strong, robust veterans’ healthcare system de-
signed to treat the unique needs of those who have served. However, even in the
best of circumstances there are situations where the system cannot meet the needs
of the veteran, and the veteran must seek care in the community. Rather than
treating this situation as an afterthought, an add-on to the existing system, The
American Legion believes the Department of Veterans Affairs (VA) must “develop
a well-defined and consistent non-VA care coordination program, policy and proce-
dure that includes a patient centered care strategy which takes veterans’ unique
medical injuries and illnesses as well as their travel and distance into account.”?

Chairman Isakson, Ranking Member Blumenthal and distinguished Members of
the Committee, on behalf of National Commander Dale Barnett and The American
Legion; the country’s largest patriotic wartime service organization for veterans,
comprising of over 2 million members and serving every man and woman who has
worn the uniform for this country; we thank you for the opportunity to testify re-
garding The American Legion’s position on “Consolidating Non-VA Care Programs.”

VA has recently rolled out their own proposal to streamline all of the legacy sys-
tems for non-VA care and consolidate them into a single program—as they were di-
rected to do by law when Congress authorized the ability to move funds from the
Choice program to cover shortfalls in the other non-VA care accounts.2 As set forth
in statue, VA health care falls into one of the following categories: hospital care, out-
patient medical care, domiciliary care, rehabilitative services, preventive health
services,? and extended care services.* VA health care is offered to eligible veterans,
and in some cases, their spouse and dependents may be eligible for VA health care
under the Civilian Health and Medical Program of the VA (CHAMPVA).5

The VA purchased care program dates back to 1945, when General Paul R.
Hawley, Chief Medical Director, Veterans Administration, implemented VA’s home-
town program. General Hawley recognized that many hospital admissions of World
War II veterans could be avoided by treating them before they needed hospitaliza-
tion. As a result, General Hawley instituted a plan for “hometown” medical and den-
tal care at government expense for veterans with service-connected ailments. Under
the Hometown Program, eligible veterans could be treated in their community by
a doctor or dentist of their choice. Since then, VA has implemented a number of pro-
grams in order to manage veterans’ health care when such care is not available in
a VA health care facility, could not be provided in a timely manner, or is more cost
effective. Programs like Fee-Basis, Project ARCH (Access Received Closer to Home),
Patient-Centered Community Care (PC3), and the Veterans Choice Program (VCP)
were implemented by Congress to ensure eligible veterans could be referred outside
the VA for needed health care.

VA’s Community Care plan would streamline their Fee-Basis, Project ARCH, PC3
and Choice programs by transitioning them into a single community health care
program that is seamless and transparent to veterans. VA’s stated goals for the plan
are to:

e Make access to community health care easier to understand and to meet vet-
eran’s overall health care needs;
e Improve the veterans’ health care experience across all touch points of care;

1Resolution No. 46: Department of Veterans Affairs (VA) Non-VA Care Programs
2Public Law 114-41: July 31, 2105: Section 4002

3Title 38 U.S.C. 1701

4Title 38 U.S.C. 1710B

5Title 38 U.S.C. 1781:CHAMPVA Program
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e Clarify community care for VA staff, and make it easier for community pro-
viders to partner with VA;

e Provide seamless connections between VA and community providers;

o Apply leading practices from health plans, health systems, and high performing
VA programs, and

e Prepare VA to evolve to meet new and changing demands and support health
care trends.

While these goals sound positive, The American Legion believes the VA plans
lacks specific details on how the goals would be accomplished to ensure success. The
American Legion believes a proper plan for non-VA care should include the fol-
lowing elements:6

e Ensure all non-VA care contracted providers complete military culture, aware-
ness, and evidence-based training to ensure veterans receive the same or better
quality of care standards that they would if they received this care within VA;

e Provide all non-VA providers with full access to VA’s Computer Patient Record
System (CPRS) to ensure the contracted community provider can review the pa-
tient’s full history, allow the provider to meet all the quality of care screening and
measures tracked in CPRS, and speed up receipt and documentation from the non-
VA provider encounter to ensure it’s added to the veteran’s medical record;

e Ensure VA continues to improve its non-VA care coordination through the Non-
VA Care Coordination (NVCC) program office to improve and standardize their proc-
ess for referrals to non-VA care;

e Ensure VA improves collection of non-VA care documentation into the veteran’s
medical record,;

e Ensure improved coordination of care between VA and non-VA providers;

e Ensure VA develops a national tracking system to ensure national or local pur-
chased care contracts do not lapse; and

e An automated claims processing system should be implemented that automates
the payment process leaving little to no room for human errors.

Additionally, VA’s community health care plan does not address how community
health care providers will be trained to better understand military culture. VA
needs to ensure all non-VA care contracted providers complete military culture
awareness training to ensure veterans receive the same standard of care or better
than they receive in VA. The American Legion strongly believes that the Depart-
ment of Veterans Affairs (VA) must develop and ensure that all non-VA health care
contracts with non-VA health care providers includes military culture and aware-
ness training in order for the veteran to receive the best health care.?

Under VA’s current plan, it calls for a seamless connection between VA and com-
munity health care providers. Care coordination would help veterans navigate the
health care system by providing health care management and coordination that is
necessary to achieve positive health care outcomes and enhanced medical records
sharing. The VA needs to provide all non-VA providers with full access to VA’s Com-
puterized Patient Record System (CPRS) to ensure that community health care pro-
viders can review the patient’s full medical history for continuity of care purposes.
Allowing access to CPRS would allow the provider to meet all the quality of care
screening and measures that are tracked in CPRS. It would also speed up receipt
and documentation from the non-VA health care encounter to ensure all documenta-
tion is added to the veteran’s medical record.

The American Legion believes VA’s plan to provide Non-VA providers full access
to VA’s CPRS is a good start, but the plan fails to address a systematic approach
of electronic medical record sharing. VA’s plan must include electronic medical infor-
mation sharing between the non-VA providers to include the Department of Defense
(DOD), Indian Health Services (IHS), and non-VA community health care providers
in order to provide veterans the best health care experiences.

According to VA, if approved by Congress, the plan will be rolled out using a
three-phased approach. The plan will be implemented gradually, much like how
TRICARE was over the years, by developing appropriate provider networks and
streamlining business processes. The American Legion strongly believes VA must
standardize its reimbursement rates, but not set the rates too low where providers
are discouraged in partnering with the VA in providing needed health care services
to veterans outside the VA healthcare system.

Due to continuously receiving concerns from veterans about slow payments and
the lack of medical record documentation, The American Legion has concerns about
VA’s ability to implement the plan. While VA must ensure appropriate medical

6 Resolution No. 46: Department of Veterans Affairs (VA) Non-VA Care Programs
7Resolution No. 46: Department of Veterans Affairs (VA) Non-VA Care Programs
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record documentation is received from the non-VA health care provider to incor-
porate into the veteran’s medical record, the veteran should not be held hostage due
to VA and non-VA health care providers inability to implement a process that en-
sures medical record sharing. These delays have resulted in adversely impacting
veteran’s credit, and VA must guarantee whatever process is put in place will not
result in veteran’s being harmed in any way what so ever.

VA’s plan would call for cultivating a provider network to serve veterans utilizing
Federal health care providers, academic affiliates, and community providers. The
American Legion believes VA has not demonstrated it has the expertise or experi-
ence to establish large provider networks and has relied on third-party participants
i.e. HealthNet and Tri-West to fulfill these requirements. VA plan does not state
whether it would continue with utilizing third-party contractors to fulfill this re-
quirement; this must be one of the first things decided before moving forward.

CONCLUSION

In summary, if VA can address the issues The American Legion has highlighted
above, The American Legion is cautiously optimistic that the framework for moving
forward is positive and that this plan could represent an important step moving to-
ward a truly integrated model for delivering veterans’ health care at the VA and
within the community collectively.

The American Legion thanks this Committee for their diligence and commitment
to our Nation’s veterans as they struggle to access health care across the country.
Questions concerning this testimony can be directed to Warren J. Goldstein, Assist-
ant Director in The American Legion Legislative Division.

Senator MORAN. Thank you very much.
Mr. Selnick.

STATEMENT OF DARIN SELNICK, SENIOR VETERANS AFFAIRS
ADVISOR, CONCERNED VETERANS FOR AMERICA

Mr. SELNICK. Thank you, Chairman Moran, Ranking Member
Blumenthal, and Members of the Committee. I appreciate the op-
portunity to testify at today’s hearing on the recently released VA
plan for consolidating non-VA care programs.

In the interest of full disclosure, I am a Commissioner on the
Commission on Care. My testimony today reflects only that of CVA
and my own personal observations. In no way does my testimony
reflect, nor is it representative of, the Commission, the VA, or the
administration.

CVA agrees that there needs to be one new Veterans Choice Pro-
gram that deals with the root cause problems and is simple, effec-
tive, and fiscally responsible, with the veteran in control of how,
when, and where they wish to be served. This has been a stated
goal of the VA.

Although we laud the VA in coming up with a comprehensive
plan for such a program, after careful review, it is our opinion that
this plan does not meet the criteria listed above. Instead, it con-
tinues the VA status quo, cherry picks the Independent Assess-
ment, and ignores the Commission on Care. The plan will fail, cost
the taxpayer billions, and impact negatively on veterans’ health
care.

Instead of a simple program, VA has developed a grandiose
dream concept plan that does not deal with the challenges it faces,
nor is it in line with Dr. Shulkin’s comments that VA will shift the
way it does health care by ceasing to provide services commonly
found in the health care industry. VA instead is expanding into
areas it does not have expertise in.

We identified five key flaws in the plan. First, implementation
requires a high-performing health care organization, such as the



62

Cleveland Clinic. VHA is a low-performing health care system
based on socialized medicine, using an antiquated HMO staff
model, focusing on a high degree of control. As the Independent As-
sessment has stated, solving these problems will demand far reach-
ing and complex changes that, when taken together, amount to no
less than a systemwide reworking of VHA.

The number of issues VHA currently faces appears over-
whelming. VHA is in the midst of a leadership crisis, and VA
health care systems are in danger of becoming obsolete. Last year,
VHA made 85 million appointments but only completed 55 million
appointments. Recent headlines such as “Lapses in Urology Care at
Phoenix VHA Endanger Patients,” and VA IG and GAO reports
suggest VHA is not up to the task.

Second, VA has provided a concept plan that proposes some lofty
goals and operating principles but is not grounded in the reality of
the way veterans access their care. VHA is operating on the false
premise that it is the medical home for the veterans it serves while
providing only a minority of their health care. As the Independent
Assessment states, veteran patients’ reliance on VA ranges from 15
to 34 percent for office-based visits to laboratory services.

Third, VA gives lip service to the Independent Assessment’s rec-
ommendations, findings, and systems approach, but cherry picks
some recommendations and ignores others. VA is focused on what
is best for it instead of embracing the governance, data and tools,
operations and leadership reforms needed.

Fourth, veterans want real choice in private health care. Accord-
ing to an October 2015 poll, 91 percent of veterans want more
health care choices. Instead, VA takes greater control over vet-
erans’ eligibility and access. Veterans would be eligible if they are
more than 40 miles from a VA designated PCP. This is unrealistic
because veterans’ PCPs are not designated from VA and most of
their needed care is from a specialist. With wait times, VA is gam-
ing the system by having undefined wait time goals for every serv-
ice and leaving it up to the VA provider to decide the clinically nec-
essary timeframe. Accessing the high-performance network is an-
other example. VA’s undetermined referral process, which could
take months for each step. The first hurdle is the VA core network
and the preferred and standard tiers, all controlled by VA.

Fifth, the plan is extremely premature, especially in light of the
charge Congress gave the Commission on Care to examine how
best to organize VHA and deliver health care to veterans. The VA
plan could short circuit this existing charge and be in conflict with
the Commission on Care recommendations.

To overcome the flaws and challenges, CVA proposes the fol-
lowing three steps. One, VA should focus on the short-term solu-
tions of consolidation. That is phase one in the plan. It should be
refined with the addition of implementation evaluation. It should
be done in consultation with the Commission on Care.

Two, VA should refine phases two and three of the program, in
consultation with the Commission on Care, using an integrated
systems approach with proper governance, data and tools, oper-
ations and leadership reforms.

Three, VA should finalize phases two and three only after the
Commission on Care provides its findings and recommendations to
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the President and Congress. Although it is tempting to move too
quickly on consolidating the non-VA care programs, you must
break the cycle of reform and failure by having the right plan that
focuses on the veterans first and not the VA.

As President Theodore Roosevelt said, “A man who is good
enough to shed his blood for the country is good enough to be given
a square deal afterwards.” Let us make sure our veterans get the
square deal they deserve on their health care.

CVA is committed to overcoming any and all obstacles and we
look forward to working with the Chairman, Ranking Member, and
all Members of this Committee to achieve this shared commitment
to veterans.

[The prepared statement of Mr. Selnick follows:]

PREPARED STATEMENT OF DARIN SELNICK, SENIOR VETERANS AFFAIRS ADVISOR,
CONCERNED VETERANS FOR AMERICA

Thank you Chairman Isakson, Ranking Member Blumenthal, and Members of the
Committee. I appreciate the opportunity to testify at today’s hearing on how to con-
solidate non-VA care programs to ensure veterans receive the care they need with-
out delay and to review the adequacy of the recently released plan to consolidate
seven programs of the Department of Veterans Affairs (VA) into one non-VA care
program. Your leadership on this issue is critical to ensure that the plan is well
thought out and deals with the root-cause problems, so that veterans truly get a
aeal choice that provides them the timely, convenient and quality health care they

eserve.

In the interest of full disclosure, I am a Commissioner on the Commission on
Care, but my testimony today reflects Concerned Veterans for America (CVA) and
my own personal observations. In no way does my testimony reflect, nor are they
representative of, the Commission, the VA, or the Administration. The views I
present here today are entirely my own.

CVA agrees that it is very important to consolidate all of the various purchase
care programs into one New Veterans Choice Program. This single program needs
to be simple, effective, fiscally responsible, practical, and feasible. Just as important
is that the new program be veteran-centric and move toward real choice so that the
Veteran is in control of how, when, and where they wish to be served—a stated goal
of the VA in the past.!

Although we laud and appreciate the VA in coming up with a comprehensive plan
in such a short time, after careful review it is our opinion that this New Veterans
Choice Program does not meet the criteria listed above, and instead perpetuates the
VA status quo. We feel that the proposal cherry-picks the work and intent of the
Independent Assessment while ignoring the Commission on Care that was estab-
lished by the authority granted in the Veterans Access, Choice, and Accountability
Act of 2014. Stated bluntly, we believe that approval and implementation of the
plan will lead to certain failure while costing the taxpayer billions and impacting
negatively on veterans’ health care.

VA has fallen back onto its old ways and developed a grandiose dream concept
plan that does not deal with the reality and challenges it faces to stay afloat with
its current day to day operations. Nor is it in line with Dr. Shulkin’s recent com-
ments that VA will shift the way it does health care by “[ceasing to] provid[e] serv-
ices commonly found in the health care industry.”2 VA once again is doubling down
on its previous failures by trying to over control all aspects of health care provision
to veterans and expanding its health care operations into areas it does not have ex-
pertise in.

To illustrate our concerns, I will examine five key flaws in the premises and proc-
esses in the VA new Veterans Choice Program.

First—Implementing VA’s plan would likely require a high-performing heath care
organization, with the organizational capability and desire carry out the task that
VA has set for itself. The Cleveland Clinic is possibly a model for the kind of mod-
ern, dynamic and flexible organization that would be able to implement such a plan.

1“The Road to Veterans Day 2014 Fact Sheet” http://www.blogs.va.gov/VAntage/wp-content/
uploads/2014/09/RoadToVeteransDay FactSheet Final.pdf, accessed May 5, 2015.

2http:/Federalnewsradio.com/management/2015/10/va-pitches-fundamental-shift-veterans-
health-care-congress/, accessed November 24, 2015.
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As it stands, VA’s Veterans Health Administration (VHA) is a low-performing
health care system that is based on socialized medicine, and which uses an anti-
quated HMO staff model. This state of affairs require broad-based and fundamental
reforms to way VHA does business. It requires us to go back to drawing board and
not add more layers on top of a crumbling infrastructure. Unfortunately, too many
stakeholders are invested in perpetuating a dated and failing model rather than
bringing VA into the 21st Century.

As the Independent Assessment has shown, VHA is clearly a broken health care
olrggnization that at best is treading water. Some examples from the Assessment in-
clude:

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

e “As the assessment reports reveal, the number of issues VHA currently faces
appears overwhelming.”

e “VHA is in the midst of a leadership crisis.”

e “VA/VHA health care systems are in danger of becoming obsolete.”

e These shortfalls should not be viewed as individual anomalies, but rather mani-
festations of the systemic findings that plague VHA.

A further example from VA operations that highlights the situation is last year
VHA made 85 million appointments but only completed 55 million appointments.

Recent headlines such as “Lapses in urology care at Phoenix VA endangered pa-
tients”3 and “Florida Hospitals: VA owes $134 million in unpaid claims”4 Does this
sound like a health care organization that is up to the task that VA has set for
itself?

Second—VA has provided a concept plan, not an implementation plan. Although
it discusses some lofty goals, enumerates ideal operating principles, and makes
great use of buzz words in its 121 pages, it is not grounded in the reality of day-
to-day VHA operations nor tied to the way veterans access their care. VHA has a
track record of coming up with great sounding plans that are never implemented
correctly. The continuous stream of VA IG and GAO reports provides a good sample
of VA’s past implementation failures. VHA is also operating on the false premise
that it is the medical home for the 5.8 million veterans it serves. This is not true.
In most cases, VHA provides only the minority of their overall health care. As the
Independent Assessment states, veteran patients reliance on VA ranges from “15
percent for all office-based visits to 34 percent for office-based laboratory services.”

Third—VA gives lip service to the Independent Assessment’s recommendations
and its findings. Nonetheless, the plan does not truly incorporate the systems think-
ing or the four systemic findings approach. Instead, it continues a piecemeal ap-
proach that perpetuates its own goals by cherry-picking certain recommendations
and ignoring the key supporting recommendations of long-term reforms that better
serve the veteran. Once again it seems focused on what 1s best for VA. It relegates
the Independent Assessment’s approach of using a true integrated systems approach
which would embrace the governance, data and tools, operations and leadership re-
forms needed to improve for the long term its health care operating model and pro-
vide the best value for its veteran patients.

Fourth—Veterans want real choice that is easy to use, clear eligibility criteria and
access to quality private sector health care that meets their needs. According to an
October 2015 Tarrance Group poll, 91% of veterans agree that it is important to give
veterans more health care choices even if it means paying a little more out of pock-
et. The VA plan does not truly give the veteran more choices as it is more com-
plicated and less veteran-centric. Instead it gives VA even greater control over the
veteran, especially in the areas of eligibility and access using the proposed High-
Performing Network—at the end of the day, VA still controls what the veteran is
able to do.

For example, page 42 of the plan recommends that veterans be eligible if they are
more than 40 miles from a VA designated primary care physician (PCP). The 40
miles from a VA designated PCP is unrealistic because either the veterans true PCP
is not designated from VA and/or their health care service needed is not based on
the PCP. We believe a veteran should not have to travel more than 40 miles from

3 www.stripes.com/news/veterans/va-ig-lapses-in-urology-care-at-phoenix-va-endangered-pa-
tients-1.373536, accessed November 24, 2015.
4http://www.miamiherald.com/news/health-care/article45269961.html, accessed November 24,
015.
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the point of health care serve needed. In terms of wait-times, VA is setting the sys-
tem in a way that would allow them to further game the system and maintain con-
trol by having un-defined wait time goals for every service and leaving it up to the
VA provider to decide if those wait-time are clinically necessary. This is a recipe
for veterans being denied choice, in continuity with VA’s track record.

On page 57 of the plan we see another example of the lack of choice for veterans
in accessing the High-Performing Network. According to the plan, if VA can’t pro-
vide the veteran their health care, then the veteran has a multi-step process with
undetermined approval and timeframes which could take months for each step.
First, the VA has to search for another Federal Government or academic teaching
affiliate in its core network. If that does not work then the preferred tier, then the
standard tier. VA controls everything, the tiers, referrals, and the limited number
of providers. The veteran becomes just VA’s loyal subject. Where is the private sec-
tor choice and timeliness with this convoluted process? Furthermore, if you are a
private sector provider would you want to deal with this tiered mess?

Fifth—The new Veterans Choice Program is extremely premature, especially in
light of the charge Congress gave the Commission on Care in the Veterans Access,
Choice, and Accountability Act of 2014. That charge included a mandate to “strate-
gically examine how best to organize the Veterans Health Administration, locate
health care resources, and deliver health care to veterans during the 20-year pe-
riod.” No one knows what the Commission on Care may come out with. It could be
similar or it could be a whole different set of recommendations that are at cross-
purposes with the VA plan. If the VA plan is implemented now in its current form,
idt could short circuit the existing process and possibly provide conflicting recommen-

ations.

These are but a few examples to the flaws and challenges for the new Veterans
Choice Program plan. So how should VHA proceed to consolidate its seven purchase
care programs into one non-VA care program? CVA proposes the following three
basic steps.

1. VA should focus on the immediate short-term need of consolidating its seven
purchase care programs into one non-VA care program. This should be the tem-
porary short-term new Veterans Choice Program solution. We believe VA is on the
right path with Phase 1 in the plan. Phase 1 should be refined with the addition
of an implementation and evaluation plan. The plan, formulated in conjunction with
Congress, should ensure quick and transparent action of systems, process, regula-
tions needed and should be done in consultation with the Commission on Care.

2. VA should refine the other phases of the plan in consultation with the Commis-
sion on Care using a true systems approach which embraces proper governance,
data and tools, operations and leadership reforms needed.

3. VA should finalize the long-term new Veterans Choice Program only after the
Commission on Care provides its finding and recommendations to the President and
Congress and they have decided which recommendations are feasible and advisable.

Although it is tempting to move quickly on fixing and consolidating the existing
seven programs of the VA into one non-VA care program, we must learn from the
past and break the cycle of reform and failure by having the right plan that deals
with the root-cause problems and focuses on the veteran first, not the VA. 5.8 mil-
lion veterans are depending on your leadership for this.

As President Theodore Roosevelt said “A man who is good enough to shed his
blood for the country is good enough to be given a square deal afterwards.” Let’s
make sure our veterans get the square deal they deserve on their health care.

CVA is committed to overcoming any and all obstacles that stand in the way of
achieving what is best for veterans. We look forward to working with the chairman,
ranking member, and all Members of this Committee to achieve this shared commit-
ment.

Senator MORAN. Mr. Selnick, thank you.
Mr. Rausch.

STATEMENT OF BILL RAUSCH, POLITICAL DIRECTOR,
IRAQ AND AFGHANISTAN VETERANS OF AMERICA

Mr. RaAuscH. Acting Chairman Moran, Ranking Member
Blumenthal, on behalf of Iraq and Afghanistan Veterans of Amer-
ica and our 425,000 members and supporters, thank you for the op-
portunity to share our views with you today at the hearing, Con-
solidating Non-VA Care Programs.
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TAVA is proud to have previously testified in front of this Com-
mittee recommending the need for consolidation of care in the com-
munity for veterans enrolled in VA health care, and we applaud
Congress for requiring VA to put forward a plan for consolidation.
We also want to recognize senior leaders at VA, who are still with
us here today, for acknowledging the need for consolidation and
providing an approach and process that was inclusive, transparent,
and veteran-centric.

Last year, as the much-needed Veterans Access to Choice and Ac-
countability Act was being implemented, it became apparent to our
members across the country the new law was confusing and added
to a series of preexisting VA programs designed to provide care in
the community. According to IAVA’s most recent member survey,
43 percent of respondents stated the main reason for not utilizing
Choice was simply because they did not know how, while 28 per-
cent of our members who utilized the program said their experience
using Choice was extremely negative.

Although necessary to address the access crisis at VA revealed
by the scandal in Phoenix, the Choice Program quickly became an
example of what was and what was not working for veterans, phy-
sicians, and VA employees when it came to providing accessible,
timely, and high-quality care in the community.

TAVA has conducted numerous surveys, polls, focus groups, col-
lecting feedback from thousands of our members while working
with industry and other stakeholders to understand what was
needed in order to have a successful consolidation of care in the
community. We have attended over 25 formal meetings with other
VSOs and VA staff to share what our members were experiencing
at the local level in terms of care in the community and have had
dozens of additional informal calls, meetings, and opportunities to
provide direct feedback from post-9/11 veterans.

Based on the feedback from our members, IAVA believes any
plan to consolidate care in the community must be simple to under-
stand, it must be consistent across the country, and place the needs
of veterans above all else. The plan put forward by VA meets the
above criteria and should be the framework for legislation in order
to consolidate care in the community and provide improved and
seamless access to care for veterans.

Despite the progress that has been made by Congress, VA, and
veterans across the community, we still have three main concerns.
One, Congress drafting and enacting the required legislation to ef-
fectively consolidate care. Two, VA’s ability to effectively implement
the new laws designed to designate and consolidate care. And,
three, a continued focus on access without enough emphasis on
health care outcomes for veterans, which was talked about earlier
in today’s hearing, especially, though, as veterans start to see com-
munity providers who have not historically served the veteran
community.

Congress acted swiftly and put veterans first in the wake of the
access crisis by passing the Choice Act, and this Committee has
been a strong partner with IAVA as the program was being imple-
mented. Unfortunately, even as Congress mandated that VA pro-
vide a consolidation of care plan, some Members of Congress con-
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tinue to put forward incomplete one-off plans and legislation that
did not include feedback from veterans, VSOs, or VA.

As Congress rightly moves forward to simplify a very confusing
process for veterans by drafting legislation to consolidate care in
the community, IAVA highly recommends Congress should utilize
VA’s plan as the framework for legislation and avoid one-off pro-
posals that are misinformed or put politics ahead of veterans. After
all, it was Congress who provided the numerous different plans
that added to the confusion and inefficiencies which resulted in the
need to consolidate care. We believe Congress should be mindful of
these lessons learned from them and leverage the plan as the
framework for consolidation of care moving forward.

Our second concern centers around VA’s ability to effectively im-
plement a plan to consolidate care across the enterprise in a way
that avoids many of the mistakes made during the implementation
of Choice and truly puts the veteran at the center of every decision.
During a recent roundtable discussion right here in Washington,
DC, at my VA medical center with post-9/11 veterans and Sec-
retary McDonald, one of our members stated, quote, “There seems
to be significant inconsistencies across VA, and although I have
had positive experiences at VA, there are too many veterans who
have had bad experiences,” and I could not agree with him any
more.

In order to address these inconsistencies and shortcomings, IAVA
recommends VA continue its collaborative effort to involve all
stakeholders who share the vision of putting the veteran first and
focus on values-based leadership and attempt to change the culture
of VA across the country.

Given the serious shortcomings related to training front-line per-
sonnel on the implementation of Choice and customer service gen-
erally, the VA should also continue its efforts with MyVA and must
ensure all VA employees are properly and consistently trained on
any new plan to consolidate care.

Finally, IAVA encourages everyone—Congress, VA, VSOs, indus-
try, and other stakeholders—to place an increased importance on
the quality of care veterans are receiving, especially as new pro-
viders who have not traditionally served veterans join new net-
works to provide care in the community. We need to pay special at-
tention to the care veterans receive in the community to ensure
that the quality of care is consistent with the high quality of care
provided by VA and that private providers are educated on how
best to treat our veterans.

As community providers are increasingly called upon to serve
this population, a recent RAND report suggests community pro-
viders might not be well equipped to address the needs of veterans
and their families, specifically in understanding high-quality treat-
ments for Post Traumatic Stress and other mental injuries.

In closing, IAVA would again like to thank this Committee for
your leadership and continued commitment to our entire commu-
nity of veterans. It is a privilege to testify in front of this Com-
mittee today and we reaffirm our commitment to working with you
and all of Congress, VA, and our VSO partners to ensure veterans
have the access to the highest quality of care available and our
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country fulfills its sacred obligation to care for those who have
truly borne the battle.

There have been real challenges and tragedies in the past. We
have talked about some of them today. However, we believe there
is a real opportunity to transform the VA for today’s veterans
through a one team, one fight approach.

Thank you, and I would be happy to field any questions.

[The prepared statement of Mr. Rausch follows:]

PREPARED STATEMENT OF BILL RAUSCH, POLITICAL DIRECTOR, IRAQ AND
AFGHANISTAN VETERANS OF AMERICA

Chairman Isakson, Ranking Member Blumenthal and distinguished Members of
the Committee: On behalf of Iraq and Afghanistan Veterans of America (IAVA) and
our 425,000 members and supporters, thank you for the opportunity to share our
views with you at today’s hearing on “Consolidating Non-VA Care Programs.”

IAVA is proud to have previously testified in front of this Committee recom-
mending the need for the consolidation of care in the community for veterans en-
rolled in VA health care, and we applaud Congress for requiring VA to put forward
a plan for consolidation. We also want to recognize senior leaders at VA for acknowl-
edging the need for consolidation and providing an approach and process that was
inclusive, transparent and veteran centric.

Last year, as the much needed Veterans Access to Choice and Accountability Act
(VACAA) was being implemented, it became apparent to our members across the
country the new law was confusing and added to a series of pre-existing VA pro-
grams designed to provide care in the community. According to IAVA’s most recent
Member Survey, 43 percent of respondents stated the main reason for not utilizing
the VA Choice Card program was simply because they did not know how; while 28
percent of our members who did utilize the program said their experience using the
VA Choice Card was extremely negative. Although necessary to address the access
crisis at VA caused by the scandal in Phoenix, the Choice Program quickly became
an example of what was, and was not, working for veterans, physicians and VA em-
ployees when it came to providing accessible, timely and high-quality care in the
community.

TAVA has conducted numerous surveys, polls and focus groups collecting feedback
from thousands of our members while working with industry and other stakeholders
to understand what was needed in order to have a successful consolidation of care
in the community. We have attended over 25 formal meetings with other VSOs and
VA staff to share what our members were experiencing at the local level in terms
of care in the community and have had dozens of additional informal calls, meetings
and other opportunities to provide direct feedback from post-9/11 veterans.

Based on feedback from our members, IAVA believes any plan to consolidate care
in the community must be simple to understand, consistent across the country and
place the needs of the veteran above all else. The plan put forward by VA meets
the above criteria and should be the framework for legislation in order to consoli-
date care in the community and provide improved and seamless access to care for
veterans.

Despite the progress made by Congress, the VA and the veteran community, we
have three main concerns: (1) Congress drafting and enacting the required legisla-
tion to effectively consolidate care in the community; (2) the VA’s ability to effec-
tively implement the new laws designed to consolidate care; and (3) the continued
focus on access without enough emphasis on healthcare outcomes for veterans, espe-
cially as veterans start to see community providers who have not historically served
the veteran population.

Congress acted swiftly and put veterans first in the wake of the access crisis by
passing the Choice Act and this Committee has been a strong partner with IAVA
as the program was being implemented. Unfortunately, even as Congress mandated
that VA provide a consolidation of care plan, individual Members of Congress con-
tinued to put forward incomplete one-off plans and legislation that did not include
feedback from veterans, VSOs or VA.

As Congress rightly moves forward to simplify a very confusing process for vet-
erans by drafting legislation to consolidate care in the community, IAVA highly rec-
ommends Congress utilize VA’s plan as the framework for legislation and avoid one-
off proposals that are misinformed or put politics ahead of veterans. After all, it was
Congress who provided the numerous different plans that added to the confusion
and inefficiencies which resulted in the need to consolidate care. We believe Con-
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gress should be mindful of these lessons, learn from them and leverage the VA’s
plan as the framework for consolidation of care moving forward.

Our second concern centers around VA’s ability to effectively implement a plan
to consolidate care across their enterprise in a way that avoids many of the mis-
takes made during the implementation of Choice and truly puts the veteran at the
center of every decision. During a recent roundtable discussion at the Washington,
DC VA Medical Center with post-9/11 veterans and Secretary McDonald, one IAVA
member stated, “There seems to be significant inconsistencies across VA and, al-
though I've had positive experiences at VA, there are too many veterans who have
had bad experiences.”

In order to address these inconsistencies and shortcomings, IAVA recommends VA
continue its collaborative effort to include all stakeholders who share their vision
of putting the veteran first and focus on values based leadership in an attempt to
change the culture of VA across the country. Given the serious shortcomings related
to training front line personnel on the implementation of Choice and customer serv-
ice generally, the VA should also continue its efforts with MyVA and must ensure
311 VA employees are properly and consistently trained on any new plan to consoli-

ate care.

Finally, IAVA encourages everyone, Congress, VA, VSOs, industry and other
stakeholders, to place an increased importance on the quality of care veterans are
receiving, especially as new providers who have not traditionally served veterans
join new networks to provide care in the community. We need to pay special atten-
tion to the care veterans receive in the community to ensure that the quality of care
is consistent with the care provided by VA and private providers are educated on how
to best treat our veterans. As community providers are increasingly called upon to
serve this population, a recent RAND report suggests community providers might
not be well equipped to address the needs of veterans and their families, specifically
in understanding high quality treatments for PT'SD and other mental health injuries.

In closing, IAVA would again like to thank this Committee for your leadership
and continued commitment to our veterans. It is a privilege to testify in front of
the Committee today, and we reaffirm our commitment to working with Congress,
VA and our VSO partners to ensure veterans have access to the highest quality care
available and our country fulfills its sacred obligation to care for those who have
borne the battle. There have been real challenges and tragedies in the past; how-
ever, we believe there is a real opportunity to transform the VA for today’s veterans
through a one team, one fight approach. Thank you, and I'd be happy to answer
any questions you may have.

Senator MORAN. Mr. Rausch, thank you very much.
Now, Mr. Kelley.

STATEMENT OF RAYMOND C. KELLEY, DIRECTOR, NATIONAL
LEGISLATIVE SERVICE, VETERANS OF FOREIGN WARS OF
THE UNITED STATES; ACCOMPANIED BY JOY J. ILEM, NA-
TIONAL LEGISLATIVE DIRECTOR, DISABLED AMERICAN VET-
ERANS; AND CARL BLAKE, ASSOCIATE EXECUTIVE DIREC-
TOR, GOVERNMENT RELATIONS, PARALYZED VETERANS OF
AMERICA

Mr. KELLEY. Mr. Chairman, Ranking Member Blumenthal, on
behalf of the Independent Budget partners, thank you for the op-
portunity to testify today.

The IB partners strongly believe that veterans have earned and
deserve to receive high-quality, comprehensive, accessible, and vet-
eran-centric care. In most instances, VA care is the best and pre-
ferred option, but VA cannot provide all services to all veterans in
all locations at all times. That is why VA must leverage private
sector providers and other public health care systems to expand
viable options.

After months of working closely with VA officials and other
stakeholders, we are pleased that many aspects of the VA’s plan
are closely aligned with IB’s veteran health care reform framework.
The IB partners support VA’s concept of consolidating existing care
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in the community programs into a single program that would
seamlessly combine the capabilities of the VA health care system
with other public and private health care providers in the commu-
nity wherever necessary.

As part of the consolidation, several Community Care Programs
would be allowed to sunset. While allowing these programs to sun-
set is a natural progression in the development of the consolidated
Community Care Program, allowing them to expire without assur-
ances that the new plan has the capability to handle the current
workload is unacceptable.

The IB partners also support the idea of expanded access to
emergency treatment and provide access to urgent care, but we
cannot support an across-the-board copayment for these services.
The idea of charging veterans who are service-connected for care is
unacceptable. In an effort to ensure veterans utilize emergency and
urgent care appropriately, the IB partners suggest the establish-
ment of a nurse advice line.

While the IB partners agree that VA must do a better job of col-
lecting third-party payments, we adamantly opposed withholding
health care from veterans if they fail to provide other health insur-
ance information. Rather than punish veterans for not providing
private insurance, VA should consider ways to incentivize veterans
to provide that information.

The IB’s framework builds on VA’s progress by addressing areas
outside VA’s plan’s limited scope, which I will discuss now. Our
four-pronged approach framework looks beyond the current organi-
zation and division between VA care and community care to create
a blended and seamless system that will restructure the veterans
health care delivery system, redesign the systems that facilitate ac-
cess to health care, realign resources to reflect its mission, and re-
form VA’s culture with workforce initiatives and accountability.

Similar to VA’s plan, the IB framework would combine the
strengths and capabilities of the VA and other public and private
providers, but included in our framework would be a veterans man-
aged care program that would provide rural and remote veterans
with options to receive veteran-centric and coordinated care regard-
less of where they live.

We recommend that VA move away from a single arbitrary feder-
ally regulated access standard. Under the IB’s framework, access
to care would be a clinically based decision made between a vet-
eran and his or her doctor or health care professional. Once the
clinical parameters are determined, veterans would be able to
choose among options developed within the network and schedule
appointments that are most convenient to them.

The IB calls for significant changes to VA’s Strategic Capital In-
vestment Plan, or SCIP, process by including public-private part-
nership options and blending existing replacement options to better
leverage Federal and local resources. We also have called for the
establishment of a Quadrennial Veterans Review process, similar
to the Quadrennial Defense Review, to align VA’s strategic mission
with its budget and operational plans and help provide continuity
of planning across all administrations.
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The IB framework would establish a biennial independent audit
of VA’s budgetary accounts to identify accounts and programs that
are susceptible to waste, fraud, and abuse.

In addition, we call for strengthening VA’s Veteran Experience
Office by combining its capabilities with the Patient Advocate Pro-
gram. Veterans Experience Officers would advocate for the needs
of individual veterans who encounter problems obtaining VA bene-
fits and services. They would also be responsible for ensuring the
health care protected under Title 38 are enforced.

Our plan uses the same public and private resources as proposals
provided that provide veterans with vouchers or insurance plans,
but our plan makes public and private resources complementary in-
stead of in competition with each other, which will be key to truly
providing high-quality care with the most ease of access possible
for veterans.

Mr. Chairman, this concludes my testimony, and me and my
partners look forward to any questions you may have.

[The prepared statement of Mr. Kelley follows:]

PREPARED STATEMENT OF RAYMOND C. KELLEY, DIRECTOR, NATIONAL LEGISLATIVE
SERVICE, VETERANS OF FOREIGN WARS OF THE UNITED STATES

Mr. Chairman and Members of the Subcommittee: On behalf of the co-authors of
The Independent Budget (IB), Disabled American Veterans (DAV), Paralyzed Vet-
erans of America (PVA) and the Veterans of Foreign Wars (VFW), thank you for
the opportunity to offer our thoughts regarding the Department of Veterans Affairs’
(VA) plan to consolidate its community care programs into a new choice program,
as required by Public Law (P.L.) 114-41.

After months of working closely with VA officials and other stakeholders, we are
pleased that many of our key recommendations were incorporated into VA’s plan,
such as ensuring VA remains accountable for the care veterans receive through
seamless care coordination—regardless of where the care is delivered. We are also
pleased that other key aspects of VA’s plan are closely aligned with the IB’s veter-
ans health care reform framework, which is appended to this statement.

The IB veterans service organizations (IBVSOs) strongly believe that veterans
have earned and deserve to receive high quality, comprehensive, accessible and vet-
eran-centric care. In most instances VA care is the best and preferred option, but
the IBVSOs acknowledge that VA cannot provide all services to all veterans in all
locations at all times; that is why VA must leverage private sector providers and
other public health care system to expand viable options. However, when and where
a veteran receives care should not be determined by Federal mandates. For that
reason, the IBVSOs support VA’s plan to move beyond arbitrary Federal standards
regulating veterans’ access to care in the community. We believe it is time to move
toward a health care delivery system that keeps clinical decisions about when and
where to receive care between a veteran and his or her doctor—without bureaucrats,
regulations or legislation getting in the way.

The IBVSOs strongly support VA’s concept of developing high performing net-
works that would seamlessly combine the capabilities of the VA health care system
with both public and private health care providers in the community, whenever nec-
essary, resulting in expanded options for veterans to receive high quality care closer
to home. This marks a significant shift in the role private health care providers play
in the veterans’ health care system, and is an important step toward ensuring vet-
erans receive high quality, comprehensive, accessible and veteran-centric health
care now and in the future.

VA’s plan is particularly sensitive to the importance of ensuring culturally com-
petent providers for veterans. In a recent study entitled “Ready to Serve: Commu-
nity-Based Provider Capacity to Deliver Culturally Competent, Quality Mental
Health Care to Veterans and their Families,” the RAND Corporation found that only
13 percent of private sector mental health care providers were able to deliver cul-
turally competent and evidence-based mental health care to veterans and their fam-
ilies. Similarly, less than 50 percent of private sector mental health providers who
were affiliated with VA or the Department of Defense met RAND’s readiness
criteria.



72

VA’s plan to adapt high performing networks to local communities recognizes that
the private sector is not a panacea to health care quality and access. We support
VA’s plan to identify and empower private sector providers who are ready and able
to deliver high quality, comprehensive, and veteran-centric health care. Doing so en-
sures the quality of care veterans receive from private sector providers is at least
equal to or better than the care they are accustomed to receiving from VA. As the
Nation’s largest trainer of health care professionals, VA is already increasing the
number of private sector providers who are able to deliver culturally competent,
high quality care to veterans. The IBVSOs support VA’s plan to build on existing
programs by making military culture training and educational resources available
to providers who want to participate in high performing networks. However, edu-
cation alone is not enough. By leveraging the best capabilities of each community’s
health care market, VA would also ensure private sector providers who invest in
learning how to care for veterans are given the appropriate workload to ensure they
retain what they have learned.

The IBVSOs firmly believe that VA’s medical home model and experience pro-
viding veteran-centric care results in the best health outcomes for veterans and,
therefore, VA must remain the primary health care provider for enrolled veterans.
However, we recognize that VA lacks the resources and capacity to be everything
to every veteran it serves. By establishing high performing networks to fill these
gaps, VA can leverage the best capabilities that already exist in each health care
market and free up resources to invest in services the community lacks. This type
of blended health care delivery model will result in improved health care outcomes
for veterans by providing them with more options closer to home and ensuring they
receive the best quality care available in their communities.

Other models currently being proposed to reform the way our Nation provides
care to veterans fall dramatically short. For example, proposals to turn VA in to a
voucher system would leave veterans with two lackluster choices: a VA health care
system that would continue to be overburdened and underfunded; or private health
care that does not guarantee access and lacks the required specialized care services
and cultural competencies uniquely defined by veterans’ needs. Meanwhile, pro-
posals to privatize VA health care by establishing a health care exchange for vet-
erans to shop for health care coverage would erode the benefits of VA’s medical
home model, which provides veterans a full continuum of care that is unmatched
in the private sector.

Creating health care exchanges for veterans also ignores findings outlined by the
Centers of Medicare and Medicaid Services Alliance to Modernize Healthcare in its
report entitled “Independent Assessment of the Health Care Delivery Systems and
Management Processes of the Department of Veterans Affairs” (released on Sep-
tember 1, 2015) that veterans are sicker and higher users of health care than the
general population. Furthermore, veterans who turn to VA tend to be the most indi-
gent, disabled, and geographically isolated segment of the veterans population. In
order to take on such a high risk portfolio of beneficiaries, insurance companies who
participate in a veterans health care exchange will need to charge exorbitant pre-
miums to offset the risk—significantly increasing health care costs for millions of
veterans who can least afford it.

Instead of moving toward privatization or pushing veterans out of VA and into
government-run insurance plans, the IBVSOs believe that creating integrated net-
works combining VA with top tier private providers is the best way to expand ac-
cess, improve quality and achieve better health outcomes for veterans.

VA’s consolidation plan has identified 11 legislative recommendations that seem-
ingly must be enacted to ensure VA has the authority to implement planned re-
forms. Since there are not yet details or legislative language for most of these pro-
posals, we cannot offer final views; however the IBVSOs offer the following initial
observations and comments on each legislative recommendation:

1. Improving VA’s Partnerships with Community Providers to Increase Access to Care

VA and Congress have been working for months to agree upon legislation that
would fulfill this recommendation, and the IBVSOs have supported legislation to au-
thorize VA to purchase care through agreements that are not subject to provisions
of law governing Federal contracts. Authorizing VA to enter into non-Federal acqui-
sition regulation (FAR) based agreements with private sector providers, similar to
agreements under Medicare, would ensure VA is able to quickly provide veterans
with community care options when needed.

Provider agreements are a necessary tool to allow VA to meet the wide-ranging
and unique health care needs of veterans, particularly veterans with spinal cord in-
jury and dysfunction. This proposal would also protect VA’s ability to continue to
purchase private medical care when not otherwise available through VA, contracts,
or sharing agreements.
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The IBVSOs would also like to thank Senator Blumenthal for his inclusion of cer-
tain federally recognized providers in the text of S. 2179, the “Veteran Care Agree-
ments Rule Enhancement Act.” These entities serve on the front lines of a partner-
ship between the VA and the Department of Health and Human Services that has
served more than 3,400 veterans across 31 States, the District of Columbia and
Puerto Rico. These agencies provide severely ill and injured veterans of all ages the
opportunity to determine their own support services to live independently at home.

The IBVSOs have heard from veterans who live in contract extended care facili-
ties who they may be required to leave the place they have called home for years
because VA does not have the authority to renew provider agreements. We urge this
Committee to quickly consider and pass this important legislation to ensure severely
disabled veterans are not harmed by VA’s inability to enter into provider agree-
ments.

2. Improving Access to Community Care through Choice Fund Flexibility

This proposal would authorize VA to use the Veterans Choice Fund to pay for
compensation and pension exams; any health care services under Chapter 17 of title
38, United States Code (U.S.C.); community care; emergency room and urgent care;
and the cost of implementing VA’s consolidation plan. While the IBVSOs support
the intent of the proposal, we would need to review the legislative language before
taking a position.

The IBVSOs believe it is detrimental to veterans’ health care when VA is unable
to access all of the resources provided to accomplish its mission. Unfortunately, Pub-
lic Law 113-146, the “Veterans Access, Choice and Accountability Act of 2014,” lim-
ited expenditure of the Veterans Choice Fund to care provided through the Choice
Program. The fund was created to ensure VA has the resources necessary to provide
community care when VA care is not readily available. In July, Congress granted
VA the authority to transfer more than $3 billion of Veterans Choice Fund money
to offset higher than expected demand on VA community care programs.

The IBVSOs believe that another budget shortfall is a real possibility in fiscal
year 2016, and requiring that a funding shortfall exist before VA is able to use this
fund for purchasing community care could risk harming veterans. However, the
IBVSOs do not support the use of this account as a slush fund to pay for unrelated
services outside of its intended purpose. If VA has shortfalls in other accounts that
are used to pay for non-health care services, such as compensation and pension
exams, VA should request additional funding through the regular budget and appro-
priations process, including requests for supplemental appropriations.

3. %)ncreasing Accuracy of Funding by Recording Community Care Obligations at
ayment

The IBVSOs do not object to the purpose of this proposal, which would authorize
VA to obligate funds for community care consults when payment is due instead of
using an estimated amount to obligate funds. Such an accounting change could re-
sult in a more efficient way to track planned expenditures and obligate necessary
funds when an authorization for care in the community takes place. It could also
bring clarity to the authorization and obligation process so as to mitigate the possi-
bility of a recurrence of the budget shortfall that occurred earlier this year.

4. Improving Access to Community Care by Establishing the New VCP

As previously stated, the IBVSOs support VA’s concept of consolidating existing
care in the community programs into a single program that relies on high per-
forming networks that would seamlessly combine the capabilities of the VA health
care system with both public and private health care providers in the community
whenever necessary. Rather than simply giving veterans a choice card and leaving
them on their own to navigate the private health market, this plan would require
VA to ensure that sufficient real options exist for veterans to receive care closer to
home through the new networks, which is far more likely to result in better health
outcomes for veterans. The creation of these seamless and blended networks rep-
resents the central concept of the new Veterans Choice Program and we look for-
v;ard fo working with VA and Congress to develop the details required to implement
this plan.

While the VA plan starts to move beyond arbitrary Federal standards regulating
when and where veterans can access medical care, we believe it should go further
to ensure access is not determined by the distance veterans live from a VA medical
facility or waiting longer than 30 days for care. The IBVSOs support the consolida-
tion of community care programs, but do not agree with VA’s proposal to define geo-
graphic access as 40 miles from a VA primary care provider. We firmly believe that
the distance a veteran travels is not as important as determining the severity of
his or her health care conditions and allowing the health care provider to decide the
most appropriate time and location to received care for those conditions. Further-
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more, geographic distance should not be used to determine when a veteran is au-
thorized to seek care in the private sector. Private sector network providers should
be considered an extension of VA. Doing so would ensure all veterans are afforded
the opportunity to receive veteran-centric and coordinated care when they need it
and where it is most appropriate.

5. Increasing Access and Transparency by Requesting Budget Authority for a Com-
munity Care Account

The IBVSOs understand the intent of this proposal, which would ensure more ac-
curate and accountable funding for community care programs. Based on recent his-
tory of changes in VA’s appropriations request structure, it is not clear that VA
needs specific legislation to make this change. However, until we see more specific
details, particularly about the proposed transfer authority, we are not able to offer
support for this legislative proposal.

6. Streamlining Community Care Funding

Similar to our position on the prior legislative proposal (#5 above), we understand
the intent of this proposal, but would need to see the specific language to accomplish
this change before taking a formal position.

7. Improving Veterans Experience by Consolidating Existing Programs

The IBVSOs cautiously support this proposal, which would sunset the numerous
community care programs VA intends to consolidate. The IBVSOs believe that VA’s
transition to the new choice program must ensure veterans who are currently re-
ceiving community care through existing programs are afforded the opportunity to
continue their care with the same providers. Before allowing these programs to sun-
set, VA must ensure the new Veterans Choice Program can handle the workload
governed by the existing authorities that provide care to veterans.

Permitting the Assisted Living for Veterans with TBI (AL-TBI) program to sunset
without granting VA the authority to continue such services would have negative
consequences on the veterans who are currently enrolled in the program. There is
no indication that there will be follow-on services under the new Veterans Choice
Program that will meet the specific needs of the veterans currently served by the
AL-TBI program. In fact, the new program guarantees nothing to this segment of
the veterans’ population, and yet, these veterans are some of the most vulnerable
served by VA. Additionally, we are concerned that VA does not have, nor has it re-
quested, the authority to provide assisted living services to these veterans or other
veterans enrolled in the VA health care system in need of extended care. Like the
realignment of authorities for emergency and urgent care, assisted living is a service
that should be expanded.

8. Improving Veterans Access to Emergency Treatment and Urgent Care

The IBVSOs support the plan to expand emergency treatment and urgent care in
the community. However, we oppose the proposal for an across the board $100 co-
payment for emergency care and $50 for urgent care. This proposal seemingly
makes no exception for veterans with service-connected disabilities or who are cur-
rently exempted from co-payments. Veterans currently exempted from co-payments
should not be required to bear a cost-share for emergency and urgent care services.

As an alternative, VA should consider establishing a national nurse advice line
to help reduce overreliance on emergency room care. The Defense Health Agency
(DHA) has reported that the TRICARE Nurse Advice Line has helped triage the
care TRICARE beneficiaries receive. Beneficiaries who are uncertain if they are ex-
periencing a medical emergency and would otherwise visit an emergency room, call
the nurse advice line and are given clinical recommendations for the type of care
they should receive. As a result, the number of beneficiaries who turn to an emer-
gency room for their care is much lower than those who intended to use emergency
room care before they called the nurse advice line. By consolidating the nurse advice
lines and medical advice lines many VA medical facilities already operate, VA would
be able to emulate DHA’s success in reducing overreliance of emergency room care
without having to increase cost-shares for veterans.

Additionally, the IBVSOs have concerns about the requirement that eligible vet-
erans must be “active health care participants in VA” in order to access these bene-
fits. The strict 24-month requirement is problematic for newly enrolled veterans,
many of whom have not been afforded the opportunity to receive a VA appointment
due to appointment wait times, despite their timely, good faith efforts to make ap-
pointments following their separation from military service. This barrier has caused
undue hardship on veterans who are undergoing the difficult transition from mili-
tary service back to civilian life, and has resulted in veterans receiving unneces-
sarily large medical bills through no fault of their own. VA is aware of this problem
and has requested the authority to make this exemption, however, the consolidation
plan does not specifically address this needed change.
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Furthermore, this restriction could negatively impact some healthier veterans who
do not need as much health care as others and may go more than two years without
accessing VA care. This requirement could encourage veterans to seek unnecessary
care from VA in order to remain eligible for VA’s emergency and urgent care services.

9. Impro(\{ing Care Coordination for Veterans through Exchange of Certain Medical

Records

The IBVSOs support the intent of this proposal, which would lift a restriction on
VA’s ability to disclose certain medical information. Proper sharing or exchange of
veterans’ medical records is imperative if VA is going to responsibly coordinate care.
While we understand patient privacy concerns that have been raised in the past,
VA must be authorized to make all health information available to community pro-
viders who will be integral to the care being provided.

The original intent of precluding VA from disclosing patient information regarding
drug abuse, alcoholism, and infection of HIV or sickle cell anemia was to prevent
veterans from being discriminated against based on their health care conditions.
The IBVSOs believe that Public Law 111-148, the “Patient Protection and Afford-
able Care Act,” prohibition on discrimination based on health care conditions by
health care providers renders the current VA restriction unnecessary.

10. Aligning with Best Practices on Collection of Health Insurance Information

This proposal would authorize VA to withhold health care from veterans if they
fail to provide other health insurance information (OHI). The IBVSOs support the
intent of requiring veterans to report information on other health insurance, how-
ever, we oppose the enforcement mechanism used to ensure veterans report their
health insurance information. We are concerned that efforts to collect other health
insurance information could result in veterans being denied non-emergent care.

Veterans are currently required to inform VA when their insurance information
has changed and VA typically asks veterans about any changes to their insurance
coverage when they present to a VA medical facility. To preclude veterans from re-
ceiving VA health care because they may not have known their insurance status
changed or because they did not disclose this information could harm the veterans
VA was created to serve.

Additionally, the Government Accountability Office and the Congressional Budget
Office have both found that VA’s ineffective billing process affects its ability to col-
lect the full cost of non-service-connected VA care delivered to veterans with OHI
coverage. The IBVSOs have also heard from veterans that VA has erroneously billed
their private health insurance for service-connected care. While we understand VA’s
need to increase the amount of billing it processes, it is more important that it im-
prove the efficacy of its billing process. Doing so would increase medical care collec-
tions without placing an undue burden on veterans.

It is important to remember that VA health care is an earned benefit. This pro-
posal would also diminish veterans’ service and sacrifices by relegating this benefit
to one that can be negated in order to increase the Federal Government’s financial
revenue. Rather than punishing veterans, VA should consider other ways to
incentivize veterans to provide OHI and increase third party medical care collec-
tions.

11. gorn}glizing VA’s Prompt Payment Standard to Promote Timely Payments to
roviders

The IBVSOs support the intent of this proposal, which would formalize a VA
Prompt Pay standard.

While the IBVSO’s generally believe that most of VA’s legislative proposals out-
lined above are sound and necessary, we cannot offer final judgment without review-
ing the legislative text of each these proposals in detail.

Overall, the IBVSOs are glad to see that many aspects of VA’s consolidation plan
are aligned with the IB’s veterans health care reform framework. The IB’s frame-
work builds on VA’s progress by addressing barriers that are outside of the VA
plan’s limited scope. The IBVSOs have leveraged historical expertise, extensive con-
versations with veterans around the country, and survey data to develop a veterans
health care reform framework centered on veteran perspectives and focused on the
positives and negatives of the current VA health care delivery system.

The IBVSO’s four-pronged framework looks beyond the current organization and
division between VA care and community care to create a blended and seamless sys-
tem that is best for veterans.

RESTRUCTURE THE VETERANS HEALTH CARE DELIVERY SYSTEM

The IB framework would optimize the strengths and capabilities of VA and com-
bine them with other public and private health care providers by establishing local
Veterans-Centered Integrated Health Care Networks. VA would be responsible for



76

organizing the networks, coordinating care, and in most cases, would remain the
principal provider of care for veterans.

Similar to VA’s consolidation plan, the IB framework would consider network pro-
viders an extension of VA care, which would enable veterans to work with their
health care providers to determine the best way to receive care. For rural and re-
mote veterans who live outside network catchment areas, the IB framework would
establish a Veterans Managed Community Care program that would ensure all vet-
frans have an option to receive veteran-centric and coordinated care wherever they
ive.

REDESIGN THE SYSTEMS AND PROCEDURES THAT FACILITATE ACCESS TO HEALTH CARE

We recommend that VA move away from single, arbitrary federally regulated ac-
cess standards. Under the IB’s framework, access to care would be a clinically based
decision made between a veteran and his or her doctor or health care professional.
Once the clinical parameters are determined, veterans would be able to choose
among the options developed within the network and schedule appointments that
are most convenient to them. Veterans not satisfied with clinical determinations or
scheduling options would be able to seek a second clinical review of their health care
needs.

We also recommend establishing a nationwide system of urgent care at existing
VA clinics, and affording veterans the opportunity to receive urgent care from small-
er urgent care clinics around the country to alleviate much of the pressure on VA
outpatient clinics.

REALIGN THE PROVISION AND ALLOCATION OF VA’S RESOURCES TO REFLECT ITS MISSION

The IBVSOs call for significant change to VA’s Strategic Capital Investment Plan-
ning (SCIP) process by including public-private partnership options and blending ex-
isting replacement options to better leverage Federal and local resources. VA must
be required to engage community leaders to develop broader sharing agreements,
so it can plan infrastructure in a way that allows communities to share resources
and VA can invest in services the community lacks. Furthermore, VA should be re-
quired to publicly update and report annually actuarial estimates for maintaining
and modernizing adequate infrastructure, so that the real financial need for infra-
structure resources is known to Congress, veterans and the public.

Our framework also calls for reforming the congressional appropriations process
to ensure VA has the resources it needs and the flexibility to allocate them to pro-
vide for the health care and services veterans need, instead of limiting the amount
of care VA is able to provide. Finally, we call for the establishment of a Quadrennial
Veterans Review process, similar to the Quadrennial Defense Review, to align VA’s
strategic mission with its budgets and operational plans, and help provide con-
tinuity of planning across all administrations.

REFORM VA’S CULTURE WITH WORKFORCE INNOVATIONS AND REAL ACCOUNTABILITY

The IB framework would establish a biennial independent audit of VA’s budgetary
accounts to identify accounts and programs that are susceptible to waste, fraud, and
abuse. The audit would also examine the development of the budget requests, in-
cluding oversight of the Enrollee Health Care Projection Model, to ensure the integ-
rity of those requests and the subsequent appropriations, including advance appro-
priations.

In addition, we call for strengthening VA’s Veterans Experience Office by com-
bining its capabilities with the patient advocate program. Veterans experience offi-
cers would advocate for the needs of individual veterans who encounter problems
obtaining VA benefits and services. They would also be responsible for ensuring the
health care protections afforded under title 38, United States Code (U.S.C.), includ-
ing a veteran’s right to seek redress through clinical appeals; claims under section
1151 of title 38, U.S.C.; the Federal Tort Claims Act; and the right to free represen-
tation by accredited veteran service organizations are fully applied and complied
with by all providers who participate in Veterans-Centered Integrated Health Care
Networks, including both private and public health care entities.

Congress, the Administration, the IBVSOs, and other key stakeholders in the vet-
erans’ community all have an interest in fixing and strengthening the veterans
health care system so that it is properly aligned to meet the unique needs of the
veterans it serves. Today, the VA is at a crossroads that will determine how it will
carry out its mission to America’s veterans. This is an historic opportunity to put
VA on a path to meet the needs of veterans today and far into the future. The
IBVSOs will continue working to ensure that our Nation’s veterans receive high
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quality, accessible, comprehensive, and veteran-centric health care designed around
their needs and preferences.

Thank you for the opportunity to present this testimony to the Committee today.
We would be pleased to answer any questions the Committee may have.

ATTACHMENT
A FRAMEWORK FOR VETERANS HEALTH CARE REFORM

In April 2014, whistleblowers from around the country brought to light instances
of fraud and manipulation within the Department of Veterans Affairs (VA) that
have since led to changes in executive leadership and a wide array of proposals to
overhaul the VA health care system. To The Independent Budget (IB), the fact that
veterans were waiting too long for the care they have earned and deserve was no
surprise.

The IB co-authors—Disabled American Veterans, Paralyzed Veterans of America,
and Veterans of Foreign Wars—have been ringing the alarm on VA health care ac-
cess problems for more than a decade. In 2002, the IB included an article on waiting
times for outpatient appointments, in which the IB veterans service organizations
(IBVSOs) urged the Veterans Health Administration (VHA) to “identify and imme-
diately correct the underlying problems that have contributed to intolerable clinic
waiting times for routine and specialty care for veterans nationwide.”

The transformative effort underway at VA, known as MyVA, and recent actions
taken by congressional leaders, such as enactment of Public Law 113-146, the “Vet-
erans Access, Choice, and Accountability Act of 2014,” have made progress in ad-
dressing the access issues that have plagued VA. While such progress in commend-
able, access remains the principle problem facing the VA health care system, and
this problem will continue to negatively impact the health care veterans receive
until the VA health care system is significantly reformed. Organizations, politicians,
Members of Congress, VA officials and other stakeholders are advocating for specific
reforms. What has been missing from these discussions is a plan that truly rep-
resents what veterans want, expect, and need their health care system to be and
a comprehensive set of reforms to accomplish that vision.

In order to develop a framework that puts veterans’ needs and preferences first
and understand the extent of the health care access problem from a veteran’s per-
spective, the IBVSOs have sought direct feedback from our members and the vet-
erans’ community as a whole. Their responses have validated what we have long
known:

1. Veterans prefer to receive their care from VA.

2. They turn to VA because they like the quality of care they receive.

3. They believe VA health care is an earned benefit and VA is best suited to pro-
vide veteran-specific health care.

When asked how they would improve the VA health care system, veterans suggest
that VA hire more doctors and extend clinic hours to expand internal capacity, im-
prove customer service, and expand overall access by providing convenient health
care options in their local communities.

The IBVSOs have leveraged historical expertise, extensive conversations with vet-
erans around the country, and survey data to develop a veterans’ health care reform
framework centered on veteran perspectives and focused on the positives and nega-
tives of the current VA health care delivery system. The IB’s framework includes
a comprehensive set of policy ideas that will make an immediate impact on the de-
livery of care, while laying out a long-term vision for a sustainable, high quality,
and veteran-centered health care system. The framework would provide high-quality
health care closer to home by seamlessly combining the capabilities of the VA health
care system with public and private health care providers in the community when
and where necessary.

In order to accomplish our long-term vision, veterans’ health care reform must ad-
dress four fundamental ideas:

1. Restructure the Veterans Health Care Delivery System

2. Redesign the Systems and Procedures that Facilitate Access to Health Care

3. Realign the Provision and Allocation of VA’s Resources to Reflect the Mission
4. Reform VA’s Culture with Workforce Innovations and Real Accountability

We hope that Congress, VA, veterans, and other key stakeholders will consider
these ideas as the ongoing efforts to reform veterans health care move forward.
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RESTRUCTURE THE VETERANS HEALTH CARE DELIVERY SYSTEM

In the 1990s, under the leadership of Dr. Kenneth W. Kizer, the VA health care
system underwent a dramatic transformation from a hospital based system to an
integrated ambulatory care system. While the shift to a holistic approach of pro-
viding a full continuum of care has made VA one of the premier health care pro-
viders in the world, it has largely ignored one of Dr. Kizer’s objectives: “Seek oppor-
tunities for sharing activities with private sector entities when doing so would be
cost effective and improve service to VA patients.” In its plan to consolidate commu-
nity care programs and authorities entitled “Plan to Consolidate Programs of De-
partment of Veterans Affairs to Improve Access to Care,” (mandated by Public Law
114-41, the “Surface Transportation and Veterans Health Care Choice Improvement
Act”) VA reports having existing agreements or contracts with more than 200 Fed-
eral health care facilities, 700 academic teaching affiliates, 700 federally qualified
health centers, and 76,000 locally contracted providers. Such contracts and agree-
ments are generally used as safety valves to augment health care veterans receive
from V(L? 1medical facilities, rather than integrating them into the health care deliv-
ery model.

Traditionally, the relationship between VA and non-academically affiliated private
sector providers has been unnecessarily adversarial. Many VA medical center direc-
tors have wanted their facilities to be everything for every veteran and have viewed
the use of private sector providers as a threat to their ability to provide high quality
care to the veterans they serve. In addition, the overall inadequate levels of funding
provided to meet veterans needs has resulted in a conflict between fully funding VA
services and properly utilizing community care options. As a result, VA medical fa-
cilities rarely benefited from leveraging the capacity of private sector medicine to
improve its health care delivery model. Far too often, community care was uncoordi-
nated, failed to guarantee sufficient access or quality, and was highly susceptible
to improper billing of veteran patients and improper payments by VA. Additionally,
with inadequate funding levels for medical services, as the IBVSOs have pointed out
regularly, VA has been unable to expand capacity fast enough to keep up with de-
mand for services, continues to rely upon outdated software and processes, and has
suffered from inconsistent administration of community care throughout the system.
As a result, veterans who have faced barriers accessing VA care are forced to wait
longer for community care, placed on waiting lists when they should be given the
opportunity to receive community care, or forced to forgo needed health care alto-
gether.

With the implementation of coordinated community care programs like Project
Healthcare Effectiveness through Resource Optimization (HERO), Project Access Re-
ceived Closer to Home (ARCH), Patient-Centered Community Care (PC3), and the
Veterans Choice Program supported by reform efforts like Secretary McDonald’s
MyVA initiative, VA has made significant improvements to the way it purchases
health care. Through this work, VA has expanded partnerships with private sector
providers, identified and addressed a number of the issues highlighted above, and
dramatically increased the use of community care. However, VA’s consolidated plan
acknowledged that VA’s community care programs continue to lack system wide
consistency and integration with the larger VA health care system.

Several ideas for reforming the way VA purchases care have gained national at-
tention in the past year. Many of them fail to put veterans’ needs and preferences
first and some do not properly account for second or third order effects that would
lead to unintended consequences for the health and well-being of our Nation’s vet-
erans. For example, proposals that would require VA to compete with private sector
providers for veterans’ health care dollars perpetuates the adversarial relationship
between VA health care and community providers. Rather than force veterans to
choose between an overburdened and underfunded system (VA) and one that does
not guarantee access and lacks the required specialized care services and cultural
competencies uniquely defined by veterans’ needs (private sector), veterans deserve
a system that integrates the two so that VA’s veterans’ health care expertise can
be complimented with the convenience of private sector providers.

The IBVSOs acknowledge that an exclusively Federal solution is not feasible due
to the changing nature of the veterans’ population. Moreover, simply making VA a
payer of veterans’ health care erodes the benefits of VA’s patient centered medical
home model. That is why the IB’s framework takes a logic based approach that opti-
mizes the strengths and capabilities of VA and combines them with other public and
private health care providers. Simply put, we recommend establishing local Vet-
erans-Centered Integrated Health Care Networks. These networks would leverage
the capabilities and strengths of existing local health care resources (including VA,
other public health care systems, and private providers) to meet the needs of vet-
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erans in each uniquely different health care market. This includes increasing capac-
ity to deliver urgent care at existing VA medical facilities and developing new capac-
ity through private sector urgent care clinics around the country to create new op-
tions between emergency care and primary care.

VA must be responsible for organizing these integrated health care networks, co-
ordinating care, and in most cases, it would remain the principal provider of care
for veterans. Similar to VA’s proposed consolidation plan, the IB framework would
consider network providers an extension of VA care, which would enable veterans
to work with their health care providers to determine the best way to receive care.
For rural and remote veterans who live outside network catchment areas, the IB
framework recommends creation of a Veterans Managed Community Care program
that would ensure all veterans have an option to receive veteran-centric and coordi-
nated care when they need it and where it is most appropriate.

REDESIGN THE SYSTEMS AND PROCEDURES THAT FACILITATE ACCESS TO HEALTH CARE

Over the years, the VA health care system has relied on a number of methods
and standards to measure access and timeliness of health care delivery. Prior to the
scandal that enveloped the VA health care system in the spring of 2014, the Depart-
ment’s wait-time goal was 14 days from a veterans preferred date for existing pa-
tients or 14 days from the date an appointment request was created for new pa-
tients. After the health care access crisis exposed that the 14-day goal was unattain-
able, VA reevaluated its standard and moved to 30 days from a veteran’s preferred
date. Less than a year later, VA changed its wait-time standard again to facilitate
the implementation of the Veterans Choice Program. In an attempt to align its
standards with industry best practices, VA elected to base its wait-time goal on clin-
ical need first and rely on a veteran’s preference when a clinically indicated date
was not identified.

VA has also relied upon a number of geographic based access standards over the
years to determine accessibility. Through the Strategic Capital Investment Planning
(SCIP) process, dating back to its fiscal year 2008 budget request, VA has used a
60 minute drive-time distance for veterans who live in urban areas and 90 minutes
for veterans who live in rural areas as a standard for specialty care. In 2013, VA’s
long range SCIP process began to include a corporate target of 70 percent of vet-
erans having access to VA primary care within a 30 minute drive time in urban
areas and 60 minutes in rural areas.

Additional geographic based standards have accompanied statutory programs, to
include 40 miles from a primary care provider (as well as 30 days) for the Veterans
Choice Program, or 60 minute drive time from primary care, 120 minutes from
acute care, and 240 minutes from tertiary care under Project ARCH. VA has also
established geographic based network standards for contracted programs. Under
Project HERO, VA required Humana to provide access to required services within
50 miles of a veteran’s home. Under PC3, HealthNet and TriWest are required to
provide health care options within a 60 minute drive for veterans who live in urban
areas, 120 minutes for veterans who live in rural areas, and 240 minutes for vet-
erans who live in highly rural areas, when seeking general care. For veterans who
need a higher level of care, the PC3 network must provide them options within 120
minutes for urban areas, 240 minutes for rural areas, and an acceptable community
standard for highly rural veterans.

The independent assessment on access standards conducted by the Institute of
Medicine (IOM) determined that industry benchmarks for health care access vary
widely throughout the private sector. IOM was unable to find national standards
for access and wait-times similar to the Veterans Choice Program’s 40-mile and 30-
day standards. Instead of focusing on set mileage or days-based calculations, IOM
found that industry best practices focus on clinical need and the interaction between
clinicians and their patients. The IBVSOs strongly agree with IOM’s recommenda-
tion that “decisions involving designing and leading access assessment and reform
should be informed by the participation of patients and their families.”?

The IBVSOs have reported for years that VA’s access standards are not aligned
with veterans’ perceptions. Moreover, the IB firmly believes that federally regulated,
arbitrary access standards, such as living 40 miles from a VA clinic or waiting up
to 30 days for an appointment, should not inhibit a veteran’s access to care. That
is why the IBVSOs propose to move away from federally regulated access standards.
Under the IB’s framework, access to care would be a clinically based decision made
between a veteran and his or her doctor or health care professional. Once the clin-

1IOM (Institute of Medicine). 2015. Transforming Health Care Scheduling and Access: Getting
to Now. Washington, DC: The National Academies Press
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ical parameters are determined, veterans would be able to choose among the options
developed within the network and schedule appointments that are most convenient
to them. Veterans not satisfied with clinical determinations or scheduling options
would be able to seek a second clinical review of their health care needs.

REALIGN THE PROVISION AND ALLOCATION OF VA’S RESOURCES TO REFLECT ITS MISSION

Since it was not required by Public Law 114-41, VA did not address the issue
of capital infrastructure in its plan to consolidate its community care programs.
However, without proper planning of its current infrastructure responsibilities and
needs, VA will face significant challenges in order to effectively deliver quality,
timely health care to our veterans.

For more than 100 years, the government’s solution to providing facilities to pro-
vide health care for our military veterans has been to build, manage and maintain
a network of veterans’ hospitals themselves. While building these facilities was a
necessity, maintaining them and replacing them has saddled the Department with
a $60 billion bill that will need to be paid over the next 10 years in order to properly
address the existing access, utilization, and condition and safety gaps to provide vet-
erans with access to the care they have earned and need in a safe and timely man-
ner. Moving forward, VA will need to streamline its procurement and project deliv-
ery processes, leverage community resources, realign its footprint to provide appro-
priately sized facilities in more locations, and ensure VA budget requests for capital
infrastructure projects are based on a defined plan to address infrastructure gaps
instead of arbitrary lists of needed projects.

Currently, VA takes too long and makes too many changes to construction plans
leading up to and during the building phase. We only have to examine the problems
experienced in the construction of the new VA medical center in Aurora (Denver),
Colorado, to affirm this point. Changes proposed to reform construction manage-
ment through the inclusion of the Army Corps of Engineers are a necessary reform
that must be monitored and assessed going forward.

In addition, VA’s infrastructure problems will never be met if they do not find a
better way to estimate and request resources through the budget development and
appropriations process. Currently, VA’s budget requests for construction are unre-
lated to the actual cost of maintaining their capital infrastructure, as evidenced by
the funding gap between SCIP projections and budget requests, a fact verified by
the Independent Assessment. In order to resolve this structural problem, VA must
base it resource requests for infrastructure on demand capacity assessments and
through the development of an actuarial estimate and schedule for maintaining that
infrastructure. VA should be required to publicly update and report these actuarial
estimates each year concurrent with the budget submission so that the real need
for infrastructure resources is known to Congress, veterans and the public.

To better align medical care and services with where veterans need that care, the
IB’s framework would require VA to reassess all currently proposed and future
major construction projects and find ways to leverage community resources to iden-
tify private capital for public-private partnerships (P3) as an alternative and more
efficient manner to build and maintain VA health care facilities. This would enable
VA to invest in services the community lacks, while ensuring it continues to provide
specialty care, such as mental health and spinal cord injury/disease care, in state-
of-the-art facilities. Future capital infrastructure expansion would be based on need
and demand capacity assessments, which would incorporate the availability of local
resources.

The IB framework would also change VA’s SCIP process to include P3 options
that would blend existing replacement options to better leverage Federal and local
resources. It would also require VA to engage community leaders to develop broader
sharing agreements so it can plan infrastructure in a way that allows communities
to share resources, while allowing VA to invest in services the community lacks.

The access issues plaguing VA have been exacerbated by staffing shortages within
the VA health care system that impact VA’s ability to provide direct care. Evalu-
ating VA’s capacity to care for veterans requires a comprehensive analysis of vet-
erans’ health care demand and utilization measured against VA’s staffing, funding,
and infrastructure. However, VA’s capacity metrics are based on deflated utilization
numbers that fail to properly account for the true demand on its system.

For example, a shortage of nurses within the Spinal Cord Injury and Disease
(SCI/D) system of care has precluded SCI/D centers from fully utilizing available
bed space and has forced SCI/D centers to reduce the amount of veterans they
admit. This has caused a decrease in the daily average census at some SCI/D cen-
ters and implies that there is a lack of demand on the system, when in reality vet-
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erans who want to access SCI/D care are turned away because those centers lack
the staff to man available beds.

Recognizing that VA’s Veterans Equitable Resource Allocation (VERA) model is
based on utilization, VA’s inadequate staffing ratios cause a downstream impact on
funding for capital infrastructure projects and the resources local VA facility leaders
are given to meet demand. For this reason, the IB’s framework recommends estab-
lishing staffing models based on population density thresholds, actual medical need,
functional level and other critical factors. This model would also need to account for
changes in the veteran population and surges in demand as VA health care im-
proves and military downsizing continues. Doing so would ensure VA is able to
measure the true capacity of and demand for services at its medical facilities.

Regardless of how well VA reforms staffing and capital infrastructure processes,
it will not be able to close access gaps if it does not receive the resources it needs
to meet demand. In fact, the CMS Alliance to Modernize Healthcare emphasized in
its report “Independent Assessment of the Health Care Delivery Systems and Man-
agement Processes of the Department of Veterans Affairs” (released on September 1,
2015) that VA’s ability to meet its promise to veterans is limited by the resources
it receives from Congress, and that VA would need increases over the next five
years to meet expected demand. The IBVSOs annually conduct a thorough analysis
of VA health care utilization and submit detailed recommendations for full and suf-
ficient funding to address current and future utilization and access gaps. Unfortu-
nately, for fiscal year 2015, Congress enacted appropriations that were nearly $2.0
billion short of the IB’s fiscal year 2015 recommendations for VA’s Medical Services
accounts. Less than six months after passage of that bill, VA reported a $2.6 billion
budget shortfall in its Medical Services accounts that could have forced the Depart-
ment to limit health care to veterans if Congress was unable to provide additional
funds. Fortunately, VA was authorized to use the Veterans Choice Fund to address
the short fall. The IBVSOs believe that it is likely VA will face another budget
shortfall in fiscal year 2016, and this pattern could continue without additional
structural changes.

The IB agrees with the Independent Assessment’s finding that the congressional
appropriations process does not provide VA the flexibility it requires to meet the de-
mands on its health care system. With this in mind, the IBVSOs believe that the
congressional appropriations process must be reformed to ensure VA has the re-
sources it needs to provide the timely, high quality health care services veterans de-
mand instead of limiting the amount of care VA is able to provide. While the IB
was at the forefront of efforts to enact advance appropriations to relieve the pres-
sures of a broken appropriations process on the VA health care system, we believe
that consideration should be given to new proposals that might optimize the funding
process. There have been a number of proposals over the years to address this issue
ranging from adopting methods that have worked for other departments (a VA
health care fund similar to the Department of Defense’s overseas contingency oper-
ations fund) to technical changes to the existing appropriations process (authority
to transfer advance appropriations to current year budget). The IB’s framework calls
on Congress to evaluate the merits and feasibility of these and other proposals to
strengthen the appropriations process to ensure VA has the ability to provide the
health care veterans need.

To ensure VA’s budget requests are accurate and properly aligned with the health
care needs of the veterans population, the IBVSOs would also call for reforming
VA’s current planning methodology, budget forecasting and resource allocation sys-
tems to align them with the changing demographic and health care needs of the vet-
erans population. The IB framework recommends the establishment of a Quadren-
nial Veterans Review (QVR) process, similar to the Quadrennial Defense Review.
The QVR would serve as the benchmark for the Future-Year Veterans Program
(FYVP) that can take a long view of the prospective resource needs based on de-
mand for health care services within the entire integrated health care network. This
would better align VA’s strategic mission with its budgets and operational plans,
and help provide continuity of planning across all administrations.

While ensuring VA has the resources it needs to meet demand is vitally impor-
tant, it is also critical that VA continue to serve as a good steward of Federal re-
sources used to provide timely, quality care to veterans. To support this point, the
IB’s framework calls for a biennial independent audit of VA’s budgetary accounts
to identify line items and programs that are susceptible to waste, fraud, and abuse.
The audit would also examine the development of the budget requests, including
oversight of the Enrollee Health Care Projection Model, to ensure the integrity of
those requests and the subsequent appropriations, including advance appropria-
tions.
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REFORM VA’S CULTURE WITH WORKFORCE INNOVATIONS AND REAL ACCOUNTABILITY

Secretary McDonald has made improving veterans experience a main pillar of the
MyVA transformation. To ensure VA leaders are aware of the issues veterans face
when they obtain their earned benefits and health care, the MyVA task force has
established the Veterans Experience Office, with a Chief Veterans Experience Offi-
cer who reports directly to the Office of the Secretary. VA plans to have veterans
experience officers throughout the country who collect and disseminate best prac-
tices for improving customer service, coordinate community outreach efforts, and
serve as subject matter experts on the benefits and services VA provides to vet-
erans.

The IBVSOs have consistently heard from veterans that their patient advocates
are ineffective or seek to protect the medical facility’s leadership instead of address-
ing their concerns. The IB believes that patient advocates cannot effectively meet
their obligations to veterans if their chain of command includes VA medical facility
staff that is responsible for the actions and policies they are required to address.

The IB framework would strengthen the Veterans Experience Office by combining
its capabilities with the patient advocate program. Veterans experience officers
would advocate for the needs of individual veterans who encounter problems obtain-
ing VA benefits and services. They would also be responsible for ensuring the health
care protections afforded under title 38, United States Code (U.S.C.), a veteran’s
right to seek redress through clinical appeals, claims under section 1151 of title 38,
U.S.C., the Federal Tort Claims Act, and the right to free representation by accred-
ited veteran service organizations are fully applied and complied with by all pro-
viders who participate in Veterans-Centered Integrated Health Care Networks, both
in the public and private sector.

Finally, any plan to reform the culture of VA must also take into consideration
the need to modernize VA’s workforce and ensure VA employees serve the interest
of the veterans’ community. While Congress has focused on firing underperforming
employees, the IB partners believe that the situation is more complicated and de-
mands a holistic approach to workforce development that allows VA to recruit, train,
and retain quality professionals capable of caring for our veterans, while simulta-
neously ensuring that VA has the authority to properly discipline employees when-
ever appropriate.

The IB partners applaud the MyVA task force for acknowledging that employee
experience is vital to its transformation efforts. The MyVA task force has developed
a number of programs and initiatives to engage and empower VA employees. How-
ever, Federal hiring still reflects a mismatch between the skills desired and the
compensation provided for many of the professionals VA recruits. If Congress is fo-
cused on bolstering VA’s ability to fire poor-performing employees, Congress must
also give VA the leverage to hire employees quickly and offer compensation com-
mensurate with their skill level.

By focusing solely on disciplinary proceedings and failing to properly cultivate a
motivated and compassionate workforce, we make VA an unattractive employer to
potential recruits. The IBVSOs believe that we must build a framework that makes
VA an attractive employment option for the best and brightest who want to care
for our veterans.

CONCLUSION

Congress, the Administration, the IBVSOs, and other key stakeholders in the vet-
erans community have an obligation to ensure that the veterans’ health care system
is properly aligned to meet the unique needs of the veterans it serves. Meanwhile,
the VA is at a crossroads that will determine how it will carry out its mission to
America’s veterans. The IBVSOs will continue working to ensure that our Nation’s
veterans receive high-quality, accessible, comprehensive, and veteran-centric health
care designed around their needs and preferences.

The IB’s four-pronged health care reform framework looks beyond the current or-
ganization and division between VA care and community care to create a blended
and seamless system that is best for veterans. Moving forward, the IBVSOs will use
this framework to inform legislative proposals and ensure reforms of the VA health
care system focus on veterans experience, service delivery, management, account-
ability, and budget and planning process changes needed to meet the unique and
complex health care demands of the men and women who have served and sacri-
ficed. Only through meaningful reforms can we live up to President Lincoln’s prom-
ise “* * * to care for him who shall have borne the battle, and his widow and his
orphan.”

Chairman ISAKSON [presiding]. Senator Blumenthal.
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Senator BLUMENTHAL. Thank you. I appreciate your courtesy in
allowing me to ask just a couple of brief questions first.

Mr. Selnick, let me ask you, your recommendation is that the VA
should finalize its Choice Program, long-term new Veterans Choice
Program, only after the Commission on Care provides its findings
and recommendations to the President and Congress and they have
decided which recommendations are feasible and advisable. Do you
have a timeframe as to when those recommendations will be made?

Mr. BUTLER. As of right now, based on the legislation, we are due
at the end of February.

Senator BLUMENTHAL. In February?

Mr. BUTLER. That is, as of right now, that is when we are due.

Senator BLUMENTHAL. You would advise waiting until sometime
this spring or later when there is feedback from the President and
Congress before the VA finalizes its Choice Program?

Mr. BUTLER. Yes. I think the VA’s plan has some merits to it,
but it has a lot of work that has to be fleshed out. It is not an im-
plementation. It is a constant plan. That can be done. Once again,
I am speaking for myself, not for the Commission or anything.

Personally, I feel that can be a more collaborative process, and
as part of that collaborative process, let us have a process where
we have a really integrated systems approach where we come up
with the overall comprehensive solution. The Choice Program is not
a solution on its own. It has to be integrated with the rest of this
health care system. Coming up with a program on your own that
may be in conflict with other recommendations would just cause
more confusion.

Senator BLUMENTHAL. Mr. Rausch.

Mr. RauscH. Yes. I would just like to add, although we have dif-
fering views and opinions about the specific plan, I would challenge
anyone to suggest that the process has not been collaborative, in
contrast to, say, 2 years ago in working with the VA. I do not be-
lieve that this process would have taken place, and based off of a
lot of the discussion between Members of this Committee and sen-
ior VA officials just a moment ago, it seems that your experiences
have also changed with VA.

I would just emphasize that it has been transparent, it has been
collaborative, and it has been unprecedented in the Federal Gov-
ernment from our perspective. Thank you.

Senator BLUMENTHAL. Mr. Blake.

Mr. SELNICK. Senator, in full disclosure, I think it would be fair
to say that the Commission on Care, we have met with their pro-
fessional staff, and it is our understanding that they are hoping to
extend their charge at least until next summer, which would mean
this discussion would presumably be put off until June, July, or
August of next summer at the earliest.

I think that would be an unfortunate occurrence for the VA, be-
cause as most of us here have testified, this plan that the VA has
put forward is a good idea. It is a very good concept for how health
care should be delivered. If we just put it off for another potentially
12 months, where will we be now, and will that really solve the
problems that we are trying to address?

Senator BLUMENTHAL. I share the concern about timing. I under-
stand Mr. Selnick’s point about collaboration, but I am heartened
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and encouraged by the feeling that I think is generally shared
among this panel that the process has been collaborative, and to
that end, I am going to invite, in fact, request that the VA react
to some of the excellent ideas that have been suggested by this
panel, if they have not done so.

I would ask that the VA, who are still present—let the record
show that all of the witnesses on the prior panel are still here and
can hear me make this request—I would ask that they react to
these proposals because these ideas are very promising and impor-
tant, and I think collaboration is the key word here.

The VSOs have been extraordinarily and profoundly important in
this process and I want to thank all of you gentlemen and lady for
the excellent ideas that you have offered today and throughout this
process, those who are represented here and others who are not on
this panel.

Thank you very much and I will look forward to additional col-
laboration. I think that is the operative word.

Thank you.

Chairman ISAKSON. Senator Moran.

Senator MORAN. Mr. Chairman, thank you very much.

I think it was Mr. Rausch who had statistics about experiences
with the Choice Program, access to care in communities, but let me
ask all of you, you are all involved in helping your members, help-
ing veterans access care. What has been the experience with the
Choice Act for each of your organizations’ members?

Mr. BUTLER. I would say for The American Legion, we have had
experiences where veterans have had positive experiences as well
as not so positive experiences. It all depends upon the type of rela-
tionship the VA has within the community and with the HealthNet
and TriWest.

We are still getting calls where, even from veterans where their
claims have been turned over to collection because they are not
being processed and paid in a timely manner. When we get those
type of issues and concerns and we turn them over to our VSO liai-
son in central office and after they check into that, then we get an
affirmative answer as to what was the background and an easy so-
lution to fix it. The question then becomes, why did we get to that
point? How come it was not appropriately addressed in the
beginning?

Senator MORAN. Thank you.

Mr. SELNICK. For our members it has been mostly a nightmare.
The number 1 thing that they say, literally, is—the few that have
been able to get Choice is because they have had a Congressman
or Senator interfere on their behalf—the common thing they say is,
why does it take a Senator or Congressman to get some help? The
whole process for our members—you can go online to see the
Facebook posts—has just been a continual struggle, a battle.

One of the number 1 questions that we get is, if I am within 20
miles of a VA hospital but the heart surgeon I need is 100 miles,
why am I denied the Choice Program? Why can I not get the serv-
ice within 40 miles of where I live? Why does TRICARE offer a
simple system of specialty and primary care and metrics and the
VA has this convoluted process?

Senator MORAN. Thank you.
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Mr. RAuscH. Thank you, Senator. Just to repeat those numbers,
currently, from our most recent survey: 43 percent of our respond-
ents stated the main reason for not using it was confusion; and 28
percent said they had a negative experience. What we have seen
from our polling data—a lot of it are flash polls, social media—we
have seen it increase, albeit generally it has still been a negative
experience. But, it has increased exponentially.

You mentioned Kansas, and I spent some time in Fort Leaven-
worth because I was assigned there—by choice—and, so, I know
Kansas fairly well, and I was looking at a map recently that
TriWest had showed me today, or last month, excuse me, versus a
year ago. The providers in the network that they have built in
Kansas specifically has been tremendous. What we have seen is not
a linear increase, but an exponential increase in number of pro-
viders, veterans who understand it better, the VA, who, frankly,
were probably the worst performing initially in understanding how
to coordinate that care. They even improved significantly.

Although it has been a challenge, we have seen it start to sort
of steadily uptick, which is why we also mentioned in our testi-
mony that there are some really positive things and lessons
learned from Choice, with some negative things we have learned.

On the broader concept of Choice, as was mentioned earlier
about the different plans that have been floated, one of the reasons
we support this framework and reject some of the one-off plans be-
cause there are certain plans that want to take, as someone men-
tioned earlier, primary care out of the VA. As someone who actu-
ally had my primary care health appointment this morning at the
VA, and I have choice because I have private health care, as well,
that would be removing choice for me.

There are certain plans out there that actually do not reduce but
completely eliminate Choice by pulling some of those resources out
of VA, which is, again, why we think this collaborative approach
that has been taken is a great and clear path forward.

Senator MORAN. Thank you very much. I appreciate your pa-
tience in waiting for the opportunity to testify and be here to an-
swer questions, which gives me the opportunity to also tell the VA
how appreciative I am of their patience in staying to listen to the
testimony.

Mr. Chairman, thank you.

Chairman ISAKSON. And I apologize for having to go to the floor
and make a brief speech, so I missed almost all of your testimony,
which I apologize for, but I read through the testimony last night.
I have a couple of quick questions, and I know it has been a long
time, but I thank you for staying and I thank the VA representa-
tives for staying and listening, as well.

Mr. Selnick, you heard the exchange with Senator Moran, my-
self, and the VA about the problems in Liberal, Kansas, and the
Choice accessibility and the ease or difficulty of that program. You
made a comment a minute ago that you were not sure that those
providing services at the local level and VA at the Washington
level understood how the program is really working or something
like that, is that right? Did I hear you right?
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Mr. SELNICK. Well, I mentioned a number of different challenges
with the program, its staff, its process, and its call center. The
whole thing has been a problem.

Chairman ISAKSON. I think you are right, and I do not blame
anybody for this, but I think there is a misunderstanding up and
down the chain of command in terms of what the intent of Choice
was and what some of the changes we have made. I hope as we
implement these two changes you all rolled out yesterday, you will
make sure the people at the local level, the CBOCs, the hospitals,
and medical facilities understand what that really means in terms
of the veterans access, because those are two remarkable changes
that will make Choice better for every single veteran tomorrow.
But if they do not experience it at the local CBOC, it is not going
to be any good to them at all.

Mr. Butler, I have two questions for you. One, I want to read this
sentence to you. VA needs to provide all non-VA providers with full
access to VA’s computerized patient records system to ensure that
the community health care providers can review the patient’s full
medical history and continuity of care purposes.

Earlier in your testimony, you referred to the lack of coordination
between the non-VA providers and the VA in terms of getting the
documentation of services provided so the veteran’s health care file
is complete, is that right?

Mr. BUTLER. Correct.

Chairman ISAKSON. I agree with you that no system is going to
work if you do not have the medical history of the patient and the
services they received in one place, easily accessible. Do you think
they are capable of doing that?

Mr. BUTLER. The VA has been working on an electronic health
record for years now with very little success. Their plan calls for
taking the snapshot, the VLdJ process, I believe, which is a virtual
snapshot of the veteran’s record and incorporating that initially as
part of the health record and then moving on with a future design
of a more coordinated health record.

I think that for any process to work, you are going to have to
allow a virtual electronic health record, and that is the whole
health care industry is struggling with. But you are going to have
to develop a virtual electronic health record that is transportable
and sharable between any health care institution. Until we get to
that point, you are going to still see the challenges of sharing elec-
tronic health information either way, between the VA versus non-
VA provider and vice-versa between the non-VA provider and VA.

Chairman ISAKSON. You just hit the nail on the head, because
the biggest problem—forget about VA health care for a second. The
biggest problem for health care in America has today is the lack
of interoperability between data systems. You have Greenway, you
have Cerner, you have got Epic. You have these systems that do
not talk to each other. It is great to talk about having the informa-
tion, but if you cannot get them interoperative and talking to each
other, you cannot have an ease of file sharing.

Deputy Gibson, if you want to jump in here, say something.

If we are going to make this thing work, and if it is going to work
the way you suggested you would be supportive of it working in
your conclusion, the first hurdle they are going to have to overcome
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is how do we make the systems interoperable between the non-VA
providers we use and the VA system to get the information on the
veteran in one place, at one time, accessible by the physician and
the veteran, as well. Right, Deputy Gibson?

Mr. GIBSON. That is correct, sir.

Chairman ISAKSON. Our new technology leader, Ms. Council, has
she figured out how to do that yet?

Mr. GiBSON. That is a big part of what the portal is all about,
but a big part of that is what [inaudible]. Some of what is being
described is actually available.

Chairman ISAKSON. I think that observation that you made, Mr.
Butler, in your testimony is key to maybe this thing really func-
tioning and doing well. I appreciate you bringing that point out.

I appreciate all of you being here to testify today. I appreciate
everybody who stayed for the duration of the hearing. I think it
was very effective. We look forward to working with the VA and
all of the vested parties to see to it that as we roll this plan out
and implement it, it works for the person we are here to serve, and
that is the veterans of the United States military.

With that said, we stand adjourned.

[Whereupon, at 5:06 p.m., the Committee was adjourned.]

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. JOHNNY ISAKSON FOR
HON. STEVE DAINES TO DARIN SELNICK, SENIOR VETERANS AFFAIRS ADVISOR, CON-
CERNED VETERANS FOR AMERICA

Question 1. The original for fee-service law, 38 U.S.C. 1703, provided the Depart-
ment of Veterans Affairs (VA) the authority to reimburse care provided at non-VA
facilities if the VA facility did not have the capacity to administer care. What issues
or deficiencies did this underlying policy have?

Response. The issues and deficiencies to the policy relates to how VHA imple-
ments 38 U.S.C. 1703, using VHA Handbook 1601. The first problem with this pol-
icy is that it is not veteran or patient centered. VHA runs as a HMO staff model,
which tightly controls all aspects of the veterans’ health care. The law and the VHA
policy that goes with it makes it very complex on which veterans are eligible and
on what hospital and/or outpatient private care they can use and get reimbursed.
Official VA policy states “It is VHA policy that admission of any Veteran to a pri-
vate or public hospital at VA expense will only be authorized when VA health care
facilities are not feasibly available” [my emphasis]. This is a tough standard to meet
or prove and the VA provides no objective criteria to go by. Below is a list of some
specific issues relating to the implementation of 38 U.S.C. 1730:

e Only VA gets to decide the standard for reimbursed care: “When Department
facilities are not capable of furnishing economical hospital care or medical services
because of geographical inaccessibility or are not capable of furnishing the care or
services required.” As a practical matter, that is very tightly controlled and used
as infrequently as possible. So the end result is that there is a lot of denied outside
care which results in long wait times and/or travel for the veteran.

e There is a lack of clear standards for what, exactly defines “not feasibly avail-
able.” This is an unpredictable judgment call which VA makes in a very opaque
manner.

e There is a lack of a clear appeals process for the veteran if the veteran dis-
agrees with VA decision.

e This lack of clarity has resulted in instances of VA staff telling veterans they
should use outside private sector care, but the veteran is subsequently denied reim-
bursement because the veteran did not follow the procedures, which were not ex-
plained to them. This has been especially true for emergency care.

e Lack of a proper VA referral and authorization process results in confusion over
which veterans are eligible for hospital and outpatient care.

e VA is slow in paying reimbursements to both providers and veterans for their
medical claims. However, VA has been quick to bill the veteran for health care serv-
ices that the veteran thought they were covered for, for example emergency ambu-
lance transportation.
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Conclusion: VA uses 38 U.S.C. 1703 as little as possible and standards for use—
including authorization and referrals—are vague and arbitrary. The veteran has no
say, recourse, or appeal, other than to complain to their Senator or Representative.
Improper use of 38 U.S.C. 1703 has resulted in an undue burden on veteran pa-
tients and has a negative impact on their overall health care.

Question 2. Over time, several additional programs, including the Choice Pro-
gram, provided specific triggers that mandated the VA reimburse for care at non-
VA facilities. In what situations does Choice provide unique value in increasing
timely access to non-VA care in ways previous programs were unable?

Response. Private sector health care does not have the sort of triggers for eligi-
bility used by the Choice Program—and the other VA purchase care programs—be-
cause these kind of triggers do not provide good health care for the patient. Such
triggers are not needed with private sector health care, as in the private sector the
patient always has the choice to change providers—for any reason whatsoever.

Unfortunately, the Choice Program has proven to be of very little unique value.
The wait time and distance eligibility requirements might have provided value had
they been implemented properly. Instead, VA made rules causing it to be very dif-
ficult to obtain approval for participation in the Choice Program, all while retaining
very strict control over the approval process—the veteran has very little choice at
all.

The final wait time rule implemented by VA, as described to inquiring veterans,
reads thus: “You are told by your local VA medical facility that you will need to wait
more than 30 days for an appointment from the date clinically determined by your
physician, or, if not such date is provided, our preferred date.” The phrase “clinically
determined by your physician” can be used—and is used—by the VA to ensure the
veteran rarely reaches the 30 day threshold.

Regarding distance the VA rule states: “Your residence is more than 40 miles
driving distance from the closest VA medical facility.” Even with recent changes
aimed at ensuring that every VA medical facility has a PCP, there are still hurdles
to veterans wishing to use the Choice Program, as 60% of all VA appointments are
for specialists. There would be value if the distance was 40 miles driving distance
from the closest VA medical facility that provides the needed health care service for
the veteran.

Question 3. How can Congress strengthen Choice to better achieve the purposes
of the law?
Response. In order to strengthen the Choice Program, Congress has a few options.

a. Option 1. Redo the wait time and distance provisions of the Choice program
to meet the original intention and known needs of veterans.

e Wait times: You are told by your local VA medical facility that you will need
to wait more than 30 days for an appointment from the date that you schedule it.

e Distance: 40 miles driving distance from the closest VA medical facility that
provides the needed health care service.

b. Option 2. Redo the Choice program so that it follows the proven TRICARE
Prime access standards for wait and distance. For example:

e Routine Care: Beneficiaries must be offered an appointment to visit an appro-
priately trained provider within 7 calendar days and within 30 minutes travel time
of the beneficiary’s residence.

o Referrals for Specialty Care Services: Beneficiaries must be offered an appoint-
ment with an appropriately trained provider within 4 weeks (28 calendar days) or
sooner, if required, and within 1-hour travel time from the beneficiary’s residence.

c. Option 3. Redo the Choice program by restructuring it using the Patient-Cen-
tered Community Care (PC3) to run it like TRICARE Prime. If the Choice program
implemented PC3 correctly with the same rules, procedures and access standards
as TRICARE Prime, you would have a much better program for veterans with a
much easier and consistent process of authorization and referrals for the veteran.
The VA IG has cited in its report on PC3 that if implemented properly (which would
mean it is mandatory for the VA Medical Center to use it) veterans would have bet-
ter choice with reduced costs for VA.
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