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INFORMATION PAPER

SUBJECT:  Interim Report of the President’s Task Force to Improve Health Care Delivery

for  Our Nation’s Veterans.

PURPOSE:  To Provide the Army Surgeon General with a Review of the Comments and Findings of the President’s Task Force to Improve Health Care Delivery for Our Nation’s Veterans.

FACTS:  This Interim Report presents the findings of the President’s Task Force, which was established by Executive Order Number 13214 of May 28, 2001.  A summary of the comments and findings by Report Sections follows:

1.  PREFACE:

· A stronger, collaborative commitment by both VA and DOD leadership is vital to improving efficiency and productivity in delivering health care to America’s veterans.

· PTF identification of four crucial issues, that must be addressed, it its final recommendations are to be achievable.

a.  These four key issues are:

· Matters concerning core funding levels, particularly for the VA Health Care System.

· Need for clear, unambiguous commitment from top-level leadership to collaboration between VA and DOD.

· Need to recognize and act on the vital role, that information management/information technology (IM/IT) plays as an enabler to support any sustained efforts at VA/DOD collaboration.

· VA and DOD Department’s ability to manage rapidly escalating pharmaceutical costs.

b.  PTF will continue to explore the above and other issues, as it works toward its Final Report.

· The Final Report will include specific recommendations designed to develop a resounding “Call to Action” for systematic change in the VA and DOD Health Care Delivery Systems.

2.  INTRODUCTION & BACKGROUND:

· The coordinated delivery of timely, high-quality health care to VA and DOD beneficiaries can be difficult due to the complexity of their respective benefits packages, institutional cultures and processes, and eligibility requirements.

· Since 1982, multiple initiatives have been directed toward more effective and efficient coordination of medical resources between the VA and DOD, however, organizational and cultural barriers often thwarted implementation of those initiatives.

3.  GOALS, OBJECTIVES, & KEY FINDINGS:

· General Goal 1  -  The need to ensure that veterans seeking health care are provided timely access to high-quality health care, delivered efficiently and compassionately.

· There is a need for a more empowered leadership structure, which is clearly accountable for planning, implementing, and tracking appropriate changes across the two Health Care Delivery Systems.

· General Goal 2  -  There is a need for a seamless transition in the delivery of health care services.

· From the perspective of veterans and military retirees, the transition from military service to veteran status is seamless.

· Occupational health information is not collected in a formal, or structured way across the Military Services, DOD does not currently view collection of this information as a defined requirement.

· General Goal 3  -  There is a need for synchronization in the continuum in the delivery of health care services.

· There are significant institutional barriers to collaboration created by the way the VA, DOD, and the Military Services (Departments) develop their resource plans.

· General Goal 4  -  There is a need for consistency in the delivery of health care services.

· The two Health Care Delivery Systems have evolved in different directions, developing different solutions for similar problems.

· If a large number of casualties are incurred, the ability to know the location of military personnel, and their state of health becomes a matter of national security.

· General Goal 5  -  The goal is to create a system, that is transparent to the beneficiary to which the sponsoring organization of a beneficiary in which the sponsoring organization of a beneficiary’s care does not circumscribe the actual receipt of that care by the beneficiary. 

· The opportunity to use either VA or DOD medical facilities may offer veterans and military retirees more timely access at facilities, that are not convenient and suitable for their health care needs.

· The PTF’s vision of the future (Vision Statement) sees the VA and DOD Health Care Delivery Systems working collaboratively, where appropriate, yielding an increase in accessible and quality health care for veterans and military retirees.

4.  LEADERSHIP:

· It is the responsibility of the leadership of both Departments, starting with the Secretaries, to demand and ensure the success of VA/DOD resources sharing collaboration.

· General Finding 1  -  Historically, the Secretaries of Veterans Affairs, and of Defense have not committed unambiguously to collaboration to achieve optimal, appropriate interagency cooperation. 

· Clearly articulated and consistent focus on the same objective to both Departments, communicated to leadership at all levels, is necessary.

· General Finding 2  -  In the past, the Secretaries of Veterans Affairs, and of Defense have not been successful in establishing and institutionalizing mechanisms, that implement common purposes and goals; establish measurements with common indices to monitor progress; and demand accountability through incentives and other mechanisms.

· Developing of methods and processes, which foster the institutionalization of interdepartmental resources sharing is at the heart of the PTF’s general focus on leadership.

· A crucial success factor is the use of common data measurement systems.

· General Finding 3  -  The establishment of the VA/DOD Joint Executive Council, with oversight of the VA/DOD Health Executive Council and the VA/DOD Benefits Executive Council, is an important step toward institutionalizing future progress.  

5.  BENEFITS SERVICES:

· General Finding 1  -  Within the funds available, the VA is not meeting the health care demands of the enrolled veterans population.

· The VA cannot continue to provide quality health care, especially to disabled and lower-income veterans, within the current direct appropriations.

· General Finding 2  -  Veterans’ access to timely health care is problematic.

· Long waiting times for appointments with health care providers continue to be a problem for a significant number of enrollees.

· General Finding 3  -  Upon discharge, retirement, or separation, the transition from service member to veteran status is not seamless.

· As the PFT continues its work, the following areas will receive careful scrutiny and analysis:

· Options to provide the uniform VA medical benefits as an entitlement to ensure continuous and timely health care for veterans;

· Streamlined access for veterans eligible to receive health care in both VA and DOD systems; 

· Actions to improve separate VA and DOD processes for credentialing health care providers; 

· Impact of implementation of VA/DOD Clinical Practice Guidelines.

6.  RESOURCES & PERFORMANCE MEASUREMENT:

· Sharing is impeded by the lack of a “joint strategic plan” designed to support a common vision and, and a set of objectives for interdepartmental partnering.

· General Finding 1  -  VA and DOD lack the required coordinated resources planning and budgeting process to ensure collaboration.

· A joint strategic budget process is essential to ensuring, that collaboration is integrated into both Departments’ operating budgets, and allocation methodologies.

· General Finding 2  -  The apparent mismatch between demand for access and available VA finding is too large to be solved by collaboration alone.

· General Finding 3  -  Lack of coordinated benefits between the VA and both DOD and Medicare continues to reduce access to care by both VA and DOD beneficiaries.

· Without Medicare reimbursement to VA, it is unlikely that Medicare-eligible military retirees will use the VA under TRICARE for Life coverage because it requires, that these beneficiaries pay 20 to 25 % co-pays, and CMS is prohibited from reimbursing VA facilities.

· Recommendations on funding both Departments’ missions are of critical importance to maintaining and improving timely, high-quality services for veterans.

· General Finding 4  -  VA is pursuing addition revenue sources and improved collections, and more revenue from these sources could improve access to care within the VA.

· Pursing partnering, sharing, and collaboration initiatives between the VA and DOD are not likely to compensate for significant core under-funding in either Department

· These above noted initiatives, however, can help to improve access and health care delivery within both Departments, and contribute to the most effective use of scarce Federal resources.

· Four other potential sources of increased VA revenues include:

· Improved collections from first- and third-party payers;

· Enhanced resources sharing with appropriate civilian-community providers;

· Enhanced-use leases (for buildings or land, where Federal-civilian partnering can occur); and

· Reimbursement from other agencies under “The Economy Act.”

· Title 38 U.S.C. Section 8153 (1966) provided the VA with enhanced authority to expand medical sharing, by permitting the VA buy or sell services in the community to non-Federal entities.

· Under the above noted authority the following conditions must be met when furnishing services to non-veterans include:

· Veterans will receive priority; and

· The arrangement is necessary to maintain an acceptable level of quality of service, or will result in improvement of services to eligible veterans.

· General Finding 5  -  Both Departments have independent performance measurements, but they do not provide incentives for appropriate interdepartmental collaboration.

· The challenge is to adopt measures, which put incentives in place for the efficient use of resources within the VA and DOD, which enhance cooperation and promote appropriate expenditure of public resources.

7.  PHARMACEUTICALS:

· Increasing and conflicting pressures are mounting in the VA and DOD to provide a robust pharmaceutical benefit while maintaining fiscal prudence.

· General Finding 1  -  Multiple contract vehicles in the VA and DOD – both joint and separate – promote maximum cost avoidance in the procurement of pharmaceuticals.

· Departmental flexibility is paramount in identifying the most advantageous contractual vehicle to deliver the lowest unit cost for a given pharmaceutical product.

· General Finding 2  -  Development and implementation of an evidence-based joint national formulary between the VA and DOD would improve contracting leverage to maximize economies, and improve patient safety through a rigorous joint review process predicated on sound, peer-reviewed literate.

· An evidence-based joint national formulary would likely improve the reliability of the pharmaceutical benefit for both the VA and DOD beneficiaries throughout their service members lifecycle.

· General Comment 3  -  Joint VA/DOD national policy guidelines facilitating local pharmacy scopes of practice for non-physician providers would provide an additional, consistent point of care for veterans; serve as an additional safeguard against medication errors and adverse clinical events; and foster aggressive utilization management practice at the local level.

· Greater reliance on non-physician providers has yielded better management of pharmaceutical utilization, compliance/adherence counseling, chronic disease management, and reduced drug-to-drug and drug-to0disease intervention.

· General Finding 4  -  Initiatives like the VA/DOD Consolidated Mail Outpatient Pharmacy (CMOP) pilot, VA’s potential assumption of DOD’s refill workload, or alternative collaborative models could produce a more collaborative relationship, and provide a consistent, reliable, and economical mail point of service for VA and DOD beneficiaries.

· The PTF, as it continues its work, the following areas will receive further analysis:

· VA accepting and filling prescriptions from non-VA physicians may add additional points of service for DOD beneficiaries and reduce “prescription-only” visits to VA; however, its effects on patient safety and continuity of care must be evaluated: 

· Establishing a consistent co-payment structure for the Departments may:

(1).  Facilitate the use of additional pharmacy points of service for dual-eligible beneficiaries; and

(2).  Provide incentives to both providers and beneficiaries to adhere to formulary and most cost-effective points of service.

· Determining whether the Departments may be well-served by formally consulting an outside clinical review entity (private or public), that has the capacity and requisite expertise to provide clinical balance to future formulary decisions, in order to:

(1).  Ensure the continuing integrity of clinical reviews; and

(2).  Ameliorate potential conflicts from the Departments acting both as a payer and as a clinical review body; and

· Coupling a collaborative practice model for non-physician providers with a real-time, multi-center, clinical screening tool like the “Pharmacy Data Transcription Service (PDTS);

· The instance of potentially life-threatening adverse events may be substantially reduced for those veterans and military retirees with access to both VA and DOD pharmacy points of service.

8.  ACQUISITION & PROCUREMENT:

· Acquisition and procurement policies and procures should ensure, that high-quality supplies and services are available in a timely manner; at the best possible price.

· General Finding 1  -  It appears, that economies and efficiencies can be achieved in the purchasing of medical supplies and equipment by applying acquisition techniques similar to those used for pharmaceuticals.

· Currently, very little of the billions of dollars spent each year by the two Departments on medical equipment, supplies, and information technology is spent on joint efforts.

· General Finding 2  -  The ultimate design and implementation of the TRICARE Next Generation contracts will have a significant impact on future collaboration between the VA and DOD.

9.  FACILITIES:  

· A minimum of 5 to 8 percent investment of plant replacement value is necessary to maintain a healthy infrastructure.

· The VA invests less than 2 percent of plant replacement value for its entire facility infrastructure.

· DOD invests approximately 3.5 percent of plant replacement value across all investment categories.

· Improvement in the delivery of health care to veterans requires, that the VA and DOD adequately create, sustain, and renew physical infrastructure to ensure safe and functional facilities.

· This goal can be met by:

· Both the VA and DOD embracing and executing facility lifecycle management on an enterprise-wide basis.

· More closely aligning VA and DOD business processes and rules, and integrating the best practices within their planning systems.

· By the adoption of best practices, that establish a framework for change, where the affected members acknowledge the value of change, are confident, that they will have a role in the change process, and see a better future because of the change process.

· The PTF suggests, that there should be only one integrated health care facility planning entity, as the VA and DOD are two health systems with two different missions, however, more consistent alignment of business rule and practices will facilitate doing business collaboratively, and efficiently, with more consistent standards, methods, and infrastructure outcomes.

· General Finding 1  -  Better alignment of business rules and processes will improve the ability of VA and DOD to plan, acquire, and sustain their physical infrastructure.

· General Finding 2  -  Statutory and regulatory barriers inhibit meaningful collaboration and unnecessarily extend the time to complete construction.

· The most important single initiative is to eliminate the 35 percent design requirement for medical construction submission.

· General Finding 3  -  Identifying commercial and governmental facility lifecycle best practices will improve the condition of the VA and DOD infrastructure.

· PTF insights from the review of both VA and DOD health care facility planning processes, and discussions with both VA and DOD senior health care facility planning staffs have provided the PTF with some important initial insights.

· The PTF insights center on improved leveraging of capital assets, value-based selection processes, population-based health care planning, and alignment of business rules and economic for economic analyses.

· These insights are as follows:

· The most important initiative is for VA and DOD to adopt consistent population-based planning methods to support capital infrastructure investments;

· The adoption of best value source selection policies for planning, design, and construction awards can also improve facility lifecycle outcomes;

· Better identification of underutilized and excess facilities can greatly improve the fit of health care demand to the quantity and mix of infrastructure.

10. INFORMATION MANAGEMENT/INFORMATION TECHNOLOGY:

· PTF identified recommendations for improvement in VA and DOD IM/IT have included:

· The Principi Commission recommended the joint acquisition of a clinical information system to replace both Departments’ legacy systems; and

· The GAO recommended strengthening the Government Computer-based Patient Record (GCPR), now renamed the Federal Health Information exchange (FHIE), because of the importance of VA/DOD interoperability.

· General Finding 1  -  VA and DOD would benefit greatly from new or strengthened process for joint requirements generation, documentation, and approval; and standards development and approval to create an architecture, that accommodated common and mission-unique requirements.

· Both Departments recognize process reengineering as a critical factor in obtaining benefit from IM/IT systems.

· General Finding 2  -  Continued collaboration, accountability; and oversight are required to build on the work already started.  VA and DOD would enhance effectiveness and efficiency of information technology programs if the Departments established processes for joint information technology product funding, acquisition/development, delivery; and maintenance, as well as strong collaboration on existing and emerging technologies.

· The PTF Final Report will address the following areas:

· A lifetime complete electronic patient record with interagency access, or interoperability;

· Electronic record of location, assignment history, occupational exposure, and injury information for service members at the time of separation, within the context of national security interests;

· Computerized physician order entry with safe practices audit against the patient record;

· Enrollment processes and electronic data transfer; and

· Billing systems to effectively process third-party collections and reduce denial rates.

11.   SUMMARY:

· The PTF has found, that there are areas, where better collaboration between the VA and DOD should improve the delivery of health care for our Nations’ veterans, as well as increase efficiency.

· Although the PFT is encouraged by recent collaborative efforts by the VA and DOD, historically, the two Departments, with a few exceptions, have not taken advantage of similar opportunities.

· There are many reasons for the lack of coordination, including different missions, asynchronous business practices, non-interoperable information systems, different financial systems, lack of leadership commitment, legal and regulatory barriers, and in some cases, funding constraints.
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