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Summary:  The Special Medical Advisory Group (SMAG) to the Department of Veterans Affairs (VA) held two meetings during FY 2002  The group met in Washington, D.C., on 

March 27, 2002, and September 25, 2002.   A list of members is attached in Appendix A.  Agendas are included as Appendices B and C.

George Thibault, M.D., Vice President and Chairman of Clinical Affairs for Partners Health Care, Inc., served as Chair of SMAG.   Dr. Thibault has been a member of SMAG since 1997.  SMAG includes 12 members from 9 states.  These individuals bring perspectives from their various disciplines and the areas they represent:  health care delivery, education, research and policy development.   They also bring a perspective regarding health care-related issues of the states where they reside.

SMAG has engaged in a number of issues important to the Department and the Veterans Health Administration (VHA).  The major topics addressed and presented herein include the Capital Asset Realignment for Enhanced Services (CARES) Program, Future Direction of VHA, VHA’s Quality and Performance, VHA’s Demand for Healthcare, VHA’s Budget, Tertiary and Specialized Care, Geriatrics and Extended Care, and Waiting Times.  We discuss these topics in further detail below.  

March 27, 2002, Meeting:

CARES Update:  Following the completion of Phase 1, the Secretary made a number of decisions that significantly changed what had been previously planned.  Among those changes was a reduction in the number of phases from 3 to 2, with all remaining Networks to be included in the second phase, which will culminate in an assessment of veteran health care needs in each Network through the year 2022.  A national CARES plan will then be developed.  An eight or nine member commission to review all of the proposals and provide comments and recommendations will be established.

The required steps of the CARES process is as follows:  1) to define the current and future veteran population;  2) to define the health care markets and submarkets;  3) to determine current and future demand;  4) to inventory current supply and evaluate infrastructure;  5) to analyze gaps between the supply and demand;  6)  to develop alternative service delivery options;  and, 7) to design capital realignment plans to carry out these options.

Academic affiliates will be VA’s key partner in this endeavor, and there will be specific emphasis on enhanced use sharing that will involve proposals for joint programs, joint use of space and similar efforts that will make the associations closer.  

Actuarial data now go out year by year to 2022, but it is impossible to predict what direction it will take in any individual network.  Part of the CARES guidance will be to look at alternatives to long-term care, such as home-based primary care, adult day health care, etc.

The CARES process was stopped after September 11, 2001, to reassess need for added emphasis on emergency response backup capability.  Preparedness of VA and VA’s link to the rest of the health care system, not only with DoD, but also with the private sector is important.  Secretary Principi plans to create an office of security and preparations at the departmental level that would deal specifically with VA’s multiple roles in a domestic terrorist event.  VA is working closely with the Office of Homeland Security.  

There is considerable concern about other manpower needs and the relationship to graduate medical education, particularly in relation to ambulatory care training.  

Future Direction for VHA.  Changes have taken place in the system over the last several years, with one of the most crucial being an unprecedented surge in the number of veterans who are seeking care through the VA following the passage of eligibility reform legislation and the opening of more than 600 community-based outpatient clinics (approximately 4.2 million users currently, compared to 3 million a few years ago).  The workload expansion led Secretary Principi to the consider closing VA to new enrollment by Priority 7 veterans. A supplemental appropriation of $142 million was approved, but not yet received.   VHA is operating in a very budget challenged environment.  In addition to open enrollment and the community based clinics, other factors, including economic recession, HMO failures and prescription benefits offered by VA, are adding to the growth as new users use VA services to supplement existing health coverage.

Resources have had to be transferred from the tertiary care mission to support primary care expansion, and referral rates for tertiary care services appear to be going down.  When these veterans require tertiary care, they tend to seek that care from another provider, often Medicare.  If these new enrollees actually required tertiary care, existing resources would not be able to meet the demand.  There is concern about a potential shift in the system from one that provides a complete system of tertiary care services focused on the specialized needs of veterans to an outpatient primary care delivery system that is only providing partial care.  Many resources are now being deployed to reduce waiting times for primary care enrollees which are frequently measured in months.

The new enrollment system is a perfect opportunity for VA to move forward with Medicare subvention because it could be applied preferentially only to those veterans who are brand new users to the system.  it should be possible to outsource some types of care.  

VHA Quality and Performance Presentation Overview of Current Activities and Outcomes.  The foundation for VHA’s program is a data driven performance measurement system that has already resulted in profound changes in patient outcomes since its inception a few years ago.  In creating a value-based strategy, a measurement framework has been established that focuses on the strategic objectives of quality, access, community health, patient and staff satisfaction, functional status and cost effectiveness.

Dr. Perlin cited several specific examples of cost efficiencies, but it was emphasized that the model ultimately favors prevention, which will provide the government with savings in the long run because serious illness will hopefully be averted.

Dr. Haffner asked how confidentiality of records was maintained.  In response, Dr. Perlin stressed that confidentiality is a prime consideration in the electronic health record.  There is an electronic record of everybody who looks at the chart.  Other technological improvements will refine confidentiality controls even further.  He noted that there is a myth that paper is somehow more confidential, and cited a Harvard study that concluded that for an average seven-day admission, the number of individuals who accessed the chart was approximately 300.

There was also agreement that part of the equation in producing successful outcomes directly relates to the responsibility of the individual patient to comply with the treatment plan, and that this is an increasing problem for health care providers who serve inner-city, indigent patients with addresses that might change every few weeks, and who don’t show up for appointments.  Ideal outcomes seem to emerge when you are able to bring together proactive and informed clinicians with informed, activated patients.  This involves strong patient and employee education efforts, which VA also strongly supports,

SMAG members expressed their positive impressions of VA’s quality and performance efforts, indicating that the model is probably at the forefront of existing national health care systems.    Other complex issues, including long term care, home care, waiting times, etc., must also be put under the microscope.

September 25, 2002:

VHA Demand for Healthcare.  Dr. Pane’s presentation focused on VHA’s strategic planning process, the current demand for healthcare services and the current budget situation.  Data was presented on VHA’s efforts to increase access through increased numbers of community-based clinics.  While actuarial projections of the veteran population showed declining numbers of veterans over time, demand for healthcare has risen and the rate of increase in demand was continuing to rise. The number of enrollees is not expected to plateau until 2010 or 2011 given current assumptions.  There are currently approximately 6 million enrollees and that the proportion of elderly enrollees is now nearing 58%.  Approximately 10% of Medicare patients receive some part of their healthcare from VHA.  Dr. Pane focused on the significant difference between the availability of resources from the appropriation and the expected utilization from the number of enrollees.  Dr. Pane indicated that appropriations and demand were in balance in FY 2001, but were out of balance (e.g., more demand than appropriation) in FY 2002 and that the system was stressed.  The greatest increase in growth was shown to be Priority 7 veterans, the higher-income, nonservice-connected veterans.  Dr. Pane indicated that this was due to VHA’s high quality medical care and the rich pharmacy benefit.  Dr. Pane explained VHA’s decision to accept Priority 7 patients as a means of increasing productivity at a marginal cost.  The downturn in the economy was also identified as a factor in increasing reliance on VHA healthcare.   Dr. Pane explained that Congress had established overlapping authorities for healthcare for the senior population and that many veterans used both their Medicare drug benefit in the fee for service world as well as VHA’s healthcare benefit.
VHA Budget.  Art Hamerschlag addressed the group on the VHA budget, explaining that VA’s 2004 budget proposal was delivered to OMB on September 9, 2002. The specific details of the budget submission are embargoed, however, Mr. Hamerschlag provided some comments about the general budget trends. Mr. Hamerschlag reviewed how VHA had experienced unprecedented growth in demand for healthcare, yet the budget for VHA (in constant dollars) was relatively flat. This situation has increased VHA efficiencies beyond capacity, resulting in waits for care.  Waiting times, waiting lists and resource pressures potentially will affect the quality of healthcare and elicit stakeholder concern.  VHA’s strategies to live within its budget will focus on delivering care to core veterans and managing demand.  Some of the strategies to address this may include revisiting VHA’s enrollment policy, changing the benefit package, eliminating care outside the typical benefits package, increase cost-sharing (e.g., copayments, deductibles) to increase revenue and control utilization, have veterans choose between Medicare and VA for their care (i.e., one or the other), and finally, utilization will be controlled by virtue of the lack of resources (i.e., the waiting time/access issues). 

Tertiary and Specialized Care.  Dr. Michael Kussman provided the Committee with the information on the impact of budget on acute care for veterans. Dr. Kussman reviewed the diagnostic profile of the veteran population (e.g., 40% with hypertension, 30% with cardiac problems, 30% with arthritis, 20% with pulmonary problems, 20% with diabetes mellitus; 15% with cancer; 9% with hepatitis C).  He reviewed workload (e.g., major surgery) figures that showed decreased workload despite increasing demand for healthcare.  Dr. Kussman stated that he felt there had been no backlash from patients due to their ability access to other sources of care (e.g., Medicare, TriCare, etc.).  The demographic profile also shows that 25% suffer from mental illness, 20% have a diagnosis of substance abuse, and about 250,000 veterans are known to be homeless. The veteran population is unique from the public cohort in that many have had war related exposures (e.g., radiation, chemical or biological agents, or agent orange) or have experienced war related events (e.g., imprisonment as a prisoner of war; service in the Gulf War) that may have significantly affected their health.  The eligibility reform act of 1996 directed that VHA provide all needed services to all veterans who enroll and, once enrolled, veterans have access to complete benefit package irrespective of their priority level.  Dr. Kussman pointed out the conflict inherent in VHA’s historical policy positions that promote care for the special populations through special programs (e.g., spinal cord injury, seriously mentally ill, substance abuse, homeless, long term care, rehabilitative medicine) while ignoring the need for full service health care, including acute health care.  As evidence, Dr. Kussman cited statistics showing that 43% of VA cardiac catheterization labs are more than 7 years old, only 62% of VA facilities have electrophysiologic (EP) labs, 28% of these labs are more than 7 years old.  Dr. Kussman went on to point out a number of the accomplishments in VHA’s acute care arena including improved dialysis outcomes, national quality improvement programs in surgery and cardiac surgery, and the establishment of centers of excellence for Parkinson’s Disease and Multiple Sclerosis.
Geriatrics and Extended Care.  Marsha Goodwin reviewed the history preceding and highlights of the Millennium Act and summarized how it changed the way VHA provides long term care.  The Millennium Bill mandated nursing home care for one group of veterans (veterans 70% service-connected or greater and for any service-connected veterans who needs nursing home for the service-connected disability); improved access to a specified continuum of geriatrics and extended care services; established a floor for level of services provided; authorized respite outside of a VA facility; removed the 6 month limitation for adult day health care; mandated extended care co-payments for non-service-connected veterans above a certain income level and non-compensable service-connected veterans; required three all-inclusive care for the elderly (PACE) pilots and authorized one assisted living pilot; mandated three reports to Congress; changed State Home construction grant prioritization process to be based on population need.   VHA faces a number of challenges in providing long term care: the rapid increased in the size of the elderly veteran population; the preference of veterans to remain in their home and community and not in an institutional setting; the lack of parity between institutional and non-institutional care; the lack of equity of access to long term care among networks; establishing reliable and credible reliance levels; funding adequacy; and compliance with the Millennium bill average daily census requirements. 

Waiting Times.  Dr. Robert (Randy) A. Petzel provided a briefing on the outpatient waiting time challenges currently faced by VHA.  The rapid growth in enrollment for VA healthcare is unprecedented and has outstripped VHA’s ability to provide timely care.  From October 1, 2001, to April 30, 2002, VA enrolled 454,392 veterans, 52% of which are in enrollment priority category 7.  VHA has decreased the average next available wait times for the six performance clinics (i.e., primary care, eye care, audiology, cardiology, orthopedics, urology clinics).  However, wait lists have begun to proliferate and the numbers on the list have grown.  Veterans on the wait lists either:  1) have not received an appointment or 2) have received an appointment date greater than 6 months from their desired appointment date.  The wait lists are dynamic, i.e., as VHA works on decreasing any current backlog, the flow of new enrollees are added to the wait list.  The possible solutions included expanding capacity and/or constraining demand.  Options considered to expand capacity include:  fee basing care for those at or above 30 days on the wait list; augmenting current productivity with different provider use; hiring additional primary care providers; contracting primary care or other specialty services; defining panel sizes and “scrubbing the current panels; eliminating duplicate exams and redirecting patients to appropriate services; constraining the types of appointments offered; reducing visit amounts or extending the time period for re-visits; conducting group or telephone visits; providing more examination rooms and/or; enhancing the professional team by maintaining an adequate ratio of support staff to provider.   Options to constrain demand include:  modifying the enrollment regulations or; modifying (reducing) the benefits package.

Note:  The group identified in the report as Category 7 is now, technically Priority Group 8. 
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March 27, 2002

Agenda



9:00 a.m.
Welcome and Charge for the Day’s Work
Robert H. Roswell, M.D.




Under Secretary for Health Designee




George Thibault, M.D.




Vice President and




Chairman of Clinical Affairs




Partners Health Care


9:15 a.m.
Annual Ethics Briefing
Roberto DiBella




Attorney




VA Office of General Counsel

9:30 a.m.
CARES Update
Frederick L. Malphurs


Special Assistant to the Deputy Secretary


10:00 a.m.
Anthony J. Principi
Frances M. Murphy, M.D., M.P.H.



Secretary of Veterans Affairs
Acting Under Secretary for Health

10:30 a.m.
Break

10:45 a.m.
Future Direction for VHA
Robert H. Roswell, M.D.


11:15 a.m.
VHA Quality and Performance Presentation
Jonathan B. Perlin, M.D., Ph.D., MSHA



Overview of Current Activities and Outcomes
Chief Quality and Performance Officer

Noon
Lunch


12:15 p.m.
VHA Quality and Performance Program Discussion



Improving Mission, Strategy, Measurement Effectiveness


1:45 p.m.
Wrap-up
George Thibault, M.D.


2:00 p.m.
Adjourn
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