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Under Secretary’s Draft National CARES Plan 

What are the key elements in the draft National CARES Plan?

VA’s mission to provide quality health care for America’s veterans has not changed since its inception.  But how that care is provided – at what kind of facilities, where they are located and which types of procedures are used – has been subject to dynamic change.  Medical advances, modern health care trends, and veteran migrations all have an impact on the medical care landscape.  In a dynamic health care environment, VA must plan to embrace change so it can best serve veterans’ health care needs in the future. 

The draft National CARES Plan embodies the plan for managing a vital element of that change: the Department’s capital infrastructure.  The plan is based on a systematic, national assessment of the future needs of veterans and the present location and condition of the physical plants that deliver their health care.  The draft National CARES Plan identifies gaps where there are imbalances between current infrastructure and future needs.  It then makes recommendations to solve these imbalances and assure that VA is best positioned to meet veterans’ health care needs into the future.  Some of the items included in the plan are:

· Findings from an objective comparison of data on future health care needs current capabilities, 

· A comprehensive assessment of the adequacy of all current VA health care delivery system space to meet future health care needs,

· Adopting the Critical Access Hospital Model developed by the Center for Medicare and MedicaidServices for small facilities as a guide to ensure that quality of care is maintained in the future,

· Description of consolidations and realignments of services and facilities to replace inefficient aged campuses with modern facilities to improve quality and cost effectiveness,

· Exploration of alternative uses of campuses or portions of campuses to benefit veterans through enhanced use leases for uses such as assisted living or other compatible uses. Revenues from those uses would be retained by the VISN for investment in veterans services

· Collaborations between VA and Department of Defense (DoD) to maximize joint utilization of capital resources,

· Description of stakeholder involvement, 

· Projected capital requirements to meet the needs identified in the plan, and

· An executive summary for each of the 20 Networks involved.
What did the under secretary for health consider important when deciding what went into the plan?

The under secretary’s review was built into the CARES planning process as a deliberate step to pull together 74 draft Market Plans from 20 Networks into a consistent, systematic plan with a national perspective.  One of the most important issues was to ensure that the acute care (hospital) infrastructure was balanced against the need to improve access to care.  Another key issue was examining campuses with aging infrastructures and, vacant space to determine how they could be more effectively utilized to improve services to veterans. The CARES program office, national veterans service organizations, DoD representatives, teams made up of headquarters and field employees and a special clinical work group all assisted the under secretary of health in his review.

How can I look at a specific part of the country that interests me?

The entire draft National CARES Plan can be viewed at http://www.va.gov/CARES.  You can read the primary document itself; you also can access specific market areas that interest you.  Additionally, you can view much of the background from individual Networks’ information that went into the draft National Plan.

The number of veterans is declining, why the increased demand for VA?

While it is true that the veteran population is projected to decline in future years, the increased desirability of VA for health care has significantly increased the number of veterans projected to enroll in and use VA services.  Veterans are aging and with aging comes an increased demand for health care services. Current demand for VA services has been observed at levels never imagined, for which the system was never designed.   This growth for demand has and will continue to occur in the area of outpatient care.  Inpatient care demand has remained, and is projected to remain, fairly stable.  Resources are limited and VA must maximize its efficiencies from its capital asset inventory. 

Why is VA closely reviewing smaller medical centers?

VA has a number of smaller medical centers that provide limited inpatient care to generally small numbers of veterans.  Currently, to provide a full continuum of health care to these veterans requires extensive reliance on other community providers or other VA medical centers.  

Increasingly health care is dependent upon improved technology such as dramatic improvements in imaging that require major capital investments. It is difficult for them to support the major capital investment needed to maintain the minimum array of technology and staff needed to support even basic inpatient programs and services.   Also numerous clinical studies have shown quality of care and patient outcomes are influenced to a great degree by the volume of care provided.  These findings have in turn become incorporated into various accrediting and professional guidelines.  The communities in which the smaller VA medical centers are located are not projected in the future to have sufficient workload to ensure quality of care standards are achieved.  

The draft National CARES Plan therefore includes an in-depth review of small facilities, to assure they will play an appropriate role in providing high quality, cost-effective care throughout the VA system.  It should be noted that the CARES process only addressed the acute care missions of small facilities and did not address the long-term care or chronic psychiatry missions of VA facilities (see question below for more explanation).  Therefore, recommendations refer only to acute care beds.  

Nineteen facilities across the country met the small facility criteria.  Of those, eight were recommended for closure of acute hospital beds over the next several years.  The majority of these facilities are proposing to provide inpatient care through a combination of referrals to another VA medical center and community hospitals.  The intention of the acute bed closures is to improve patient outcomes, keep access local, maintain customer satisfaction through better access, and improve cost efficiencies. 

The plan also proposes converting some of the facilities to Critical Access Hospitals.  What does that mean?

Critical Access Hospitals (CAH) are a new approach for VA to ensure the future of some small facilities.  Medicare currently runs a CAH program designation for small facilities.  

Some criteria for a CAH designation via Medicare are:

· Distance from the nearest hospital is more than 35 miles (15 miles if mountainous or secondary roads only). 

· Deemed by the state as a "necessary provider.”

· No greater than 15 acute beds [with up to 25 total beds, including "swing" beds for skilled nursing care.]
· ICU care not encouraged.

· Must be part of referral hospital network.

· 24/7 emergency coverage available.

While VA would have to develop its own policy for guidance, the CAH-like concept is one that has been endorsed by the CARES process.  A CAH-like designation will assist small hospitals in functioning more effectively and efficiently as a part of VA’s national health care system and as a part of the Network and market in which they are situated.  Though costs for conversion to a CAH-like operation could not be estimated at the time of the review, such conversions are expected to reduce in-house operating costs.  Nonetheless, one of the key drivers in recommending a transition to a CAH-like model of acute care delivery was the expectation that the quality of care and patient outcomes could be improved by greater coordination of care; earlier transfer or referral of complex cases; and consolidation of volume-dependent cases in tertiary care facilities.  (For more information see Chapter 8.)
Why is VA looking closely at medical centers in close proximity to one another?

VA has limited resources to accomplish its mission.  The cost of supporting duplicative inpatient programs in any market is excessive, particularly within health care where the capital and human resource costs are far above the levels found in other areas of commerce. VA believes it has an obligation to the taxpayer to ensure public resources are used efficiently and effectively.  VA’s effort to review facilities within close proximity of one another is designed to ensure opportunities for more optimal allocation of resources, programs and services are not overlooked. 

There were two components in the planning process for reviewing the potential for realigning services and campuses to improve cost effectiveness and quality of care.  The first was “proximity,” and identified hospitals located within prescribed distances from one another (60 miles or less).  The second component focused on the so-called “Division II” facilities.  These are smaller or less active facilities integrated to varying degrees with their larger parent facilities.  Recently, this list of facilities caused media attention across the country (see question below).

The National CARES Plan identified 32 facilities that fell within the proximity criteria and 18 that were Division II facilities.  After careful review of Network recommendations and additional information, the under secretary proposed that 13 facilities, located across the country, would have major mission changes.  (See Chapter 9 of the Plan for specifics.)

The under secretary for health went back to several Networks for additional information.  Why?

Over the course of the under secretary’s review process, more in-depth information was often requested from the Networks.  In some cases, the under secretary asked networks to develop or consider additional options in their market plans that would consolidate a number of two-division facilities into a single inpatient campus.  In each case, the networks were to develop options, taking care to preserve current bed levels for nursing home and inpatient long-term mental health programs.  The draft National Plan ensures not only that Network Market Plans met all required CARES criteria, but also that, in aggregate, they described the best overall national program to serve veterans.  (A detailed list of these facilities is in Chapter 9 of the draft National Plan.)

The goals are to find savings and reinvest them in doctors, nurses, and modern health care equipment and facilities -- resources crucial to direct patient care.  The plan also ensures the future of VA’s health care system by making capital asset decisions today that are in line with veterans’ health care needs through 2022. To do that, the draft National Plan examines the future demand for veterans health care against current and programmed resources, identifies the gaps in service, and makes plans to bridge them.  The bottom line is that the draft plan will show where working more effectively today will avoid imbalances between the size and location of health care facilities and veterans’ demand for care tomorrow.  

Were any of these suggested options incorporated in the final plan? 

Yes, there were a number of changes made in the under secretary’s plan.  These changes were made to reflect a national perspective and produce a consistent, systematic response, a sharing of best practices and good solutions, and equity and balance in the final report.  

VA’s future health care system requires a capital investment strategy based on a systematic, national assessment of the future needs of veterans and the present location and condition of the physical plant that delivers these services to veterans.  This assessment is dynamic and will change as the needs, policies and health care delivery technology changes.  This draft National CARES Plan is a beginning, linked to redesigned strategic planning and a capital asset prioritization process.

Did the under secretary include all the outpatient clinics that were proposed by the Networks?

The under secretary strongly believes the VA system must retain a functional balance between its acute care infrastructure and any expansion of outpatient care.  The system must provide the high quality inpatient care veterans have come to expect and deserve.  Yet, it must improve access to veterans, taking care to do so without compromising inpatient capabilities.  Experience indicates new access points result in new demands, which may place unexpected new growth on acute care support systems.  

To assure a working balance, while all of the 234 suggested by the Networks Community Based Outpatient Clinics (CBOCs) are in the proposed plan, only a selected number are proposed for high priority implementation.  The under secretary’s draft CARES plan presents a sound investment strategy to improve access in selected markets, while assuring that VA’s system’s acute care infrastructure maintains the highest quality.

How did the under secretary choose which CBOCs to select for high priority implementation?

The under secretary focused the plan for outpatient primary care expansion on those CBOCs that would not only improve access, but also be placed in markets where there was a projected increase in demand for services.    

Then, the under secretary prioritized CBOCs by looking at which ones would benefit the greatest number of veterans who were outside of access guidelines.  Using a median number of veterans who would be impacted, the decision was made to recommend CBOCs that would serve 7,000 or more veterans who were outside of access guidelines.

The proposed priority CBOCs seem to be in mostly one area of the country, the southeast.  Why is that?

These were the CBOCs that met the criteria listed above.  Other CBOCs did not meet selection criteria.  

Were the Networks using the same criteria when they submitted their plans?

No.  Based on data they received, the increased workload projections supported CBOCs in their area.  However, when the under secretary looked at the plans from a national perspective, he became acutely aware that the methods chosen to meet the projected increased workload (new CBOCs) presented a significant risk of creating unexpected new demands on VA hospitals.  That being the case; he developed criteria, based on data that would ensure that the greatest number of veterans was served, with the infrastructure that would be available.

Where are the priority CBOCs located?

See Chapter 4 of the National Plan for a complete listing.

VA talks about “enhanced services.”  Just where are the enhancements?

The draft National CARES Plan incorporates expansion of CBOCs and outpatient specialty care.  Additionally, as a part of the special disability population review process, four new Spinal Cord Injury and Disorders Units and long-term care beds for SCI/D patients have been proposed.  Two new Blind Rehabilitation Centers have been proposed as well.  (See Chapters 4, 5 and 7 for details.)

Other enhancements include expansion of existing outpatient clinics in Austin, Texas, and Columbus, Ohio; replacement bed towers at numerous hospitals; new inpatient beds and acute health care at Orlando, Fla., and a new hospital in Las Vegas.

Enhancements in access are most notable in hospital care through selective use of contracts to meet demand in areas where veterans would have to travel long distances to reach a VA facility.  

Other enhancements include:

· 11 million sq. ft. to be renovated

· 9 million sq. ft. to be constructed

· Increase of 12.1 million outpatient clinic stops

· Private sector contracts to meet peak load demand and access 

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

· 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. 20122 and 2022)

What is the estimated cost of the capital requirements in the draft national CARES Plan?    

Any cost estimate for the draft National CARES Plan would be, of necessity, a very broad estimate of the capital requirements to bring the infrastructure up to modern safe and functional health care delivery space to meet the current and future needs of veterans.  Preliminary estimates would require further detailed analysis prior to and during any implementation. With these and other limitations, estimated capital costs are discussed in Chapter 1 of the Draft National CARES Plan.  It is important to remember that the draft plan has just been transmitted to the CARES Commission and that it would be premature to assign values to costs prior to their review and recommendations.
What about stakeholder input?  

The under secretary’s review of the draft Network Market Plans is still an interim step in the CARES process.  The draft National CARES Plan now goes to the CARES Commission.  During the three months of Commission review and hearings, veterans and other stakeholders will have ample opportunity to comment on the plan before it is presented to the Secretary for final decision in December.  The step of consolidating local information and plans into a cohesive national product is an important one, and veterans and stakeholders will be encouraged to comment on the draft National Plan during the Commission review.  This can be done by attending one of the many CARES Commission Hearings being held across the nation or by accessing the Commission Web site at www.carescommission.va.gov. The Commission also will accept written comments. Additionally, the draft National Plan is published in the Federal Register.

Is there a goal for the number of beds VA hopes to close as a result of CARES?

No.  There are no goals for overall bed closures.  The goal of CARES is to develop a plan for the best national program to serve veterans for the future.  

What happens to the money saved from consolidations?

Improved efficiency will allow Networks to do more with whatever funding is appropriated and allocated.  While it is premature to speculate on where savings will occur or where future investments will be required, any cost savings not needed for initiatives in a particular Network where they are achieved, will be used to meet other needs within VA’s health care system.  However revenues from alternative uses of campuses such as assisted living facilities will be retained by the VISNs to invest in services for veterans.

The draft National CARES Plan talks about acute and tertiary care.  What do the terms mean?  

There is no “official” VA definition of tertiary care as applied to the designation of VA hospitals.  In theory, a tertiary care hospital provides a full range of services across the continuum of care, including some of the most highly specialized services – i.e., specialized services with the exception of organ transplantation, which is considered ‘quaternary’ care and for which there is generally only one center for each type of organ transplantation in the entire system.  Tertiary medical centers are generally affiliated with schools of medicine, participate in undergraduate and graduate medical education, and serve as regional referral centers.  Each Network generally supports one or two tertiary medical centers. 

‘Acute’ care medical centers generally offer primary care, general internal medicine, and limited surgical and diagnostic capabilities (i.e., some “secondary” medical services).  Acute hospitals refer complicated patients to the tertiary centers for further treatment or evaluations.

How can we ensure that Congress will fund CARES construction projects?

Congress was one of the primary reasons that VA initiated CARES.  In 1999, the General Accounting Office (GAO) chided VA for its record in divesting itself of vacant and underused buildings.  According to GAO, VA “could spend billions of dollars operating hundreds of unneeded buildings over the next five years.”  VA not only concurred, but also embraced the recommendation to strengthen capital investment planning.  Additionally, Congress asked for a systematic approach and a strategic projection of costs that demonstrates VA will effectively use the money it receives. Congress was reluctant to appropriate funding for capital improvement in VA until that occurred.  The National CARES Plan, when approved by the Secretary, will meet that requirement.

Congress remains strongly committed to the CARES initiative, to the degree that it has already appropriated funding for the first phase of CARES in Network 12.

When VA temporarily suspended enrollment of Priority 8s, didn’t this artificially reduce the demand on the system?

No.  Priority 8 veterans use very little inpatient and outpatient care.  When the forecasts were changed to reflect the suspended enrollment, the impact on forecasted bed need was insignificant and the impact on the projected number of outpatient visits was less than 1 percent of the entire system.  When this is broken down to the Network, market and facility levels, the impact is negligible.  

Does CARES take into account the veterans returning from Iraq?

The CARES process is being conducted using the most recent veteran data available.  The workload projections, used to determine demand and access, are based on DoD Force Strength Projections, which have not been adjusted for the future because of 9-11 and the war.  Nonetheless, on the advice of independent outside experts who specialize in preparing health care models, objective standards and data were developed that were used nationwide and evaluated consistently across the county.  The draft National Plan includes estimated health care needs for all veterans, including those who are in combat today, just as it does for those who fought in past wars and armed conflicts.

What interaction has VA had with the Department of Defense (DoD)?  Was there coordination?  What are some of the initiatives in the draft National Plan?

VA and DoD have collaborated closely throughout the CARES process.  DoD actively participated in the Planning Initiative selection and in reviewing each of the market areas. For instance, DoD reviewed VA’s market areas and future population and demand data in relationship to their health care delivery sites to identify sites where they thought collaboration was feasible. Many of these became Planning Initiatives.  DoD is also a participant in the weekly CARES Planning Group meetings. The planning criteria for CARES specifically address VA’s role in providing medical back up for DoD.  Additionally, Networks are working closely with their local DoD counterparts and will be looking for possible DoD/VA sharing agreements.

The National Plan incorporates 71 DoD initiatives.  Of those, 21 are considered high priority and are proposed in the current fiscal year through 2005.

Will VA be using the CARES model annually as a part of the VA budget development?

To more completely integrate strategic planning and budget development, the CARES forecasting model and the VA budget development model are fully integrated in this budget cycle.  This is part of how CARES will be institutionalized in VA’s annual planning process.

How will VA implement CARES and how will VA prioritize?

There are aspects of the plan that can be implemented without capital investments after the Secretary’s approval.  They are primarily the result of service consolidations, campus realignments and the changes in the acute mission of small facilities.  After the National CARES Plan is approved, detailed planning to determine the final feasibility of these realignments will be incorporated in VA’s health care strategic planning process.

Once approved, the National Plan will catalog the capital projects that are incorporated into VA’s five-year capital plan.  Specific projects submitted by Networks will be prioritized annually using criteria integrated with the CARES planning criteria and other Departmental and Presidential priorities.

How does the draft National Plan address special disabilities programs (SDP)?
While the nation’s commitment to provide medical care to eligible veterans extends across the spectrum of injury and disease, the VA system has traditionally had a distinctive role in the needs of veterans with special disabilities, like spinal cord injury, blind rehabilitation, mental health and traumatic brain injury.

Clinical leaders of SDPs were active participants in the development of CARES planning models for SDPs.  The proposed national plan includes: two new blind rehabilitation centers and four new spinal cord injury units, increases in LTC SCI beds and an additional outpatient SCI clinic.  (Details can be found in Chapter 7 of the Plan.)

Long term care is not included in CARES.  Why and how will VA plan for the future without considering such important medical care?

The current VA long-term care planning model does not fully take into account improvements in health status and other trends in long-term care. More recent data are now available and suggest that both disability among the elderly and nursing home utilization rates have diminished.  The discrepancy between projected needs from the current planning model and actual current demand prompted VA, earlier this year, to commence an intensive review and refinement of the long-term care planning model.  However, because the new data could not be incorporated into a new planning model for the current cycle of the CARES process, VA chose to treat the long-term care issues neutrally; that is, there will be no major changes or negative impact on care or capacity in long-term care.  Once the data from the new model is available and analyzed, it will be used for future strategic planning activities.

Since there are critical renovation and replacement nursing home needs that have been recognized, the plan includes several needed nursing home renovations and replacements that are believed to be within the projected outcomes of the new model.

VA seeks to provide long-term care services in the least restrictive setting that is compatible with a veteran’s medical condition and personal circumstances, reserving nursing home care for veterans who can no longer be safely cared for in home- and community-based settings.  VA expects to meet most of the future growth for long-term care services through non-institutional settings that keep veterans close to spouse, home and friends.  

Why is VA considering the shift of inpatient beds from some large hospitals when we might need these facilities for long-term care in the future?

In the event that additional long-term care beds are needed, converting an old hospital into a modern long-term care facility will cost substantially more than building a new facility dedicated to long-term care.  Even then, converted older hospitals can't match the quality of a facility custom-built for long-term care.

Maintaining duplicative or obsolete facilities, as contingencies for possible future use, would consume resources needed to care for veterans today.  Resources are needed today to expand the non-institutional, long-term care VA plans to offer more veterans.  We know that many veterans do not want to go into long-term care facilities, where they are removed from family and communities and, typically, forced to live apart from a spouse of many decades.  VA’s goal is to be a leader within the health industry, exploring innovative ways to keep people in their homes through alternative services such as tele-health programs, visiting nurses, adult day care and home health aides.

Some lawmakers have criticized VA for reducing the number of long-term beds under CARES.  What is VA's reaction?

No one currently receiving VA long-term care will lose that care as a result of CARES.  VA has directed local and regional managers to preserve their communities' capacity for VA-operated, long-term care throughout the CARES process.

President Bush’s 2004 budget requests a record $63.6 billion for America’s veterans, including a nearly 8 percent increase over the 2003 budget and a 32 percent increase in overall funding since he took office.  The budget proposal—$30.2 billion in discretionary funding (mostly for health care) and $33.4 billion for VA-administered entitlement programs (mostly disability compensation and pensions)—reinforces VA's commitment to serve our core constituency.
How will CARES impact VA employees?

It is too early in the process to speculate on how health care realignments and enhancements will impact VA employees.  Employees are important stakeholders and are encouraged to provide input throughout the CARES process.  The CARES planning process requires that the draft National Plan contain strategies to minimize any adverse impact on employees.  Upon receiving approval for the National Market Plan in December, each Network will develop a comprehensive implementation plan.  A key part of the implementation plan is identifying how stakeholders will be kept informed and involved in the implementation process.  Every effort will be made to minimize the impact on employees and patients.  If warranted, staff reductions will be accomplished gradually through attrition, early retirements, reassignments to programs where services are being enhanced and reassignments to other locations. 

Is VA working with employee unions?

Absolutely.  Early in the process, VA signed a memorandum of understanding with the American Federation of Government Employees, National Veterans Affairs Council #53 (NVAC) regarding CARES nationwide.  Both parties agree that labor representation will be on all workgroups and task forces at the VISN and facility level.

What are the possible alternatives for property or buildings that are determined to be excess or unsuitable for modern health care?
One possibility is an enhanced-use lease.  An enhanced-use lease is a VA-private sector joint business venture that benefits both parties and veterans.  These leases provide VA with an economical way to acquire goods, services and facilities at reduced cost.  In such an arrangement, typically underused or excess VA property is leased to the private sector for a nominal rent.  The private sector then finances and develops the property for a commercial venture.  In return, VA receives substantial discounts, facilities, services and revenue.  

An example is the plan for an enhanced-use lease for a privately financed, developed and managed office and parking garage complex on the grounds of the West Side Division of the VA Chicago Healthcare System.  The project will provide VA with access to parking spaces for veterans, volunteers, visitors and staff at no charge.

Enhanced Use Leases can also be used to provide for assisted living and to operate clinics. Money received from the leases would go to the VISN to use for veteran health care.

What assumptions are made about access and travel times?

Standards for distance and travel times for various population densities (urban, rural, and highly rural) and types of care (primary care, specialty ambulatory care, extended care and hospital care) were developed and used in defining each Market Area.  In addition to specific travel times, sub-markets may also be based on considerations such as highways and natural barriers like mountains.  The CARES process provides forecasts of the health services veterans will need and where those services will be needed.  The plans the Networks develop to meet those needs will have to comply with access and travel standards:

	
	Urban
	Rural
	Highly Rural

	Primary Care


	30 minutes
	30 minutes
	60 minutes

	Inpatient Hospital Care (Med/Surg/psych)


	60 minutes
	90 minutes
	120 minutes

	Tertiary Hospital Care


	3-4 hours
	3-4 hours
	Within VISN


#   #   #
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