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The President
The White House
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Dear Mr. President;

We take great pleasure in presenting this Final Report of the President’s Task Force to Improve
Health Care Delivery for Our Nation’s Veterans. This report is submitted in accordance with
the provisions of Executive Order 13214, dated May 28, 2001, and is dedicated to the memory
of former Congressman Gerald B. Solomon, an original Task Force Co-Chair, a genuine patriot,
and a staunch advocate for veterans.

As cited in our Interim Report, the Task Force was created to recommend bold, practical, and
specific reforms in the delivery of health care to beneficiaries of the Department of Veterans
Affairs and the Department of Defense. This report reflects the collective thinking of 15 Mem-
bers with a wide diversity of viewpoints on how to improve beneficiary health care delivery.
Task Force Members share a common desire to identify and address barriers to collaborative
efforts between the Departments and offer this report as an alternative to the status quo in
veterans’ health care. The Task Force believes the recommendations in this report represent
strategies for use in addressing barriers to collaboration and, when implemented, will
complement and enhance your management agenda for VA and DOD.

As we submit this report, we express our appreciation for the cooperation and openness
displayed by leaders and employees in both Departments, and in numerous field activities
around the Nation. Many dedicated and enthusiastic people in VA and DOD have helped shape
our findings and recommendations. Additionally, we have received great support from veterans’
service organizations and military advocacy groups. We sincerely hope our recommendations
will facilitate ongoing efforts to enhance the delivery of health care for our Nation'’s veterans.
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REPORT TO THE PRESIDENT

Executive Summary






In May 2001, President George W. Bush signed Executive Order 13214 creating the President’s
Task Force (PTF) to Improve Health Care Delivery for Our Nation’s Veterans. The charge to the
Task Force was to identify ways to improve health care delivery to Department of Veterans
Affairs (VA) and Department of Defense (DOD) beneficiaries through better coordination and
improved business practices.

For more than two decades, there have been numerous efforts by Congress and the Execu-
tive Branch aimed at increasing collaboration and sharing between the two Departments in
order to improve the efficiency and cost effectiveness of health care delivery for beneficiaries.
Providing all enrolled veterans, including military retirees, with timely access to the full range
of health benefits earned through service to their country is a national obligation, whether
during their military service or once they have achieved veteran status.

As the Task Force visited numerous VA and DOD health care facilities around the country,
conducted focus groups with individual beneficiaries, and met with many beneficiary organiza-
tions, it became clear that the current mismatch in VA between demand and available funding
not only impedes collaboration efforts with DOD but that, if unresolved, the resultant delay in
veterans’ access to care could threaten the quality of VA health care.

Although enrolled veterans technically have access to the VA health care system, long
waiting times for appointments with health care providers continue to be problematic for a
significant number of veterans. As of January 2003, at least 236,000 veterans were on a wait-
ing list of six months or more for a first appointment or an initial follow-up—a clear indication
of lack of sufficient capacity or, at a minimum, a lack of adequate resources to provide the
required care. While the overall number of veterans eligible for care in VA facilities is expected
to decrease over the coming years, the actual number of beneficiaries seeking VA care is
projected to increase because of factors outside of VA.

A confluence of events over the past decade—economic, budgetary, and structural—has
created increased demands for, and pressures on, the VA and DOD health care systems. With
the rising cost of health care and insurance premiums, veterans have been seeking alternative
ways to pay for their health care. This phenomenon, along with the absence of an outpatient
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pharmacy benefit under Medicare, appears to be causing significant numbers of veterans to
seek health care from VA.

Finally, legislative, administrative, and structural changes have increased demand for VA
care. Following the passage of the Veterans' Health Care Eligibility Reform Act of 1996, VA's
mission moved from primarily treating veterans with service-connected disabilities and indigent
veterans to offering a comprehensive health benefit to all enrolled veterans. The Veterans’
Millennium Health Care and Benefits Act, enacted in 1999, further increased demand by
expanding benefits. Funding provided through the current budget and appropriations process
for VA health care delivery has not kept pace with demand, despite efforts to increase efficien-
cies and focus health care delivery in the most cost-effective manner.

Organizing Principles

In developing this report, the Task Force established four principles on which to organize its
analyses and recommendations:

1. Committed leadership is essential to achieve VA/DOD collaboration to improve health
care to veterans, including military retirees.

2. To provide timely, high-quality care, it is important to have seamless transition of
information across the full lifecycle of health care for each veteran, especially at
the point when he or she moves from military service to veteran or retiree status.

3. VA and DOD collaboration can improve quality, access, and efficiency of health
care delivery by pooling resources, eliminating administrative barriers, and
implementing change.

4. Despite the importance of collaboration in overcoming modest or temporary capacity
shortfalls or surges in demand, the mismatch in VA between demand for access and
available funding is too large to be solved by collaboration alone. Thus, the only
effective way to address the growing problem of access in VA is to reduce the
apparent mismatch between demand and funding.

Leadership

The Task Force is pleased with the current VA/DOD efforts on collaboration and sharing
and with the organizational structures created to facilitate such efforts. Senior leadership
of the Departments are clearly engaged, especially through the interagency leadership
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committee. It is the responsibility of the leadership of the two Departments, starting
with the Secretaries, to continue to demand actions that will ensure the success of
VA/DOD collaboration.

VA and DOD leadership need to clearly and jointly articulate what is expected as the
end state of collaboration and sharing. The goal is not collaboration for mere collaboration’s
sake, but rather, through such activity, to improve access to care and reduce the overall cost
of furnishing services. There can be no ambiguity in the description of clear and measurable
goals for improved cooperation.

Once those in leadership positions have communicated their directives, the Departments
should issue plans in a timely manner, including performance expectations, measurements,
and time lines. These plans should be communicated in a consistent manner to all levels of
the two Departments and should be regularly reviewed for outcomes. To foster ongoing
accountability, there should be an annual report from the interagency leadership committee
to the Secretaries on the results of performance in the area of collaboration and sharing and
next year's goals, including progress in implementing the recommendations in this report.

Seamless Transition to Veteran Status

VA and DOD responsibility for an individual’s health begins as soon as the individual enters
the Armed Forces. An important first step would be to gather baseline medical information
upon entry into the military and capture it in an electronic medical record that would, at a
later point, be able to readily and easily exchange appropriate health information with VA
in mutually understood and usable formats. As no such capability exists today, the two
Departments must collaboratively develop appropriate electronic medical records that

can function in an interoperable, bi-directional manner.

During military service, information relevant to a service member’s deployments,
occupational exposures, and health conditions should follow the service member through
his or her military career. Better recording, tracking, and reporting of occupational health
data will improve the research base for understanding the etiology of service-related
disorders, assist in benefits determinations, and improve the overall health of today’s
veterans as well as those who will follow them.

Once an individual separates from military service, the process for determining
eligibility for veterans’ benefits, assessing health status, and receiving care through the
VA health care system should be seamless, timely, and accurate. These goals can only
be accomplished through systems that are standards-based and coordinated between

EXECUTIVE SUMMARY

X1



XV

President’s Task Force to Improve Health Care Delivery for Our Nation’s Veterans

VA and DOD. When an individual is separated from military service, he or she is issued a
DD214, which is needed to access health care services in the VA system. VA has identified
untimely access to the service member’s DD214 as a major factor delaying determination of
benefits. To ease the transition from service member to veteran status, VA and DOD should:

< implement by fiscal year 2005 a mandatory single separation physical as a
prerequisite of promptly completing the military separation process; and

e expand the “one-stop shopping” process to include, at a minimum, a standard
discharge exam, full outreach, claimant counseling, and when appropriate,
referral for a VA Compensation and Pension examination and follow-up claims
adjudication and rating. Upon a service member’s separation, DOD should
transmit an electronic DD214 to VA.

Both VA and DOD will continue to face significant issues in dealing with veterans
who develop health conditions as a result of possible occupational exposures and hazards
during military service. VA and DOD should:

e expand their collaboration to identify, collect, and maintain data needed to:
1) recognize, treat, and prevent illness and injury resulting from occupational
exposures and hazards experienced while serving in the Armed Forces; and
2) conduct epidemiological studies to understand the consequences of
occupational exposures and hazards;

< by fiscal year 2004, initiate a process for routine sharing of each service member’s
assignment history, exposures to occupational hazards, location, and injuries
information; and

e jointly issue a publicly available annual report on Force Health Protection.

In addition, the President should direct VA and DOD to implement continuous
health surveillance and research programs to identify the long-term health consequences
of military service in high-risk occupations, settings, or events.

Removing Barriers to VA/DOD Collaboration

Significant institutional barriers to collaboration arise from the ways VA and DOD—and
the three Military Departments—develop and deploy their resource plans. These include
the budgeting process, health care delivery plans, acquisition plans, and facility plans.
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The PTF makes a series of recommendations to remove barriers and improve

collaboration, including:

* revise health care organizational structures to provide more effective and
coordinated management of the two health care systems, enhance overall
health care outcomes, and improve structural congruence;

e integrate clinical pharmacy initiatives through the coordinated development of
a national joint core formulary and a single, common clinical screening tool by
fiscal year 2005;

e work with industry to establish a uniform methodology for medical supplies and
equipment identification and standardization in order to facilitate additional joint
contracting initiatives;

< identify functional areas where the Departments have similar information
requirements in order to re-engineer, where necessary, business processes
and develop the specific functional information technology requirements
needed to support them;

< implement facility lifecycle management practices on an enterprise-wide basis;

< declare that joint ventures are integral to the standard operations of both Departments
and use the existing joint venture organizations as laboratories for developing future
inter-departmental policy frameworks; and

< work together to identify and address staffing shortfalls, develop consistent clinical
scopes of practice for non-physician providers, and ensure that the two provider
credentialing systems can interface.

Eliminating the Mismatch Between Demand and Funding

Although the measures described above might help staff and facilities in some areas
overcome modest or temporary capacity shortfalls or surges in demand, and standardi-
zation and compatibility of information systems and medical records between VA and
DOD will provide lasting improvements in health care delivery to veterans, the apparent
mismatch in VA between demand for access and available funding is too large to be solved
by collaboration alone. The PTF is concerned that this mismatch affects the delivery of
timely health care and impedes efforts to improve collaboration between VA and DOD.

EXECUTIVE SUMMARY
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In recent years, because of the entrance of veterans with income levels above VA's
means test threshold with no compensable service-related disabilities (former Priority
Group 7) into the VA health care system, and with funding not keeping pace with demand,
many veterans in VA's traditional constituency, those veterans with service-connected dis-
abilities and indigent veterans (Priority Groups 1 through 6), have been unable to obtain
health care within VA's established access time frames. This situation is unacceptable.

The PTF developed recommendations in two separate but inextricably related areas:
funding delivery of care within the access standard for Priority Groups 1 through 7 (new)
and the need to clarify eligibility and benefits for Priority Group 8.

Congress and the Executive Branch must work together to provide full funding to meet
demand, within VA's access standards, for Priority Groups 1 through 7 (new). The Task Force
offers examples for consideration to modify the process used to fund health care delivery
for these veterans. The Task Force also recommends that VA be accountable for meeting
its established access standards; when appointments cannot be offered within the standard,
the Department should be required to offer an enrolled veteran an appointment with a
non-VA provider.

The Congress and the Executive Branch must resolve the status of veterans with income
levels above VA's means test threshold with no compensable service-related disabilities
(Priority Group 8).

For many years, there has been little disagreement on the need to improve collaboration
and sharing between the two Departments. The structures needed to organize and implement
collaboration and sharing are now in place, and current leadership has demonstrated a com-
mitment to furthering this goal. What is needed is the will and focus to implement and
sustain change.

XVI



CHAPTER ONE

Introduction
Background






Introduction and Background

Past Congresses and Presidents have honored the service and sacrifice of those who served

in our Nation’s Armed Forces by enacting legislation to provide military personnel and

eligible veterans with access to quality health care. As a result of sustained federal support,

the Departments of Veterans Affairs (VA) and Defense (DOD) have grown to become two

giants in the health care industry. With combined annual health care budgets of nearly

$50 billion, they offer care at a total of more than 1,600 sites nationwide. There are over
300,000 personnel in both systems, treating nearly 12 million beneficiaries. Both systems

face the challenges of health care systems everywhere—new practices, techniques, and

tools, changing demographics, aging infrastructure, and increasing costs. At the same time,

access to health care is a growing concern for many Americans, and the health services

provided through VA and DOD to beneficiaries are an increasingly important resource.

Indeed, for some veterans, VA may be their only health care option.
All veterans, whether injured in military service or not, deserve
clarity and fairness in the policies and practices related to benefits

received following their service to the Nation. However, these individ-

uals have not always been treated fairly, equitably, or appropriately
when seeking access to health care. Eligibility requirements have
changed over time, as have benefits. And, although enrolled veterans
theoretically have access to the VA health care system, in reality long
waiting times for appointments with health care providers continue
to be an impediment for a significant number of enrollees. As of
January 1, 2003, over 236,000 enrolled veterans were on waiting

lists of more than six months for a first appointment or for an

initial follow-up for health care from VA—a clear indication of

lack of sufficient capacity or, at a minimum, a lack of adequate
resources to provide the required care.

As of January 1, 2003, over
236,000 enrolled veterans
were on waiting lists of
more than six months for
a first appointment or for
an initial follow-up for

health care from VA.
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The overall number of veterans eligible for care in VA facilities is expected to decrease
over the coming years. However, the actual number of beneficiaries seeking VA care has
grown, and increased demand on the system is projected to continue. Specifically, since
1999, the number of VA enrollees has increased nearly 20 percent annually, from 4 million
enrollees to an enrollment of 6.3 million in 2003. Based on VA's projection model, without
any limitation on enrollment, that growth will continue, with enrollment peaking in fiscal
year 2012 at approximately 8.9 million enrollees. While enrollments are increasing in all
priority groups, Priority Group 8 (see Appendix F for a description of Priority Groups) is
experiencing the largest and fastest growth: by fiscal year 2012, VA projects that veterans
in this group will constitute 27 percent of all enrollees.! An additional trend affecting future
costs of care is the aging of the veteran population. The growth in the elderly veteran popu-
lation, combined with their heavy use of pharmaceuticals—which are also consuming
greater shares of the health care dollar—foretells rising costs of care.

In addition, a confluence of events over the past decade—economic, budgetary, and
structural—has created increased demands for, and pressures on, the VA and DOD health
care systems. With the rising cost of health care and insurance premiums, veterans have
been seeking alternative ways to pay for their health care. This phenomenon, along with
the absence of an outpatient pharmacy benefit under Medicare, appears to be causing sig-
nificant numbers of veterans to seek health care from VA. Finally, during the past decade,
public and private sector health care has shifted significantly from inpatient to outpatient
care; treatment protocols increasingly rely on new and costly technologies; and the use of
pharmaceuticals has dramatically increased in both prevention and treatment of illnesses.
These forces have placed tremendous strains on both public and private sector health care.

Legislative, administrative, and structural changes at VA have also increased demand.
Following the passage of the Veterans’ Health Care Eligibility Reform Act of 1996 (Public
Law 104-262), VA's mission moved from primarily treating veterans with service-connected
disabilities and indigent veterans to offering a comprehensive health benefit to all enrolled
veterans. The Veterans’ Millennium Health Care and Benefits Act (Public Law 106-117),
enacted in 1999, further increased demand by expanding eligibility for home-based and
long-term care. In addition, by eliminating barriers to access (particularly to primary care)
through the creation of over 600 new Community-Based Outpatient Clinics, VA has been
extremely effective in attracting additional veterans to the system, thereby increasing
demand. However, the funding provided through the current budget and appropriations
process for VA health care delivery has not kept pace with demand, despite efforts to
increase efficiencies and deliver health care in the most cost-effective manner.

! Effective January 17, 2003, VA stopped enrolling Priority Group 8 veterans.
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Recurring Themes

Enrolled veterans and military retirees should have full and timely access to the health
care services that Congress has authorized for them. Various approaches to fulfilling this
obligation have been suggested, including better collaboration and sharing between VA
and DOD, improved processes for transition from military service to veteran status, and
enhanced funding. A number of commissions, advisory panels, and government study
groups convened since 1991 have looked at these issues and provided recommendations.
In 1991, the Report of the Commission on the Future
Structure of Veterans Health Care made recommendations in
four fundamental areas: 1) improving access; 2) financing the The Transition Commission
future; 3) restructuring the system; and 4) enhancing quality proposed “fundamental and
of care.
In 1998, the Healthcare Advisory Group Report to the far-reaching” reforms to VA
Congressional Commission on Service Members and Veterans and DOD programs and
Transition Assistance (the Transition Commission), recommended o .
that VA and DOD health care sharing be enhanced through: organization, urging the

legislation allowing beneficiary care in either system Departments to develop

and corresponding reimbursement; closer partnerships or

a congressional commission to review the health care risk failure in their
delivery systems of both Departments, on a geographic o
basis, including the availability of joint operations and the health care missions.

physical infrastructure/capacity of the two systems; and

legislation requiring DOD to recognize appropriate VA Medical Centers as military
treatment facility equivalents when the local VA facility could treat TRICARE patients
at or below the cost of non-governmental providers in the local community.

In its final report, the Transition Commission proposed “fundamental and far-reaching”
reforms to VA and DOD programs and organization, urging the Departments to develop closer
partnerships or risk failure in their health care missions. The report observed that benefits and
services as well as program management of the two systems were “so ineffective they break
faith with those who served, and currently serve, their Nation in uniform.” It argued that
although “senior leadership in both Departments support the principle of sharing, day to day
decisions are the product of separate staffs working independently, without taking into account
the needs or resources of the other Department.” In addition, the Commission concluded that

CHAPTER ONE 3
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“neither system can be sustained as it is in the current budget climate and that, although
the two systems have made great strides in establishing a cooperative relationship, they must
move toward an even closer partnership if they are to continue to succeed in their missions.”

In 2001, Eagle Group International, Inc., submitted an Independent Assessment of Depart-
ment of Veterans Affairs and Department of Defense Sharing Agreements and Program to the
Director, Special Programs Division of the TRICARE Management Activity. Recommendations
were made to reduce the unnecessary outflow of federal funds, simplify the current environ-
ment for sharing opportunities, and optimize targets of opportunity.

In addition, numerous General Accounting Office (GAO) reviews have encouraged the
Departments to pursue cost-effective resource sharing. GAO reports issued in 2000 and 2001,
referenced in Chapter 4, described the benefits of sharing in terms of financial savings and
qualitative gains. In its 2000 report, Evolving Health Care Systems Require Rethinking of Resource
Sharing Strategies, GAO concluded that it may be necessary for Congress to provide specific
guidance to both VA and DOD, clarifying the criteria, conditions, and expectations for
VA/DOD collaboration.

Thus, the PTF effort and this report build on a long line of prior efforts. But in spite
of the extensive research and efforts to increase VA/DOD sharing and collaboration, and
thereby improve veterans’ access to care, the results until very recently have been at best
marginal, or at worst, superficial.

President’s Task Force To Improve Health Care Delivery
For Our Nation’s Veterans

President George W. Bush identified “improved cooperation between the Department of
Defense and Department of Veterans Affairs in providing care to those who served” as

one of ten management improvements for his Administration. On May 28, 2001, he signed
Executive Order 13214 creating the President’s Task Force to Improve Health Care Delivery
for Our Nation’s Veterans (hereafter referred to as the PTF). In subsequent speeches, the
President described his desire for “major reforms” in the delivery of health care provided
by the two Departments. To that end, Executive Order 13214 directed the Task Force to:

identify ways to improve benefits and services for Department of Veterans Affairs
beneficiaries and Department of Defense military retirees who are also eligible for
benefits from the Department of Veterans Affairs through better coordination of
the activities of the two Departments;
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review barriers and challenges that impede Department of Veterans Affairs and
Department of Defense coordination, including budgeting processes, timely billing,
cost accounting, information technology, and reimbursement. Identify opportunities
to improve such business practices to ensure high-quality and cost-effective

health care; and

identify opportunities for improved resource utilization through partnership
between the Department of Veterans Affairs and the Department of Defense to
maximize the use of resources and infrastructure, including buildings, information
technology and data sharing systems, procurement of supplies, equipment and
services, and delivery of care.

PTF is comprised of 15 Members appointed by the President, including two

Co-Chairs. The Co-Chairs appointed an Executive Director to coordinate administration

of the PTF through a professional staff. Based on the requirements in the Executive Order

and VA Charter establishing administrative support and funding, the PTF submitted an

Interim Report in July 2002.2 This Final Report reflects the PTF Members’ commitment

to accomplishing the missions outlined in the Executive Order.

Organizing Principles

The PTF established four central principles on which to organize its analyses and recommendations:

Committed leadership is essential to achieve VA/DOD collaboration to improve
health care delivery to veterans.

To provide timely, high-quality care, it is important to have seamless transition of
information across the full lifecycle of health care for each veteran, especially at
the point when he or she moves from military service to veteran or retiree status.

VA and DOD collaboration can improve quality, access, and efficiency of health
care delivery by pooling resources, eliminating administrative barriers, and
implementing change.

Despite the importance of collaboration in overcoming modest or temporary
capacity shortfalls or surges in demand, the apparent mismatch in VA between
demand for access and available funding is too large to be solved by collaboration
alone. Thus, the only effective way to address the growing problem of access in
VA is to reduce the mismatch.

2 The Interim Report is available at www.presidentshealthcare.org until September 2003, when it will be available
through the Department of Veterans Affairs website (home page www.va.gov).
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Leadership, Collaboration, and Oversight

The PTF believes that greater VA/DOD collaboration and sharing will improve the efficiency
of, and veterans’ timely access to, health care delivery in both Departments. Sharing authority
for the two Departments was legislated in 1982, and Congress has continued to encourage and
support the concept. However, until recently, the extent of sharing and collaboration between
the two Departments has been disappointing. Congress continues to urge the Secretaries of
Defense and Veterans Affairs to commit their Departments to significantly improve mutually
beneficial sharing and coordination of health care resources. To that end, the PTF emphasizes
the need to build organizational cultures and enduring
leadership that support improved sharing and coordi-
Leaders must establish organizational nation of health care resources and services.
At present, there appears to be a strong interest in
both Departments in moving forward on collaboration;
collaboration, improve sharing, and however, history shows that such interest has varied
coordinate the management and oversight over time. To institutionalize a collaborative and shar-
ing relationship that transcends leadership changes,
there must be clear commitment from top leadership.

cultures and mechanisms that support

of health care resources and services,

with clear accountability for results. These leaders must establish organizational cultures
and mechanisms that support collaboration, improve
sharing, and coordinate the management and oversight
of health care resources and services, with clear accountability for results. Chapter 2 focuses
on this area and provides recommendations for further improvement.

Seamless Transition to Veteran Status

Once an individual transitions from military service to veteran status, if eligible for VA health
benefits, he or she must learn the rules and limits of an entirely different health care system.
While in the military, service members and their families are enrolled in DOD’s TRICARE
program, in which individuals can receive care at DOD facilities or approved private providers,
which include VA facilities. Individuals leaving service with service-connected injuries or
ilinesses are most likely to seek care from the VA health care system, and are thus most
likely to need a full range of transition assistance. However, most individuals completing
their service do not have immediate health care needs and may not participate in all
available separation processes, such as separation physical examinations.

Those veterans who later seek VA health care may find the process for gaining entry
into the system frustrating and time-consuming. Chapter 3 provides recommendations to
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VA and DOD to promote a seamless transition. One central recommendation is to develop a
system in which information flows easily across all components of care, geographic sites, and
discrete patient-care incidents while protecting privacy and confidentiality. Such sharing of
information would also provide VA and DOD with insights about disease or illnesses that
could result from exposure to occupational hazards during military service, and assist in
epidemiological research.

Collaboration, Resource Sharing, and Standardization

VA and DOD continuously—but separately—refine and improve their health care delivery
systems. As a result, the two systems have developed diverse and sometimes contradictory
solutions for similar problems, with a potential for increased overall cost and decreased
efficiency. Many differences exist between the two Departments in personnel management,
training programs, facilities, infrastructure, information management and technology (IM/1T),
and acquisition programs that do not appear to be driven by their differing missions. The
incompatibility of the Departments’ statutory and corporate business rules significantly
impedes meaningful collaboration.

This incompatibility is readily apparent when one considers the tenuous progress
made at seven sites, known as joint ventures, created by the Departments. These sites
have operated largely in an ad hoc manner, as discussed in Chapter 4, but offer excellent
opportunities as “laboratories” for formal collaboration policy framework development.

Without question, the two Departments have separate functions driven by their core
missions that should remain distinct and freestanding. However, other functions are prime
candidates for the development of common standards, creation of interoperable and inter-
changeable program elements, and joint development and operation of functional elements
in the name of increased efficiency, cost avoidance, and improved access for beneficiaries.

In joint pharmacy procurement, VA and DOD have made significant progress. But in
other areas, such as purchasing services from each other, there has been little sustained
progress. Collaboration has been impeded by the lack of a joint strategic planning effort
to develop common objectives for interdepartmental partnering. Progress toward joint
strategic planning is underway, however, under the auspices of the interagency leadership
committee (discussed in Chapter 2). Consistent with these nascent strategic planning efforts,
the Departments need to:

develop a coordinated budget and execution strategy for collaboration;
eliminate policy and program barriers between VA and DOD; and

institutionalize processes that ensure collaboration and communication.

CHAPTER ONE
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Chapter 4 identifies some barriers to collaboration, discusses various approaches for
advancing collaboration, and makes recommendations for change.

Access to Health Care Services and the Mismatch between Demand and Funding

Chapters 3 and 4 of this report focus on ways to increase collaborative efforts between the VA
and DOD systems and on the need for productivity improvements. Despite the importance of
these efforts, it became apparent to the PTF that increased collaboration could not effectively
address access issues because neither system has significant excess capacity. Collaboration
might help facilities in some areas overcome modest or temporary capacity shortfalls or
surges in demand. However, the persistent disparity between demand and funding in VA
significantly inhibits effective collaboration arrangements and the delivery of health care
itself. The apparent mismatch between demand for access and available VA funding is too
large to be solved by collaboration alone.

To its credit, VA has managed to cope within constrained resources over time by becoming
a more efficient provider of care (see Figure 1.1). This achievement results partly from VA's
focus on delivering care in the most cost-effective manner, such as moving from inpatient to
outpatient care. But more to the point, increasing enrollee demand, combined with available
funding, has forced significant reductions in per-patient expenditures beyond what could be
expected from improved efficiency. Based on their findings, PTF Members believe that even
if VA were operating at maximum efficiency, it would be unable to meet its obligations to
enrolled veterans with its current level of funding. A more focused and concerted effort
must be made to bring funding and demand into balance.

Figure 1.1 VA’s Declining Per-Patient Expenditures, FY 1992-2003*
(Expressed in FY 2002 Dollar Terms)
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Chapter 5 provides the PTF’s assessment of the access problems encountered by enrolled
veterans, describes how evolutionary changes in VA's mission have affected access and demand,
and how current methods of funding the VA health benefit further contribute to the problem.
The chapter provides specific recommendations to clarify veterans’ health care eligibility and
reduce the mismatch of funding to support that care.

The PTF’s Vision

The PTF envisions a VA health care system that is no longer impaired by the mismatch
between resources and demand, working collaboratively with the DOD health care system
to increase the accessibility and quality of health care for enrolled veterans, including military
retirees. This vision is grounded in the recognition of the Nation’s obligation to those who have
served this country and the belief that improved coordination and cooperation between the
VA and DOD health care delivery systems will provide continuing opportunities for meeting
this obligation.

The PTF believes that outstanding health care delivery for our Nation’s veterans and
military beneficiaries occurs when VA, DOD, civilian, and other organizations maximize
the delivery of high-quality care to all enrollees. This would be accomplished through a
system that:

is easily accessible and coordinated among all organizations;
focuses on cost-effective treatment and prevention;

delivers care through the home and workplace, as well as traditional health
care settings;

leverages best practices across organizations; and

stimulates innovation, accountability, productivity, and continuous improvement
within VA and DOD.

For many years, there has been little disagreement on the need to improve coordination
and sharing across the two Departments. The structures needed to organize and implement
collaboration and sharing are now in place, and current leadership has demonstrated a
commitment to furthering this goal. What is needed is the will and focus to implement
and sustain substantive change.

CHAPTER ONE



10

President’s Task Force To Improve Health Care Delivery For Our Nation’s Veterans

To maintain the momentum achieved to date—and to foster ongoing accountability—
the PTF believes that there should be an annual report on the progress of the two
Departments in implementing their collaboration and sharing initiatives and the
recommendations in this report.

Recommendation 1.1

The interagency leadership committee should, on an annual
basis, report to the Secretaries on the status of implementing its
collaboration and sharing initiatives and the recommendations
in this Final Report, together with any other matters that the
committee deems appropriate. Within 60 days after receipt, the
Secretaries shall transmit the report, together with any related
comments, to the President.
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The Need for Leadership, Collaboration, and Oversight

For over 20 years, members of Congress and others have urged the Departments of Veterans
Affairs and Defense to increase collaboration and sharing, especially in the area of health
care, and to work at eliminating the barriers to coordination. Initially, the obstacles to greater
coordination were statutory, but that changed with the enactment in 1982 of the Veterans
Administration and Department of Defense Health Resources Sharing and Emergency
Operations Act (Public Law 97-174, hereinafter the “Sharing Act”).

The Sharing Act was intended to make it easier for the two Departments to increase the
variety and amount of health resource sharing for the benefit of their veteran and military
beneficiaries, while helping hold down costs.

From the outset, there was recognition that there must be . .
. . . . The Sharing Act was intended
senior level leadership in both Departments charged with promoting
increased collaboration. This recognition is reflected in subsection to make it easier for the two
(b) of section 8111 of title 38, U.S. Code, as added by the Sharing
Act, which mandated the establishment of an interagency senior
leadership committee, chaired by VA's Under Secretary for Health variety and amount of health
and the Assistant Secretary of Defense (Health Affairs), “to promote

Departments to increase the

resource sharing for the
the sharing of health-care resources” between VA and DOD. As is

detailed elsewhere (see explanatory box on page 15), the Depart- benefit of their veteran

ments’ efforts to implement both the overall law and the specific and military beneficiaries,

requirement for a joint committee have been sporadic and uneven.
In the early years after enactment and continuing until the while helping hold down

mid-1990s, what emphasis there was on VA/DOD sharing and costs in federal health care.

collaboration was on local sharing arrangements, either at joint

venture sites or through agreements to share specific resources at

the local level. Little attention was paid to collaboration and sharing at the headquarters

level of either Department, and the interagency leadership committee was dormant.

13
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In May 1996, the Secretaries of Veterans Affairs and Defense sent a joint report to the
Vice President! emphasizing the need to plan sharing at the levels of the Veterans Integrated
Service Networks (VISNs) and the DOD Health Services Regions. At the time this report was
being prepared, efforts were underway to revive the interagency leadership committee.

Over the next several years, this committee, then known as the VA/DOD Executive
Council, was periodically active and involved. However, there was not always a good record
of its recommendations being implemented. For example, as is discussed in more detail in
Chapter 3, VA and DOD in September 1998, based on a recommendation of the Council,
agreed to implement a process for joint disability discharge physical examinations instead
of duplicate examinations. Subsequent review by the General Accounting Office? indicated
that only 21 VA facilities and 18 DOD facilities reported participating in the program, despite
the fact that it had been approved by the Executive Council, a VA/DOD Memorandum of
Agreement had been signed, and the Assistant Secretary of Defense (Health Affairs) had
issued policy direction.

Since mid-2001, following the issuance of the Executive Order creating the PTF and
the inclusion of VA/DOD cooperation in the President’s management goals, there has
been a renewed sense of purpose and momentum for VA/DOD collaboration.

In January 2002, the two Departments administratively established a new interagency
leadership committee, the VA/DOD Joint Executive Council, co-chaired by the Deputy
Secretary of Veterans Affairs and the Under Secretary of Defense (Personnel and Readiness).
The PTF is encouraged by this current commitment to collaboration and sharing from the
leadership of the two Departments and believes that the interagency leadership committee,
as presently constituted, holds great promise for a continuation of that commitment.

PTF Findings

Since the signing of the Sharing Act, multiple initiatives attempted to enhance more

effective and efficient coordination of medical resources between VA and DOD. However,
results have been minimal or transitory. Prior Secretaries of Veterans Affairs and Defense
have not been successful in establishing and institutionalizing common purposes and goals,
creating measurements with common indices to monitor progress, demanding accountability,
and promoting effective collaboration through incentives and other mechanisms. Committed
leadership is essential to achieve VA/DOD collaboration.

1 VA and DOD, “Report to the Vice President, Strategies for Jointly Improving VA and DOD Health Systems,” May 1996.

2 General Accounting Office, “VA and Defense Health Care: Evolving Health Care Systems Require Rethinking of
Resource Sharing,” (GAO-HEHS-00-52), May 17, 2000.
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As described in Chapter 1, there have been numerous studies of VA and DOD collaboration

and sharing over the years. Most of these studies have recommended joint strategic planning

at the national and regional levels and identified lack of guidance and direction as a barrier

to collaboration and sharing. These reports also documented the lack of monitoring and

follow-up on joint decisions and policies, expressed concern over the lack of accountability,

and concluded that the priority established
by VA and DOD leadership for sharing was
not clear at the regional and local levels.

Recommendations from these various
studies have not been aggressively imple-
mented. A primary reason for this lack of
follow-through is the absence of a defined,
consistent leadership structure at the
national, regional, and local levels of
either VA or DOD with clearly defined
roles and responsibilities for implement-
ing and institutionalizing recommended
actions. Indeed, previous studies and
reports have highlighted the lack of clear
and concise corporate guidance for imple-
menting collaboration initiatives. By most
accounts, organizational and cultural
barriers have consistently thwarted imple-
mentation. The operational levels within
VA and DOD have not been routinely
accountable to a clear set of directives,
goals, measures, or strategic plans with
regard to collaboration. Furthermore, there
have been no processes implemented to
foster communication and collaboration
at the local and regional levels.

The PTF recognizes that inconsistencies
exist not only at the VA and DOD depart-
mental levels, but also among the Military
Services within DOD, and that conflicting
guidance from congressional oversight

Chronology of VA/DOD Oversight
and Coordination Activity

Public Law 97-174, the Veterans Administration and Depart-
ment of Defense Health Resources Sharing and Emergency
Operations Act, mandated the establishment of a VA/DOD
Health-Care Resources Sharing Committee, to be chaired,
in alternate years, by VA's Under Secretary for Health and
the Assistant Secretary of Defense (Health Affairs).

From 1982-1996, there was little attention paid to sharing and
collaboration at the headquarters level of either Department.

In May 1996, the joint committee, mandated in section 8111
of title 38, U.S. Code, was revived. The committee, then
named the VA/DOD Executive Council, was chaired by the
VA Under Secretary for Health and the Assistant Secretary
of Defense (Health Affairs).

In January 2002, the two Departments administratively
established the VA/DOD Joint Executive Council, co-chaired
by the Deputy Secretary of Veterans Affairs and the Under
Secretary of Defense (Personnel and Readiness). The Joint
Executive Council was established to provide oversight of
the existing VA/DOD Executive Council (renamed the
Health Executive Council) and a separate joint entity,
named the Joint Benefits Council.

The fiscal year 2003 National Defense Authorization Act
(FY2003 NDAA) amended section 8111 of title 38, U.S.
Code, so as to change the leadership of the joint committee
specified in law from the level of VA's Under Secretary for
Health and the Assistant Secretary of Defense (Health
Affairs) to the level of the Deputy Secretary of Veterans
Affairs and the Under Secretary of Defense. The effective
date of this change is October 1, 2003.

The Administration’s fiscal year 2004 National Defense
Authorization legislative request would amend the FY2003
NDAA provision so as to allow the new joint committee
specified in law to address other issues in addition to
health care resources.

CHAPTER TWwO 15
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committees has at times exacerbated the problem. The resulting confusion and policy
barriers to optimizing collaboration between VA and DOD need to be resolved at the high-
est levels in the Departments. This resolution should include setting common purposes
and goals, developing a joint VA/DOD strategic planning process designed to develop a
shared vision, and forming a common set of objectives.

Coordination of the resource planning and budgeting
process is particularly relevant to support joint purchasing,
interoperative information management/information technology

the number or dollar value of (IM/1T) systems, and prospective sharing of new facilities (see

sharing agreements, but in

Chapters 3 and 4 for further discussion). A coordinated strategic
budget process for collaboration is essential to ensuring that

implementing arrangements collaboration is integrated into both Departments’ operating

16

that result in the most

delivery of quality care.

budgets and allocation methodologies. Interdepartmental
partnering arrangements could be highlighted in VA and DOD

cost-effective and timely budget submissions and should be a continual focus of the

interagency leadership committee. Budget allocation to medical
facilities, the final link, creates an environment for achieving
the objectives of increased coordination and sharing.
Ultimately, implementation of goals and policies requires active monitoring and
accountability. In fact, the Government Performance and Results Act of 1993 (Public Law
103-62) requires all federal departments to identify objective performance measures and
incorporate them into their annual budget submission. Although both Departments have
a broad variety of performance metrics, none of them measure the depth and breadth of
VA/DOD collaboration and sharing, nor the impact of successful collaboration on various
health care indices, such as improved access or reduced overall cost of furnishing services.
Defining and measuring success for interdepartmental cooperation is a difficult task.
Success lies not in maximizing the number or dollar value of sharing agreements, but in
implementing arrangements that result in the most cost-effective and timely delivery
of quality care. The challenge is to adopt measures that establish incentives for efficient
and effective use of resources within VA and DOD to promote optimal expenditure of
public resources in the delivery of quality health care through enhanced collaboration.
Neither VA nor DOD consistently provides incentives for leadership to foster VA/DOD
collaborative efforts.
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For VA, the most powerful tool to drive change has been the performance contract
with the Directors of VA's 21 VISNs. Until recently, these contracts were not used to
encourage VA/DOD sharing and collaboration. As part of the performance review and
bonus justification beginning in fiscal year 2002, VHA senior executives were required
to demonstrate initiatives in areas related to the President’s Management Agenda, one
of which is VA/DOD collaboration and sharing. For fiscal year 2003, two new criteria
were included as performance measures for VISN Directors: 1) each is to submit one
new initiative being conducted in collaboration with DOD; and 2) system-wide, VISN
Directors should increase the dollar amount of VA/DOD collaboration initiatives.

In DOD, military and civilian personnel performance evaluations need not consider
collaborative activities as a criterion, nor is there such a requirement in the performance
contract for the Assistant Secretary of Defense (Health Affairs) with the Defense Resources
Board. Two performance measures relative to sharing and joint procurement in the Military
Health System Strategic Plan are, however, in the process of being refined.

When promotions and performance ratings are tied to performance on sharing and
collaboration, overall outcomes should improve. Mechanisms should be developed to
make all directors, commanders, practitioners, and managers in both Departments directly
accountable to their superiors for the success of their collaboration and sharing activities once
specific outcome expectations have been defined by the interagency leadership committee.

Conclusions and Recommendations

The Task Force is pleased with the renewed VA/DOD efforts in collaboration and sharing and
with the organizational structures created to facilitate such efforts. For example, a March 2003
announcement by VA, DOD, and the Department of Health and Human Services of the first set
of uniform standards for the electronic exchange of clinical health information is an important
milestone in collaboration and serves as a model for all federal departments and agencies.
The previously established VA/DOD Health Executive Council has been active, and with
the establishment of the VA/DOD Joint Executive Council, senior leadership of the Depart-
ments is clearly engaged. It is the responsibility of the leadership of the two Departments,
starting with the Secretaries, to demand and ensure the success of VA/DOD collaboration.
The President established this Task Force to reinforce the importance of ongoing
collaboration, in recognition of the sporadic level of effort demonstrated in the past.
Once the Task Force ceases to exist, it will be critical for the President to continue to

CHAPTER TwO
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stress to the Secretaries of Veterans Affairs and Defense the importance of collaboration
and sharing. It is also essential to note that the overall goal of collaboration is to improve
the timely delivery of high quality health care to the beneficiaries of the two Depart-
ments by working together in a cost-effective manner.

As described in the explanatory box on page 15, with the enactment of the fiscal
year 2003 National Defense Authorization Act, it is not clear if the interagency leadership
committee specified in law (named the VA-DOD Health Executive Committee) will have
the same mandate as the existing VA/DOD Joint Executive Council, nor is it clear that a
subordinate, health-specific entity chaired by the Assistant Secretary of Defense (Health
Affairs) and VA's Under Secretary for Health will continue to exist.

Recommendation 2.1

Congress should amend the fiscal year 2003 National Defense
Authorization Act to create a broader charter beyond health
care for the interagency leadership committee. Additionally,
consideration should be given to using civilian experts as
consultants to the committee to bring in new perspectives
regarding collaboration and sharing.

VA and DOD leadership need to clearly and jointly articulate what is expected as the

end state of sharing and collaboration. The goal is not collaboration for mere collaboration’s
sake, but rather, through such activity, to improve timely access to quality health care and
reduce the overall cost of furnishing services. There should be no ambiguity in the descrip-
tion of clear and measurable goals for improved cooperation. Once those in top leadership
positions have communicated their directives, the Departments should follow by issuing
plans in a timely manner, including performance expectations, measurements, and time
lines with clear accountability. These plans should be communicated in a consistent man-
ner to all levels of the two Departments and should be regularly reviewed for outcomes.
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Recommendation 2.2

The Departments should consistently utilize a joint strategic
planning and budgeting process for collaboration and sharing

to institutionalize the development of joint objectives, strategies,
and best practices, along with accountability for outcomes.

Recommendation 2.3

The Departments should jointly develop metrics (with indicated
accountability) that measure health care outcomes related to
access, quality, and cost as well as progress toward objectives
for collaboration, sharing and desired outcomes. In the annual
report prescribed in Recommendation 1.1, the interagency
leadership committee should include these results and discuss
the coming year’s goals.

Leaders at all levels in the Departments should be held responsible and accountable for
meeting desired outcomes of collaboration initiatives. Successful efforts should be publicly
recognized and top performers rewarded. Those who fail to meet their goals should be
required to submit written plans for improvement.

The successful implementation of many of the recommendations made in subsequent
chapters of this report rests on the ability of the two Departments to work together toward
a common goal. The interagency leadership committee will play a central role in imple-
menting many of the more specific recommendations made in this report.

CHAPTER
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Providing a Seamless Transition to Veteran Status

Between 1998 and 2002, over 784,600 individuals who are eligible for VA benefits left active
duty service. In this same time frame, over 59,000 Reserve and National Guard members
also separated who are eligible for VA benefits. Providing these individuals timely access

to the full range of benefits earned by their service to their country is an obligation that
deserves the attention of both VA and DOD. To this end, increased collaboration between
the Departments for the transfer of personnel and health information is needed. Within VA,
broader sharing of the information received from DOD and individual veterans is required
so that veterans are not met at every turn with the question, “Who are you and what do you
want?” A “seamless transition” from military service to veteran status is especially critical

in the context of health care, where readily available, accurate, and current medical
information must be accessible to health care providers.

VA and DOD have different missions that at times create o
inconsistencies and roadblocks to a uniform approach to health A “seamless transition” from
care delivery. Both systems are large, offering care at a total military service to veteran
of more than 1,600 sites nationwide. There are over 300,000 . . . .
personnel in both systems treating nearly 12 million beneficia- status s especially critical in
ries. Each system faces the challenges of health care systems the context of health care, where
everywhere-—neV\f przilctlces, technlques,-and toc->ls, changing readily available, accurate, and
demographics, aging infrastructure, and increasing costs.

At the same time, access to health care is a growing concern current medical information

for many Americans and the availability of health services must be accessible to health
provided through VA and DOD to beneficiaries is an increas-

ingly important resource. For some veterans, VA may be care providers.

their only health care provider.
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Although veterans must be responsible for managing certain aspects of their health
care, the two Departments should do everything possible to ensure a smooth transition
from DOD to VA through collaboration at all levels. If a truly collaborative, veteran-centered
health care model were adopted, the results would include not only improved patient
satisfaction and health outcomes across the entire continuum of care, but also streamlined
and efficient health care delivery, systems, and infrastructure.

To provide for a seamless transition, the two Departments should use standardized
information nationwide. An institutional environment should be created in which informa-
tion flows easily across all components of care, across geographic sites, and across discrete
patient-care incidents while protecting privacy and confidentiality. In the words of the
Transition Commission, “the lines limiting organizational jurisdiction and authority
should be invisible to the service member or veteran crossing them.”

Barriers to a Seamless Transition

While in the military, service members and their families are enrolled in the DOD

TRICARE program, in which individuals can receive care at DOD facilities or approved
private providers, which include VA facilities. But once an individual makes the transition
from military service to veteran status, he or she must apply separately for each VA benefit,
such as disability compensation, health care, and education. If eligible for VA health benefits,
a veteran has to learn the rules and limits of an entirely different health care system.

Separating service members with service-connected injuries or illnesses are most
likely to seek care from and move directly into the VA health care system, using the full
range of available transition assistance. However, most individuals completing their service
do not have immediate health care needs and may not participate in all available separation
processes when leaving the military, such as completion of a separation physical examination.
Those who later seek VA health care may find the process for gaining entry into the system
difficult, frustrating to navigate, and time-consuming—even though it is the continuation
of the service member lifecycle begun while in military service (see Figure 3.1).

The VA/DOD processes for sharing information about eligible service members do not
facilitate quick and accurate enrollment into VA programs. Veterans choosing to use the VA
health care system must initiate the relationship with VA through an application process
and, in some cases, a medical examination to establish priority classification. Therefore,
from the perspective of veterans—including military retirees—the transition from military
service to veteran status is far from seamless.
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Figure 3.1 Service Member/Veteran Lifecycle
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Both VA and DOD face significant issues in dealing with veterans who demonstrate
unexpected health conditions as a result of possible exposure to occupational hazards
during military service. For instance, DOD does not routinely collect and share with VA
comprehensive occupational exposure data on individual service members. This essential
information would assist VA in forecasting and preparing for changes in demand. More-
over, occupational exposure data are not collected in a formal or structured way across
the Services. Without this information, it is difficult for VA to correlate exposures to
occupational hazards incurred while in military service to subsequent medical problems.

Similarly problematic is the fact that VA does not provide information back to DOD
with respect to health care problems of former service members. Feedback from VA to
DOD could enable DOD to develop better preventive methods to minimize risks to troops
exposed to occupational hazards.

CHAPTER THREFE
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A process of seamless transition should include timely and straightforward access to infor-
mation needed to determine eligibility for benefits and meet the health care requirements of
veterans. Such a process should also include the ability of DOD to provide VA service personnel
data and for the two Departments to readily share electronic medical record (EMR) data.
Furthermore, when a veteran seeks access to VA health care because of a confirmed or sus-
pected service-related illness or injury related to possible exposure to occupational hazards
during military service, it is critical that VA and DOD share information about diseases or
ilinesses that could be associated with such exposures, or that could assist in epidemiological
research efforts.

The Need for a Standards-Based Electronic Medical Record

The VA and DOD electronic medical record systems were developed separately and cannot
readily share data. Since there is a limited process for electronic transfer of patient records
at the time of separation, treatment for those seeking VA care is not easily coordinated
between DOD and VA. Also, in the event of war or national emergency, VA is the back-up
health care delivery system for DOD. If a large number of casualties were incurred, the
ability to know the health status of military personnel would become a matter of national
security; however, there are no interoperable data systems or processes to enable sharing
of this information electronically between the two Departments.
The development and use of interoperable, bi-directional
EMRs would facilitate collaboration in the delivery of health
The development and use of care services, enhance effectiveness of care, and reduce medi-
cal errors and attendant costs. With such systems in place, VA
and DOD health care providers would have access to complete
EMRs would facilitate information about a veteran’s health status whenever and
collaboration in the delivery wherever required. Both Departments’ EMR systems would
be able to readily and easily exchange appropriate health infor-

interoperable, bi-directional

of health care services, mation in mutually understood and usable formats. Health

enhance effectiveness of care managers and analysts would have access to the detailed
. clinical and resource information necessary to plan and
care, and reduce medical manage health care services for VA and DOD beneficiaries.
errors and attendant costs. Interoperable EMRs also would improve timeliness of
benefits determination, continuity and quality of care, as
well as provide added convenience for VA and DOD beneficia-

ries. For providers, interoperable EMRs would reduce delays in access to patient information,
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increase efficiency, and reduce paperwork and costs. In addition, an EMR system is the most
effective tool to implement clinical practice guidelines (CPGs), evidence-based statements
that help patients and health care providers make appropriate decisions about care. Their
use has evolved in response to studies demonstrating significant variations in risk-adjusted
practice patterns and costs. Experts see clinical practice guidelines as a potential solution
to inefficient and inappropriate variation in care.

Standards-based, interoperable EMRs also would facilitate
data use for longitudinal epidemiological studies, the results The Departments have only
of which could benefit all veterans. The interoperability of
health information systems would also allow VA-generated Just begun to implement the
data to be incorporated into the DOD medical records of necessary policies, practices,
dual-eligible individuals and vice versa.

While both Departments are independently developing and data standards to
information system capabilities to capture full medical govern appropriate
histories, they- have onIy.Just begun to implement the sharing of information.
necessary policies, practices, and data standards to

govern appropriate sharing of information.

Recommendation 3.1
VA and DOD should develop and deploy by fiscal year 2005

electronic medical records that are interoperable, bi-directional,
and standards-based.

The EMR systems should: 1) incorporate VA and DOD CPGs into patient care; 2) incorporate
comprehensive inspection of drug-drug and drug-allergy interactions across all DOD and VA
sources of health care; 3) cover the full lifecycle of a service member/veteran to support
continuity and high-quality care, as well as epidemiological studies; 4) be compliant with
security and privacy regulations; and 5) be based on existing health data standards, or where
these are lacking, based on a mutually-adopted VA/DOD enterprise reference terminology
for the areas of highest priority (see Appendix D for more in-depth discussion).

Privacy and VA/DOD Sharing of Medical Information

The provisions of the Health Insurance Portability and Accountability Act of 1996 (Public
Law 104-191) (HIPAA) must be considered while pursuing the goal of VA/DOD sharing of
health information. In general, HIPAA Privacy Rules (National Standards to Protect the

Privacy of Personal Health Information) prohibit the nonconsensual disclosure to certain
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third parties of personally identifiable health information. An exception! specifically
provides VA and DOD the basis for the one-way sharing of health data, at the time of
separation only, provided by DOD to VA through the Federal Health Information Exchange
(FHIE) program. However, HIPAA Privacy Rules do not enable DOD to share post-retirement
data or VA to share data with DOD (see Figure 3.2). This exception also allows data from
DOD to be used throughout VA to determine eligibility for VA benefits.

The Department of Health and Human Services (HHS) “Section-by-Section Description
of Final Modifications and Response to Comment” on HIPAA Privacy Rules, published in
the Federal Register on August 14, 2002, permits the Departments to share information on
individuals being treated in both systems. Section 164.506(a) “provides regulatory permission
for covered entities to use or disclose protected health information for treatment, payment,
and health care operations.” However, “such disclosures would be permitted only to the
extent that each entity has, or had, a relationship with the individual who is the subject
of the information being disclosed. Where the relationship between the individual and the
covered entity has ended, a disclosure of protected health information about the individual
would be allowed only if related to the past relationship.” This provision does not allow
DOD to routinely send post-retirement information on all individuals who continue to
receive care from DOD, but only for those whom DOD is certain are also being treated
within the VA health care system. This is consistent with the general requirements of
HIPAA, which permit the sharing of health information between providers who are
treating the same individual.

Currently, DOD uses the FHIE to send to VA laboratory and radiology results; outpatient
pharmacy information from military facilities; discharge summaries; admission, discharge,
and transfer information; and demographic information at the time of separation. In the
current fiscal year (2003), the FHIE will also convey allergy information and consult reports,
subject to the same limitations applied to previous data transfers. This system does not

provide an enterprise-wide
Figure 3.2 HIPAA acts as a barrier to easy sharing

mechanism for VA data to
of health data between DOD and VA I

be shared with DOD.
The Departments are

3 3 ) :
— } { — working together to provide
D O§| EMR VAEILMR fully mteroperablie health
HIP data systems by fiscal year

2005. They are collaborating

! The exception is at 45 CFR 164.512(k)(2)(ii).
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to ensure compatibility of DOD’s clinical data repository and VA's health data repository
to fully support health care-related information exchange requirements and to ensure
availability of the appropriate information for epidemiological studies.

In fiscal year 2002, VA requested and was denied by HHS a special exemption from
the Privacy Rule for VA/DOD collaboration for ongoing health care. Thus, if departmental
sharing is to occur for the benefit of veterans individually and collectively, further action
must be taken.

Recommendation 3.2

The Administration should direct HHS to declare the two
Departments to be a single health care system for purposes
of implementing HIPAA regulations.

If the Departments are not declared to be a single health care system for the purpose

of implementing HIPAA regulations, a much more cumbersome process will be needed
to enable them to share health information within the confines of HIPAA Privacy Rules.
DOD would need to continue the current system of triggered disclosure at the time of
separation. In addition, the Departments would need to establish a mechanism whereby
each Department would electronically share information about current patients who
could potentially be treated in the other system. It would be difficult to keep such a
system up-to-date. The new VA-DOD interagency leadership committee would need to
take a proactive role in establishing policies and practices addressing HIPAA compliance
in order to facilitate interdepartmental collaboration.

Single Separation Physicals and “One-Stop Shopping” to Determine
Veteran Benefit Status
Upon discharge or retirement, service members should have an easy and timely transition
to veteran status. When an individual is separated from military service, he or she is issued
a DD214, which includes dates of service, type of discharge, foreign service, medals received,
and other personnel data, and his or her personnel file and health records are forwarded for
storage. To access health care services in the VA system, a veteran needs the DD214 as well
as a determination of health status. VA has identified untimely access to the service member’s
DD214 as a major factor delaying determination of benefits.

In 1998, to facilitate transition to veteran status, VA and DOD developed a national policy
under which separating or retiring service members expecting to file a claim for VA disability
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compensation would undergo a single physical examination prior to discharge. The purpose
of this initiative was to eliminate lengthy delays in claims decisions and health care eligibility
determinations. VA guidance implementing this initiative, the Pre-discharge Physical Exami-
nation Program, established a target of adjudicating approximately 64,000 claims per year
under the program.?

In 1999, a review found that DOD’s implementation of this single exam varied in levels
of interest, support, and oversight, with local interests prevailing instead of the concept of
long-term cost avoidance for the government as a whole.?

In fiscal year 2001, over 250,000 service members separated from military service. VA
estimated that 80,000 of these individuals would file claims with VA; however, only 23,500
claims (less than one-third of the target) were adjudicated with a single physical exam. As
a result, many individuals had to have two physical exams with delayed disability ratings.
The separation physical as currently performed by DOD is very different from that performed
by VA, the purpose of which is to help determine the need for a compensation and pension
(C&P) examination.

To accelerate determinations of benefits and increase access to care for those veterans
determined to be eligible, all service members should receive a mandatory physical prior to
separation as a prerequisite of completing the separation process and issuance of the electronic
DD214. There is no uniform requirement for a separation or retirement physical among the
Military Services. The Departments should determine how best to meet this goal and where
time and cost-saving measures could be implemented. For example, in those cases in which
a separating service member chooses to initiate a claim for veterans’ benefits, the C&P exam
could serve as the separation physical exam.

Recommendation 3.3

The Departments should implement by fiscal year 2005
a mandatory single separation physical as a prerequisite
of promptly completing the military separation process.
Upon separation, DOD should transmit an electronic
DD214 to VA.

The purpose of this recommendation is to establish a health baseline for all service
members separating from the military service, facilitate the claims process for those
choosing to submit a claim, eliminate duplicate physical exams at the time of separation,

2 Veterans Benefits Administration Circular 20-98-2, “Veterans Benefits Administration Pre-Discharge Claims
Development, Examinations, and Rating Decisions,” May 19, 1998.
3 Birch and Davis Associates, A Review of the Pre-discharge Physical Examination Program, November 1999.
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and provide VA with an electronic DD214. Any findings in the separation physical that
warrant further investigation with respect to compensation would be promptly assessed
through appropriate components of the C&P exam.
The concept of “one-stop shopping,” in which a separating service
member receives a separation physical, claimant counseling, and The concept of “one-stop
outreach to explain the full range of VA benefits in a consolidated shopping” currently exists
setting, currently exists in several delivery models. Examples include
the availability at DOD facilities of fully functioning VA satellite in several delivery models.
offices, functional Veterans Benefit Administration (VBA) presence,
and itinerant VA services. Those few military bases that have a fully
functioning VA satellite office provide one physical examination that meets the needs
of both Departments, as well as full outreach services, claimant counseling, rating, and
claims adjudication. These one-stop shopping models optimize customer service and

efficiencies, and can reduce expenditures.

Recommendation 3.4

VA and DOD should expand the one-stop shopping

process to facilitate a more effective seamless transition to
veteran status. This process should provide, at a minimum:
1) a standard discharge examination suitable to document
conditions that might indicate a compensable condition;
2) full outreach; 3) claimant counseling; and 4) when
appropriate, referral for a Compensation and Pension
examination and follow-up claims adjudication and rating.

For more remote installations, it may be necessary to send separating service members
to an existing or subsequently established one-stop shopping site for this process.

DOD might need to secure additional resources, or redirect existing resources,
to establish or expand and maintain one-stop shopping sites on military installations
and to provide the electronic DD214. VA also may need additional funding in order to
establish, expand, and maintain one-stop shopping sites, to accept and use the electronic
DD214, and, until a complete medical record is available electronically, to ensure that
any medical records used by VBA are also made available to the Veterans Health
Administration (VHA).
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Collecting and Sharing Comprehensive Service Member Data to
Determine Effects of Service on Veteran Health
Both VA and DOD face significant issues in dealing with veterans who develop health
conditions as a possible result of exposure to occupational hazards during military serv-
ice. For example, it has been very difficult to respond to concerns about relatively
recent exposures, such as Agent Orange in the Vietnam conflict and occupational
hazards in the Persian Gulf War in 1991. In these instances, it was difficult to correlate
unexpected health conditions with exposures due to a lack of data on where individuals
served, environmental conditions, and personal exposures. The threat of increasing
availability of biological and chemical weapons makes it imperative that this type of
information be gathered in future conflicts.

Historically, DOD did not appear to view collection of
medical surveillance information as a defined requirement.
Although DOD has numerous instructions on various specific

availability of biological and occupational exposures, there has been no overarching policy

chemical weapons makes it

framework, and collection efforts within DOD have not been
coordinated under one program. The Services have not consis-

imperative that this type of tently attempted to collect information on individual assignments
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information be gathered during deployments, conduct pre- and post-deployment surveys,

or track occupational exposure during military service. Further-
in future conflicts. more, policies for maintenance of records of military operations
vary significantly across the Services.

More recently, in February 2003, the Defense Department reported plans to ensure that
“force health is closely monitored through a series of medical assessments before and after
deployment and that health concerns are closely documented and closely monitored.” In
addition, DOD has established separate deployment health centers for health surveillance,
health care, and health research. They will focus on the prevention, treatment, and under-
standing of deployment-related health concerns. Improvements in deployment-related
medical record keeping are also on the horizon.*

Despite this new emphasis, DOD has not established a requirement to share with VA
comprehensive service member data on assignment history, individual location during
deployments, occupational exposure, and injuries. This information could help VA better
forecast and prepare for changes in demand, plan for delivery needs, and conduct epidemi-
ological studies. It also could help VA establish service connection for benefits determination,

4 Armed Forces Press Service, “Pentagon Has New Strategy for Monitoring Deployment Health Care,” February 11, 2003.
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promote ongoing care for individuals, and correlate exposure to occupational hazards incurred
while in military service to subsequent medical problems. Provider access to this information
could enhance understanding of the experiences that might be affecting a veteran’s health.
For the veteran, better analysis of occupational exposures could provide answers that would
reduce or eliminate the need for lengthy individual case examination, delayed proactive
treatment and benefits, and additional distress and health care needs (see Figure 3.3).

Providing VA occupational exposure data, however, must be weighed against the potential
security concerns of releasing these data, as in matters involving individual location for cer-
tain types of individuals, such as Special Forces, or assignment detail for sensitive areas.

The Departments will need

Figure 3.3 Complete occupational exposure data to collaborate to determine

is not captured and shared which data will be released and
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legitimate sharing of data.

There is also a potentially large pool of occupational exposure data—analogous to the
exposure data collected on radiation workers—that are related to routine work assignments,
such as fuel handlers or painters, for which there is little national security risk. The routine
exposures of our fighting forces at work in garrison, in port, or in routine operations should
be monitored, recorded, and managed in a coherent, comprehensive policy framework that
includes, as an integral feature, VA/DOD collaboration and information sharing.

A retrospective analysis of military service experiences and subsequent health problems
provided by VA to DOD, combined with DOD’s own epidemiological studies and analysis,
could enhance DOD’s ability to improve military health readiness and prevent or amelio-
rate future adverse health events resulting from exposures. The epidemiological studies
and analysis conducted by VA, or VA and DOD jointly, should be used to provide appropriate
feedback to DOD to consider issues related to weapons design, training, and operational
practices and policies to augment DOD'’s own studies and analyses.
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In 1998, a Presidential Directive established the Military and Veterans Health
Coordinating Board. The Secretaries of Defense, Veterans Affairs, and Health and
Human Services served as co-chairs of the Board. The Board’s charter stated:

The primary mission of the Board is to ensure coordination among
the Departments of Veterans Affairs, Defense, and Health and
Human Services on a broad range of military and veterans’ health
matters to achieve the Nation’s commitment to maintain, protect
and preserve the health of the men and women who serve in the
U.S. Armed Forces. The Board addresses health matters that relate
to military service with a primary focus on the health of military
members, veterans, deployed civilians, and their families during
and after future combat and other operations.

However, the co-chairs dissolved the Board in 2002. Following its suspension, the
interagency leadership committee established a Work Group on Deployment Health.
This work group has met only sporadically and lacks sufficient staff to address inter-
agency coordination on deployment health issues. Because of the importance of
leadership attention and commitment to this issue, the interagency leadership com-
mittee should formally facilitate the Departments’ coordination and collaboration
to address the impact of occupational exposures, including deployment health issues.

Recently developed management tools could help in future determinations of
deployment histories and possible occupational exposures:

In response to concerns about the health effects of service in the Gulf War, Congress
mandated a DOD medical surveillance program. The Personnel Tempo (PERSTEMPO)
tracking system was designed to strengthen management of individual service mem-
bers’ periods away from their home station. It also has the potential to provide more
detailed data on individual service member locations.

When fully implemented in 2006, the Defense Integrated Military Human Resources
System (DIMHRS), a consolidated personnel and pay system, will be a significant step
forward in providing a single record of service and service-related activities. This will
assist separating military personnel by providing the documentation necessary to
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receive timely access to benefits. However, many elements related to tracking an
individual’s specific location, activities, and exposures will remain undocumented.

The Defense Occupational and Environmental Health Readiness System (DOEHRS)
is designed to support the Hearing Conservation, Industrial Hygiene, and Occupational
Medicine programs within the Military Health System.

These initiatives should enhance DOD’s ability to collect relevant information on
service members and their potential exposure to occupational hazards during service,
but DOD must adopt specific policies on sharing such information with VA to support
the continuity of health care of veterans.
The Departments are collaborating on the Millennium Cohort
Study, which will assess the health of 100,000 to 140,000 service To provide a “life-long”
members throughout their military careers and after they leave medical record, data must
service. This project is designed to evaluate the impact of military
deployments on various measures of health over time, including be captured routinely,
medically unexplained symptoms and chronic diseases. The study beginning with an
includes Active, Reserve, and National Guard personnel who
have deployed, as well as those who have not deployed. individual’s accession
To provide a “life-long” medical record, data must be captured into military service and
routinely, beginning with an individual’s accession into military
service and continuing throughout his or her career (see Figure 3.4). continuing throughout
If DOD’s Composite Health Care System (CHCS I1) were available his or her career.
at the time of entrance into the military, baseline health data
could be routinely captured. Pilot testing began in 2002 of the Recruit
Assessment Program (RAP). This DOD program facilitates the routine collection of baseline
demographic, medical, psychosocial, occupational, and health risk factor data from all U.S.
military personnel at entry into the armed forces. Either through the RAP program, if its
feasibility is demonstrated, or through some other initiative, establishing an acc