	VISN 4:  Western Market Plan

CARES Planning Initiatives (PIs)-Proposed Responses



	CARES CATEGORIES & VAMCS:
	OPTIONS: (Recommended option is in bold type)
	RATIONALE:

	Proximity:

Pittsburgh


	A. Integrate into two facilities (Univ. Drive and Heinz) w/major construction to accommodate the services relocated from Highland Drive

B. Maintain three facilities

C. Maintain all facilities but consolidate services
	1. The three Pittsburgh facilities were previously integrated and services consolidated.

2. While vacant space exists with three divisions in Pittsburgh, all projected demand cannot fit into the current infrastructure of any two of the existing divisions.

3. Construction of space at the two remaining sites would enhance care through avoidance of substantial overhead costs associated with maintaining a third large, aging, campus-style facility at Highland Drive.

4. Inclusion of a parking garage for the University Drive division would be an essential element in adding space to provide additional care there, since patient parking is not adequate even for the current volume of services delivered.

5. All services, except the use of recreation facilities, could be included in the proposed major construction project.

6. Continued maintenance of three facilities diverts resources that could be invested into enhanced care delivery.

	Small Facility:

Market Overview
	
	Market Overview for Small Facility Review:  A very organized hub-spoke relationship and referral pattern exists in the Western Market, which has established the VA Pittsburgh Healthcare System as the tertiary referral hospital.  With specialty care being offered at Pittsburgh, VAMC’s Altoona, Butler, and Erie have already been able to downsize acute care, providing only the level and volume needed at the small facilities.  If the small facilities close acute care units, the gain in efficiency and capital assets (space) would be negligible, and not appropriate for leasing.  The impact on other services offered in those facilities would be considerable as noted in the descriptions for each small acute facility below.

	Small Facility:
Butler VAMC

#529


	A.  Retain Acute Beds

B.  Close Acute Beds and Reallocate Workload to another VAMC

C.  Close Acute Beds an Implement Contracting, Sharing or Joint Venture in Community

D.  Combination of B and C.


	1. Provides VA local care for patients in the medical center’s primary service area.

2. Assures optimal continuity and coordination of care by one VA primary care provider who treats patients through all levels of care  (outpatient, inpatient, nursing home, dom) at the medical center.  Strengthens patient/provider relationship.

3. Enables urgent care/ER to remain open providing 24/7 care.

4. Provides a high quality of care (comparable to other larger VA medical centers).  Has out-performed the VISN and VA averages; and NCQA and Healthy People 2010 targets in several measures of care over the last three years.

5. Provides third highest satisfaction level for inpatient care within the VISN.

6. Accredited recently by JCAHO, College of American Pathology, and CARF with excellent scores with very few recommendations.  Surveyed by OIG Combined Assessment Program (CAP) in November 2002 with no recommendations for acute care on exit interview (report not received yet).

7. Provides better access to care than if patients had to travel to VAPHGC.  Alleviates inconvenience, hardship, and risk of travel to Pittsburgh for patients and families who are elderly and frail, especially in winter months when travel can be very dangerous or impossible.

8. Allows VAMC Butler to provide chronic ventilator care in the nursing home because of acute care back-up and 24/7 respiratory care.  

9. Provides for convenient transfer of patients in the NHC unit and dom who become acutely ill.

10. Facilitates implementation of pharmacy best practices.

11. Decreases community care cost by allowing patients to recuperate for last couple of days of episode at the medical center instead of spending the whole hospitalization in the community hospital.

12. Moving the care to VAPHC presents the following problems: inconvenient, dangerous travel; increased ambulance costs; potential delay in treatment; increased community costs when beds not available in VAPHC; increased dissatisfaction with veterans and families.  If care is transferred to VAPHC, .5% of total medical center space will be unoccupied.  Its location between nursing home care and clinical support functions will not be convenient for reuse for outpatient care or leasing.  

13. Moving the care to community hospitals presents the following problems: significant cost increase; multiple providers; incomplete electronic record; loss of control over pharmacy best practices; increased need for indirect staff for contract administration, payments, transfer coordination between VAPHC and community; and loss of control of VA standards and quality.  If care is contracted with the community, .5% of total medical center space will be unoccupied.  Its location between nursing home care and clinical support functions will not be convenient for reuse for outpatient care or leasing.  

	Small Facility:

Erie VAMC

#562


	A.  Retain Acute Beds

B.  Close Acute Beds and Reallocate Workload to another VAMC

C.  Close Acute Beds an Implement Contracting, Sharing or Joint Venture in Community

D.  Combination of B and C.


	1. Assures continuity and coordination of care by one VA primary care provider that treats patients through all levels of care at the medical center.

2. Availability of local healthcare is maintained.

3. Enables urgent care to be provided with the ability to stabilize patients, if a transfer to the Hub or community is needed.

4. VAMC Erie provides demonstrated high quality care (e.g., JCAHO scores, EPRP scores {PI & CPG}, ORYX scores, and patient satisfaction scores.

5. VAMC Erie has been recognized nationally with two Robert W. Carey Quality Awards in 1998 and 2000 for exceptional performance in the delivery of health care.

6. Provides less expensive care (vs. private or other VA).

7. Bed section provides access to three levels of care (ICU, Acute and Observation)

8. Provides acute care treatment on site for NHCU patients, many of whom are frail, elderly and have difficulty with any form of travel.

9. Promotes overall efficiency since secondary and tertiary care are provided thru VAPHS and community hospitals, thereby obviating the need to duplicate some high cost services at VAMC Erie.

10. Allocating care to the Hub could create a potential risk in travel for the frail and elderly—traveling to Pittsburgh during the months of November through April is very unpredictable and can be extremely dangerous, a potential delay in treatment due to travel and the weather could occur, referrals from the State Veterans Home would be impacted, LECOM affiliation would be lost, and dissatisfaction of veterans and their families. 

11. Moving all inpatient care to the community would be expensive, create a discontinuity of care, create potential patient safety issues with care at multiple sites, loss of control of VA standards/quality, incompleteness of the electronic medical record initiates potential patient safety concerns, and dissatisfaction of veterans, VSO’s, and families.

	Small Facility:

Altoona VAMC

#503


	A.  Retain Acute Beds

B.  Close Acute Beds and Reallocate Workload to another VAMC

C.  Close Acute Beds an Implement Contracting, Sharing or Joint Venture in Community

D.  Combination of B and C.
	1. Maintains local health care for veterans in Altoona PSA.

2. Maintains status of Urgent Care (ER) to provide 24/7 care.

3. Maintains high standards of quality as evidenced by performance measures, ORYX, CAP survey and JCAHO survey (with most recent JCAHO survey score of 96 in HAP).

4. Assures maintenance of veteran satisfaction.  Altoona scores on SHEP for 2002 were higher in every category compared to VISN and National averages.

5. Assures more cost efficient care – Altoona acute care costs per DRG are lower than the VISN and National averages, and are comparable, or lower, than HCFA costs.

6. Provides convenient and immediate transfer capability for residents of NHCU who require acute care.

7. Minimizes contract hospital costs by providing on-site inpatient care following emergent hospitalization or emergency surgical interventions.

8. Provides better access to care; alleviates inconvenience, and risks associated with travel to Pittsburgh which is 2+ hours away (e.g., patients and family who may be frail/elderly; geographic considerations such as winter travel over mountainous terrain; sub-optimal parking/access at University Drive, etc.)

9. Ensures the integrity and completeness of the veteran’s medical information through CPRS.

10. Closing acute care beds and reallocating care to VAPHCS would present the following challenges:   increased ambulance costs; potential dangerous travel; potential delay in provision of necessary treatment; increased community contract costs when VAPHCS is unable to accept patient (which happens under current practice); opposition of veterans and VSOs; decreased employee morale; inability to provide back-up for DoD; impact on ability to recruit and retain high quality clinical staff.

11. Closing acute care beds and reallocating care to the community by contract would present the following challenges:  increased ambulance and hospital costs; multiple health care providers; incomplete medical record; increased pharmacy costs due to loss of control of best practices; increased need for administrative resources for contract program administration; loss of control of VA standards of quality; loss of veteran-focused care – resulting in veteran dissatisfaction; inability to provide back-up for DoD; impact on ability to recruit and retain high quality clinical staff.



	Capacity:

Inpatient

Medicine

-Pittsburgh

-Altoona

-Butler

-Clarksburg

-Erie


	A. Manage projected inpatient medicine workload in-house

B. Shift added capacity to community and from the spoke facilities to Pittsburgh


	1. A 27-bed increase in medicine demand is projected for the western market by 2012 and an 18-bed decline by 2022.  At the facility level, the impact is 39 more beds in Pittsburgh by 2012 and 9 more by 2022, 4 and then 8 fewer in Altoona, 1 more and then 1 fewer in Butler, 8 and then 13 fewer in Clarksburg, and 1 then 4 fewer in Erie.

2. The full impact of the projected decrease in medicine and other acute beds was reviewed under the small facility summary.

3. Sufficient space exists to manage the short-term increase in house, with continued intermittent use of care on a fee for service basis in the community to manage emergencies and occasional peaks in census.

4. Saved space and staffing resources from declines in inpatient medicine volume can be shifted to specialty care.


	Capacity:

Inpatient

Surgery

-Pittsburgh

-Altoona

-Butler

-Clarksburg

-Erie
	A. Continue to manage projected surgery workload  in-house

B. Shift surgery workload from spoke facilities to the community or to Pittsburgh
	1. An 8-bed decline in demand is projected for the western market by 2012 and a 22-bed decline by 2022.  At the facility level, the impact is 14 fewer beds in Pittsburgh by 2022, 4 fewer in Erie and 3 fewer in Clarksburg by 2012.  Altoona and Butler do not currently have inpatient surgery beds.

2. During this same time period the market is projected to have substantial growth in outpatient specialty care, part of which will be an increasing volume of outpatient surgeries.

3. Medicine bed days of care are also projected to grow over the first ten years of the planning period.

4. Saved space and staffing resources from declines in inpatient surgical volume can be shifted to medicine and specialty care.

	Capacity:

Specialty Care

-Pittsburgh

-Altoona

-Butler

-Clarksburg

-Erie
	A. Manage projected outpatient specialty care capacity in-house using contracted services as needed and continuing process of sending some specialty services to Pittsburgh

B. Shift added capacity to the community and from the spoke facilities to Pittsburgh
	1. A 43% increase in demand for outpatient specialty care is projected for the western market by 2012.  The projected increase is 11% for 2022.  The impact at the facilities is an increase of 20-100+ % for all VAMCs except Clarksburg, where a decline in demand is projected.

2. Some space and other resource demand will be offset by gradual declines in inpatient and primary care demand over this same period.

3. To accommodate the more specialized and costlier services in-house, more primary care will be moved to CBOCs including via the addition of CBOCs in Fayette, Venango, and Warren Counties.

4. The preferred option is to maintain services currently provided at local facilities and continue to refer the more highly specialized services to Pittsburgh, where some types of expertise are more readily available.

	Collaborations
	VBA, DoD, NCA
	1. There is not sufficient land available at either Erie or Altoona to make addition of a national cemetery feasible.

2. Pittsburgh may accommodate VBA and DoD offices if sufficient space is allocated in the planned construction or three divisions are maintained.

3. Butler will consider making office space available to the DoD.
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