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Mr. Chairman and Members of the Committee:

The Secretary has described the reasons for CARES and the process utilized to develop the market plans and the Draft National CARES Plan.  My statement today will focus on the Draft National CARES Plan itself.

In preparing the Draft National Plan, VA developed demographic projections through the year 2022, conducted a comprehensive capital inventory, assessed usage and vacant space, conducted a clinical inventory of programs offered at all sites, and developed access standards for the use of all VA facilities in evaluating accessibility of their services.  The Draft National Plan is based on national themes such as improving access to high quality health care services, ensuring outpatient capacity, enhancing access to special disability programs, and prioritizing the capital infrastructure needed to support delivery of high quality health care into the future.

The VISNs’ market plans contain the results of thousands of decisions regarding how outpatient and inpatient demand will be managed, i.e., whether space will be leased, renovated, or constructed, or whether community contracts and DoD sharing will be utilized.  The Draft National Plan, however, is not simply a compilation of market plans developed at the local level.  We also reviewed the plans at the national level and in many cases requested additional analysis by the VISNs.  CARES represents the most comprehensive and objective assessment ever completed of the capital infrastructure needed to support VA health care.  

Overview of the Draft Plan

In total, the draft National CARES Plan includes recommendations that would result in the following actions:

· 11 million sq. ft. to be renovated

· 9 million sq. ft. to be constructed

· 3.6milion sq. ft. of vacant space eliminated

· reduction of 600 acute hospital beds

· projected annual increase of 18.9 to 12.1 million outpatient clinic stops (in 2012 & 2022, respectively)

· private sector contracts to meet peak load demand and access 

· 48 new high priority community-based outreach clinics (CBOCs)

· 2 new hospitals (Orlando, FL, and Las Vegas, NV)

· 1 replacement hospital (Denver) 

· improved access (in terms of driving time) from 72% to 84% of enrollees meeting guidelines for access to acute hospitals; and from 94% to 97% for tertiary care hospitals (2001 vs. 2012 and 2022)

· maintaining enrollee access at 74% within primary care access guidelines, but improving market-level access from 67% of markets meeting guidelines to 79%, if 48 new proposed CBOCs implemented

· preservation of current Special Disability Program capacity and addition of new locations:

· 2 new Blind Rehabilitation Centers (VISNs 16 and 22)

· 4 new Spinal Cord Injury & Disorders (SCI/D) Units (VISNs 2, 16, 19, and 23)

· 5 expansions of SCI/D LTC beds (VISNs 8, 9, 10, and 22) and expanded acute/sustaining beds (VISN 7)

· collaboration within and outside VA:

· VBA: 13 high priority regional benefits office co-locations

·  NCA:  7 high priority future cemetery use opportunities

·  DoD: 21 high priority collaborations/joint ventures.

Realignments and consolidations:

I would like to discuss in more detail the decisions I made regarding realignments of Division II campuses and changing the mission of small facilities. When I reviewed the results of the market plans, I concluded that there were opportunities to realign campuses that improve the quality, access and resource use by examining opportunities to move these campuses from inpatient to outpatient operations, i.e. by converting from 24-hour, 7-days/week to 8-hours, 5-days/week operations.  I asked the VISNs to determine how this could be accomplished at selected sites with the provision that there would be no loss of services to veterans.  I specified that Inpatient services must be provided at other VAMCs through sharing agreements or community contracts. 

Outpatient services were to be maintained on the campus or in the local community through leasing of sites or contracting for care.  The realignments focused on moving long term care sites to sites with an acute care presence because this would also improve access to diagnostic and therapeutic services for the long term care population.  The current physical environment in many sites would require significant capital investment in older buildings that are more expensive to renovate than to build a new Nursing Home for example.  In addition, since patients served by long term care facilities are not geographically concentrated, i.e. they come from larger geographic areas, the relocations do not significantly impact access.  Where contracting is combined with relocation of beds to other VAMCs or where relocation is at a site with a greater concentration of veterans, access is improved.  The draft National CARES Plan realignments are concept proposals that will be further reviewed and additional cost benefit information will be provided to the Secretary and the CARES Commission prior to the final CARES Plan decision.  Should the proposals be improved further, detailed planning would occur as part of implementation planning.  In no case would services be discontinued without alternative sites of care available and operational.  Any savings or revenues realized from enhanced use leasing of sites will be used to benefit veterans in the communities where the campuses are located.

Small Facilities

The future of small facilities and their role in the VHA health care system were key components of the CARES process.  The issues were how to ensure that veterans will receive the best diagnostic and interventional technologies and whether this is feasible in facilities that are already small and show forecasted declines or remain at similar bed levels.  The trend towards more sophisticated imaging and advances in invasive techniques, which shorten hospital stays but require the investment in expensive major equipment, has led to a further consolidation of care in tertiary care facilities of more complex cases.  Optimal and efficient functioning of the VA’s health care delivery system depends upon early referral and transfer of patients with complicated conditions and those requiring major surgery, where outcomes may be volume-dependent.

These trends have led to declines in bed days of care in smaller facilities to the point at which staff proficiency and outcomes may be compromised in low-volume sites.  Moreover, economies of scale in provision of the latest medical and imaging technology cannot be realized.  Nevertheless, many small VA medical centers (VAMCs) are important providers of health care in their communities.  The CARES review of small facilities in the VA has proposed a Critical Access Hospital (CAH) designation of small facilities, based upon the Center for Medicare and Medicaid Services model, requiring that they meet certain operational standards and restricting their “scope of practice.”  The intent of this process would be to improve the efficiency, effectiveness, and to enhance the level of functioning of, small facilities within the context of VA’s national system of health care delivery.  Over the course of the next year, the VA will develop and implement policies to govern the operation of acute beds in small VA facilities, which may fit into a CAH-like model of health care delivery.

Enhanced use
Of the top twenty VA facilities identified by the Office of Asset and Enterprise Management (OAEM) as having the highest potential Enhanced Use Lease opportunities, 18 have Enhanced Use Lease initiatives included in the VISN CARES Market Plans.  By the end of the CARES planning timeframe, approximately 4.5 million square feet of vacant space is expected to be available for enhanced use lease initiatives.  This square footage does not include the acres of land that more than half of the 18 facilities propose for enhanced use lease initiatives.

Conclusion

Mr. Chairman, the draft national plan is currently under intensive scrutiny by the Secretary’s CARES Commission.  Following review of the Commission’s recommendations and the subsequent approval of a final National CARES Plan by the Secretary, implementation will take place over a period of many years.  It will be a multifaceted process, depending upon whether implementation of specific initiatives requires additional capital, recurring funding, primarily policy changes, or realignments.  In particular, the complexity of realigning clinical services and campuses necessitates careful planning in order to ensure a seamless transition in services.  In no case would services be discontinued without alternative sites of care being available and operational.  And, as I mentioned earlier, savings or revenues realized from enhanced use leasing will be used to benefit veterans in the communities where the affected campuses are located.

This concludes my statement.  I will now be happy to answer any questions that you or other members of the Committee might have.
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