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CHOICE CONSOLIDATION: EVALUATING ELI-
GIBILITY REQUIREMENTS FOR CARE IN
THE COMMUNITY

Tuesday, February 2, 2016

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
SUBCOMMITTEE ON HEALTH,
Washington, D.C.

The Subcommittee met, pursuant to notice, at 10:00 a.m., in
Room 334, Cannon House Office Building, Hon. Dan Benishek
[Chairman of the Subcommittee] presiding.

Present: Representatives Benishek, Bilirakis, Huelskamp,
Coffman, Wenstrup, Abraham, Brownley, Takano, Ruiz, Kuster,
and O’Rourke.

OPENING STATEMENT OF DAN BENISHEK, CHAIRMAN

g/h". BENISHEK. Good morning. The Subcommittee will come to
order.

Thank you all for joining us for today’s Subcommittee hearing,
Choice Consolidation: Evaluating Eligibility Requirements for Care
in the Community.

Today’s hearing is our first of the new year, our first during the
second session of the 114th Congress, and most importantly our
first in a series of hearings that we will be holding on different as-
pects of the Department of Veterans Affairs’ plan to consolidate
care in the community under the Choice Program.

The VA currently uses seven mechanisms to provide care to vet-
eran patients in the community. Each of these seven mechanisms
works differently using seven different eligibility criteria, seven dif-
ferent reimbursement rates, seven different administrative proc-
esses, and seven different sets of business rules.

Recognizing that using multiple means to achieve the same end
was confusing and inefficient, Congress required the VA to develop
a plan to consolidate all seven community care programs under a
single umbrella, a new, improved Choice Program.

The VA provided the bare bones of that plan last year and over
the next several weeks, we will examine it in depth beginning with
today’s conversation on eligibility. Determining who will be eligible
for what and when under the new Choice Program is perhaps the
most important of all the discussions we will be holding over the
next few months.

Eligibility for care in the community now is determined largely
by how long veteran patients have to wait for an appointment, how
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far they have to drive to get to the nearest VA medical facility, and
when they get there, whether the VA can provide the service that
they need.

While these existing criterions are not perfect, VA’s proposed
plan does not change them significantly. The VA’s plan does in-
clude several significant changes to eligibility criteria for emergent
care, however, by authorizing veterans to seek care in urgent care
centers and requiring cost sharing for emergency care services in
non-VA centers in order to incentivize appropriate behavior.

I am cautiously supportive of the eligibility criteria that the VA
has laid out in the consolidation plan, though I remain concerned
about many of the lack of details that the plan includes.

Moving from seven disparate methods for referring veterans to
community providers to one streamlined common-sense program is
certainly necessarily, but changing the status quo is never easy.
And as the saying goes, the devil is in the details, precious few of
which the VA has provided so far.

That is why I am glad to be joined this morning by Dr. Baligh
Yehia, the new Assistant Deputy Under Secretary for Health for
Community Care, who is leading the VA’s consolidation efforts. I
am hopeful that Dr. Yehia will be able to provide us some of the
concrete details about how the VA will determine eligibility under
the new Choice Program that the plan did not include. And I am
looking forward to that discussion.

I am also glad to be joined this morning by representatives from
many of our veteran service organizations. As veteran advocates
and veterans themselves, I look forward to hearing their unvar-
nished opinion about the proposed consolidation plan and whether
they believe it will help us accomplish our most important goal
which is increased access to high-quality care for veterans we are
all here to serve.

I thank you all for being here this morning and now yield to the
Ranking Member, Ms. Brownley, for any opening statement she
may have.

OPENING STATEMENT OF JULIA BROWNLEY, RANKING
MEMBER

Ms. BROWNLEY. Thank you, Mr. Chairman, and thank you for
calling this hearing today.

After more than a decade of war, veterans deserve to have ready
access to the best health care available to them. Time and again,
that is shown to be care provided by the VA. I am pleased the VA
is here today to talk about their new Veterans Choice plan that
will consolidate the seven disparate care authorities that exist cur-
rently in law. This plan submitted to Congress in 2015 would bring
under one umbrella a program that is easy to understand and more
importantly to implement. The program is intended to bring high-
quality, safe health care to veterans wherever they choose to live.

When Congress passed and the President signed the Veterans
Access Care and Accountability Act in 2014, this was a promise to
all veterans from all eras that they would get the care they earned
on the battlefield in defense of our Nation.

The Choice Program was rolled out in a rushed timetable under
conditions dictated by Congress. I believe the department imple-
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mented the program to the best of their ability under trying cir-
cumstances.

Today, Mr. Chairman, I am interested in hearing from the VA
what the estimate of this new care in the community will cost and
how long it will take to implement, also what this consolidation ul-
timately means for veterans and their access to quality health care.
After all, making it easier for veterans to access care is the goal
that we all have in this room of this plan.

One aspect of health care often overlooked is helping those navi-
gate the system with physical disabilities that force them to bring
a caregiver with them. I have introduced legislation that would au-
thorize payment of beneficiary travel expenses in connection with
the care of a veteran with vision impairment, a spinal cord injury
or disorder, or double or multiple amputations whose travel is in
connection with care provided through the VA.

It is important that all veterans have access to quality health
care whether at the VA or in the community, but the care needs
to be at the standards we have come to expect from the VA.

I look forward to hearing from all of the witnesses today. I thank
you for being here and moving forward in the coming days to bring
the very best quality care to all of our veterans.

And I yield back, Mr. Chairman.

Mr. BENISHEK. Thank you.

Joining us on our first panel this morning is Adrian Atizado, the
Deputy National Legislative Director for the Disabled American
Veterans; Carl Blake, the Associate Executive Director of Paralyzed
Veterans of America; and Duane Williams, Georgia Leadership,
Fellow for the Iraq and Afghanistan Veterans of America. Thank
you all for being here today, gentlemen.

Mr. Atizado, we will begin with you. Please proceed with your
testimony.

STATEMENT OF ADRIAN ATIZADO

Mr. ATizapo. Mr. Chairman, Members of the Subcommittee, on
behalf of the 1.3 million wartime ill and injured veterans of the
DAYV, I want to thank you for allowing us to testify today.

You had asked to examine VA’s plan to consolidate certain au-
thorities that it uses to purchase care in the community into the
proposed new Veterans Choice Program. You also asked us to as-
sess whether the proposed eligibility criteria to access the new VCP
are sufficient to increase access to care among veteran patients.

The way we see it, Mr. Chairman, we believe VA’s entire plan
will increase access to care, no doubt. Whether it is sufficient,
though, will remain to be seen.

So, for example, the plan proposes to continue the existing geo-
graphic and temporal eligibility criteria of the current Veterans
Choice Program as well as the availability of services criteria cur-
rently utilized in other authorities such as dialysis and PC3 con-
tracts as well as the now defunct fee-basis care.

All these criteria have their own limitations and vulnerabilities
from veteran patients’ perspective in allowing them to access care
in the community. Now, on a system level, these criteria would con-
tinue to administratively separate the new VCP from the VA
health care system which we believe does not foster full integration
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and limits the performance of these networks to the detriment of
veteran patients.

Under the separated construct, Mr. Chairman, we recommend se-
rious consideration that eligibility to use the new VCP should mir-
ror the current eligibility for VA health care giving the highest pri-
ority to service-connected veterans.

However, DAV also believes clinical decisions about when and
where and with who to receive care is one that should be between
a veteran and his or her doctor without bureaucrats or regulations
getting in that way.

Under this construct, all of VA’s authorities are consolidated and
its medical benefits package reflects what is generally available
and acceptable in the private sector. The seamless integration of
community care into the VA health care system would be able to
provide a full continuum of care.

From a veteran patient’s perspective, the future VA health care
system with the integrated VCP should be responsive to the deci-
sions between veterans and their providers. Veterans should be
able to choose among the options within VA in the new Veterans
Choice Program network and schedule appointments that are most
convenient for them.

For emergency and urgent care coverage, we applaud VA for in-
cluding them in its plan. In fact, DAV had specifically urged the
inclusion of urgent care into VA’s medical benefits package and to
better integrate emergency care with the overall health care deliv-
ery system.

However, there is nothing more glaring that will deter appro-
priate access to emergency and urgent care in the community as
the plan’s imposition of co-payment to all veterans with little relief.
VA clearly knows the value of ERs and urgent care clinics and
their appropriateness as clinical settings because it owns and oper-
ates them in VA facilities across the country.

If certain veterans do not pay co-payments today when receiving
VA emergency and urgent care, we question why VA’s imposition
of co-payments to all veterans who receive similar care in the com-
munity. Simply put, if the future VA health care system with the
integrated new Veterans Choice Program are unresponsive to the
medical needs of veteran patients, why should veterans be penal-
ized with a co-payment for a health care delivery system’s short-
comings?

At the very least, service-connected veterans should not face
greater restriction in the future VA health care system when ac-
cessing care in the community.

Finally, Mr. Chairman, we understand the scope of the consoli-
dated plan is limited. However, we do caution Congress and the
Administration on this fragmented approach to providing veterans
timely access to care in the community.

If Congress intends to increase veterans’ access to high-quality
care across a continuum of care including care in the community,
not addressing gaps and inconsistencies in VA’s plan, in VA’s med-
ical benefits package as it sits against all available services in the
community, we believe that VA will assuredly continue certain
fragmentations of care that veterans experience today into the fu-
ture.
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Veterans could be left unassisted across different providers and
care settings fostering frustrating and unsafe patient experiences
leading to medical errors, waste, and duplication that foster poor
overall quality of care.

You have our commitment, Mr. Chairman, that DAV stands
ready to work both with you, the Congress, and VA to ensure vet-
erans have ready access to high-quality care both in VA and in the
community.

Mr. Chairman, thank you for your time and attention and for the
opportunity to present this testimony. I would be pleased to answer
any questions you or Members on the Subcommittee may have.
Thank you.

[THE PREPARED STATEMENT OF ADRIAN M. ATIZADO APPEARS IN
THE APPENDIX]

Mr. BENISHEK. Thank you, Mr. Atizado.
Mr. Blake, you can go ahead.

STATEMENT OF CARL BLAKE

Mr. BLAKE. Thank you, Mr. Chairman.

Chairman Benishek, Ranking Member Brownley, Members of the
Subcommittee, on behalf of Paralyzed Veterans of America, I would
like to thank you for the opportunity to testify today.

Let me say up front that we believe that the VA’s community
care consolidation plan lays out a positive path towards the deliv-
ery of timely quality care and improving access for veterans. How-
ever, we do believe that there are questions that remain as it re-
lates to the veterans that we serve, veterans with catastrophic dis-
abilities like spinal cord injury and disease.

As eligibility dictates access to health care, so, too, does the ca-
pacity of the systems to provide that care. Over the years, the VA
health care system has relied upon a number of methods and
standards to measure access and timeliness of health care delivery.

We have seen the VA standard evolve from the 14-day wait time
to the 30-day wait time. We have seen Congress and the Adminis-
tration seemingly accept an arbitrary 40-mile, geographic-based ac-
cess standard. The fact is, there is no evidence to suggest that arbi-
trary wait time standards are an indicator of quality.

Rather, they are bureaucratic tools to self-assess output perform-
ance. They are not a measure of quality care. To suggest otherwise
is unfounded. Similarly, geographic-based access standards are not
derived from industry best practices for the provision of health
care.

The independent assessment on access standards conducted by
the Institute of Medicine determined that industry benchmarks for
health care access vary widely throughout the private sector. IOM
was unable to find national standards for access and wait times
sirgilar to the Veterans Choice Program 40-mile and 30-day stand-
ards.

PVA, along with our partners in the Independent Budget, DAV
and VFW, strongly agree with the IOM’s recommendation that de-
cisions involving designing and leading access assessment and re-
form should be informed by the participation of patients and their
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families and their providers. We believe that this concept will also
best serve the needs of our members and all veterans.

The irony of all this discussion about access standards is PVA
members often travel farther than any other population in the spe-
cialized population of veterans or even all veterans in general seek-
ing care from the VA. It is not unusual for PVA members to travel
more than several hundred miles to reach one of the 25 SCI centers
of care in the VA system. They do this because the VA SCI system
of care is far and away the best option that they have to meet their
specialized health care needs.

The access problems these veterans face are usually not wait
times or distance. They are the burden of cost. Ms. Brownley, I
would like to thank you for bringing attention to that issue in your
opening remarks.

As a result, veterans may wait to be seen until their condition
deteriorates requiring more costly and intensive care. This Sub-
committee is reviewing the question of eligibility without even con-
sidering this important fact.

Congress should expand travel benefits to include non-service-
connected, catastrophically-disabled veterans who are already
granted a higher priority in the system to ensure that they are able
to receive quality specialty care.

PVA believes that the 30-day and 40-mile eligibility standards
that determine access under the new VCP do not consider what is
best for veterans with catastrophic disabilities to include SCI and
D or any other veterans seeking care for that matter.

PVA along with our IAV partners also support the plan to ex-
pand emergency care and urgent care in the community. However,
we strongly oppose the proposal to charge $100 as a co-payment for
emergency care and $50 for urgent care. This proposal seemingly
makes no exception for veterans with service-connected disabilities
or who are currently exempted from co-payments. These veterans
should not be required to bear a cost share as it may disincentivize
that veteran or their caregiver from accessing emergency treatment
or urgent care defeating the whole purposes of expanding these two
opportunities.

As an alternative, VA should also consider establishing a na-
tional nurse advice line to help reduce over-reliance on emergency
room care. The Defense Health Agency has reported that the
TRICARE nurse advice line has helped triage the care for
TRICARE beneficiaries.

Those who are uncertain if they are experiencing a medical emer-
gency and would otherwise visit an emergency room call the nurse
advice line, and are given clinical recommendations for the type of
care they should receive, when and where they should receive it.

This advice line must also include, must include SCI trained pro-
viders who are able to identify potential complications specific to
an SCI or D veteran.

Mr. Chairman, I would like to thank you again for the oppor-
tunity to testify. Be happy to answer any questions that you may
have.

[THE PREPARED STATEMENT OF CARL BLAKE APPEARS IN THE AP-
PENDIX]
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Mr. BENISHEK. Thank you, Mr. Blake.
Mr. Williams, go ahead.

STATEMENT OF DUANE WILLIAMS

Mr. WiLLIAMS. Good morning, Mr. Chairman.

Mr. Chairman, Ranking Member Brownley, distinguished Mem-
bers of the Subcommittee, on behalf of Iraq and Afghanistan Vet-
erans of America and our 425,000 members and supporters, thank
you for an opportunity to share our views with you at today’s hear-
ing.

By way of introduction, I am a retired Army person having
served 26 years active duty, six years in the reserves. I serve as
the Chairman of the Veterans Affairs Advisory Board of DeKalb
County, Georgia, and I am responsible for Veterans’ Recognition
Advocacy and Research Program on behalf of 41,000 veterans in
that county.

I also serve as the Iraq and Afghanistan Veterans Leadership
Fellow focused on veteran leadership, development, policy advo-
cacy, and team building. These experiences help me to understand
the needs and challenges of veterans accessing quality care.

TAVA is proud to have previously testified in front of this Sub-
committee recommending the need for consolidation of care in the
community of veterans enrolled in VA health care. We applaud
Congress for requiring VA to put forth a plan for consolidation. We
recognize the senior VA leaders for acknowledging the need for con-
solidation and for providing inclusive veteran-centric and trans-
parent plans.

The 2015 Choice Improvement Act helped begin the process of re-
moving confusion for veterans. However, IAVA’s most recent mem-
ber survey indicated that five percent of the respondents that use
the Choice Program and their reviews were mixed. For the 95 per-
cent of JAVA members who have not used Choice, 43 percent didn’t
use it because of confusion on how to use it and half were totally
unfamiliar with the program.

In Atlanta, Georgia, the enrollment for health care at the Atlanta
VA Medical Center is growing faster than the capacity for primary
care. According to the 2013 vet pop data, the number of veterans
living in the 28-county metro Atlanta area was 294,000. By 2014,
the data reflects 361,000 veterans living in the same area. And
during the same period of time, the Atlanta VA hired 600 addi-
tional employees.

Related to this, on January 20th, the Atlanta VA stated that the
current completion for VA primary care appointments was 60 days.
But by January 26th, the director advised me that the wait was
reduced to 20.6 days. If these numbers hold true, the reduction in
wait time by nearly 40 days within six days is remarkable. We
hope other VA medical centers follow suit. We hope this Sub-
committee will continue to monitor, analyze, and ensure the accu-
racy of wait time data.

As Congress moves forward to simplify this process for veterans,
TAVA recommends that the Congress works with the VA. Use the
VA as a plan, as a framework for legislation to avoid the one-off
proposals that might be misinformed or put politics ahead of vet-
erans. After all, the Congress provided different plans that added
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to the confusion and inefficiencies leading to the need to consoli-
date care.

We believe Congress should be mindful of these lessons learned
from them and leverage the VA’s plan as a framework for consoli-
dation of care.

Our second concern is VA’s ability to effectively implement a
plan to consolidate care across VA to avoid the mistakes made dur-
ing the implementation of Choice. While the Choice Improvement
Act of 2015 extended provider eligibility to any provider meeting
VA criteria, the VA must use this opportunity to streamline and
standardize the medical documentation requirements.

Under the 2014 law, reimbursement rates for non-VA providers
is limited to no more than Medicare. Reducing the administrative
requirements can remove a barrier to more providers joining the
network.

VA intends for its health delivery model to be a patient-centered
medical home for veterans. Therefore, VA holds responsibility for
the direct coordination of services for each veteran. Care coordina-
tion is a core function of primary care. Significant numbers of VA
patient needs are complex.

The factors that increase the complexity for our veterans are a
number of them have multiple chronic health problems, social vul-
nerability, a large number of providers, and the patients lack the
ability to coordinate their own care. Significant numbers of VA pa-
tients have anxiety disorders, dementia, depression, and kidney
failure.

TAVA recommends VA continue to collaborate with all stake-
holders who share their vision to put the veterans first and focus
on value-based leadership to change the VA culture. Given the
shortcomings related to training front-line personnel in the imple-
mentation of Choice and customer service, VA should continue to
put forth efforts to train all employees in the consolidated care
model.

Finally, IAVA encourages the Congress, VA and VSOs, the indus-
try and other stakeholders to place increased importance on the
quality of care that veterans receive, especially providers who
haven’t served veterans since their residency training.

In closing, thanks to this Subcommittee for your leadership and
your commitment to veterans. Mr. Chairman, I stand ready to an-
swer any questions you may have.

[THE PREPARED STATEMENT OF DUANE WILLIAMS APPEARS IN THE
APPENDIX]

Mr. BENISHEK. Thank you. And thank you all for your state-
ments. I am going to yield myself five minutes for my questions.

You know, as a doctor who took care of veterans in my private
practice and with some VA coordination and also working at the
VA doing care, many of the things that you brought up today, I
have experienced in reality.

And the frustration of veterans that I hear from now, and the
work that my staff does to try to get veterans into care is so frus-
trating. And having a single system that really is based on clinical
need makes much more sense and I completely understand that.
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And the whole difficulty with the criterion, I think is an effort
to contain costs. One of my biggest gripes in my time here has been
the inability to figure out what it actually costs the VA to take care
of a patient. So, we don’t know if care in the community is more
expensive than care in the VA, frankly, although it seems to add
more to the total cost.

But let me just ask a couple of questions that have come up
based on your testimony and some of the written statements. The
Military Officers Association of America, for example, called on the
elimination of these access standards and the establishment of
clinically-based access standards instead.

Can you elaborate a little bit more on your thoughts relating to
that? I mean, the miles and the time versus what is clinically right,
does anybody want to comment on that?

Mr. Atizado, can you talk to me a little bit more about some of
the things you brought up in your statement?

Mr. ATizADO. Sure, Mr. Chairman. I think first and foremost,
what has to be said is where we come from which is from the pa-
tient’s perspective. This plan really comes from a systems perspec-
tive, from the providers’ perspective.

And what we are trying to say is, in order to simplify eligibility
and to ease access to care, whether it is in VA or in the community,
there should really just be one eligibility criteria. Once you are en-
rolled in VA, you should have the option to use VA or the commu-
nity, whichever is most convenient for the patient.

As it relates to the doctors’ recommendation, unfortunately, as
you had mentioned, these criteria are really cost-containment
measures. And we understand that. It is a feature of the health
care system today, and most likely, will remain a feature in the fu-
ture VA health care system.

But by and large, the approach in the plan really is to
disincentivize or make harder accessing care in the community. We
think it should be the other way around. The plan should
incentivize veterans to use VA, not disincentivize them from using
the community. The plan should simplify accessing care as patients
see it. It is very simple.

Mr. BENISHEK. Well, I agree with you.

Mr. ATizADO. And our proposal really does that. Once you are in,
you are in.

Mr. BENISHEK. Mr. Blake.

Mr. BLAKE. I think it is fair to say that part of the reason the
Institute of Medicine couldn’t find examples of 30 days and 40
miles is because that is not how the larger health care system in
America works. I think it is based on the idea that I meet with my
provider and we determine as a partnership, as it were, what is
best for me as a patient, when should I be seen, where would it
be most appropriate for me to be seen, what procedure would be
most appropriate.

And while I think on some level that exists in VA in some places,
the strictures that are in place right now, as Mr. Atizado men-
tioned, allow it to be maybe more rigidly managed is just not opti-
mal. That is why we have joined with our partners in the IAV to
say that the VA should move to a clinically-based access standard.
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I don’t know if Dr. Yehia would admit it, but, you know, we were
involved in a lot of the meetings, and I think they understand that.
But they have to figure out how to develop a workable plan within
the construct that they have available to them. I think 30 days and
40 miles allows you as the Congress to control based on how much
it is going to cost. And if you open up the possibilities with a clini-
cally-based access standard, it is a little more uncertain what the
cost might actually be.

Mr. BENISHEK. Well, my thoughts in talking to some of the VA
administrators that I have talked to said that the different rules
make their bureaucracy work so hard to try to get people to—one
or the other, one of these criteria than we have now 1s just slowing
the whole process down. And I think streamlining the eligibility
would help in that regard because that is the biggest complaint I
have had from the VA.

Mr. Williams, do you have any further comments on that?

Mr. WiLLiaMS. Mr. Chairman, the only thing I would do if I put
that in the context of the patient-centered medical home, the pri-
mary care physician has to be the person that decides what type
of care the patient needs and what frequency they need. And I
would think VA’s primary care provider would know that. That is
a frustration I dealt with myself.

That provider ought to be able to say that this patient needs to
be seen for specialty care at this point, and I need that information
back to me within a reasonable amount of time and get that done.
And they have to do that for the patient.

Mr. BENISHEK. Thank you very much. I am out of time.

Ms. Brownley.

Ms. BROWNLEY. Thank you, Mr. Chairman.

I think your statement regarding we really don’t know what the
cost of VA care is versus community care, we really don’t know the
answer to that. And that is a fundamental, I think, piece of data
that we really need to understand.

And I was just wondering for all three of the panelists here
based on your organizations and the research that you do to sup-
port our veterans, if you have any sense of an answer to that sort
of fundamental question in terms of health care delivery through
the VA versus community care.

Mr. BLAKE. I would only offer this much. I think there has been
a number of studies that have probed at the question about cost
differences and no definitive answer has ever been delivered.

I think from the perspective of having done some of the budget
work with the Independent Budget, I think the challenge is the VA
health care system is not the private health care system. And we
have to accept that up front first, so you can’t just assume—you
can’t make it an apples to apples comparison even down to cost be-
cause the nature of the system and how it provides its services is
not entirely reflective of the private health care system.

So I don’t know that we can ever get to a definitive answer and
maybe that is the challenge. Maybe we need to set that aside as
the question. Unfortunately, that is a key focus that Congress has
to be focused on because you decide how much resources the VA
is going to have to operate. And I don’t envy that position that you
set in.
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Ms. BROWNLEY. Yeah. I just think, you know, intuitively there
are some services that veterans receive. I am thinking about, you
know, getting your eyes checked and getting a pair of glasses or
audiology, services like that, which seems to me would be cheaper
if that was all handled, you know, within the community than for
veterans having to travel long distances and so forth and so on to
get to their VA.

So, I mean, I think it is a hard question to try to answer because
I think it probably breaks down into a lot of different pieces as it
relates to kind of specialty care beyond primary care. So it gets dif-
ficult.

Mr. Williams, you had mentioned some of the surveying results
that you have done with your organization, and I think you said
that 43 percent of your veterans aren’t utilizing the Choice Pro-
gram because of confusion.

Did you get any results in terms of veterans not using the pro-
gram because the providers weren’t there in the community and set
up with the VA to be able to provide that care at all or—

Mr. WiLLIAMS. I don’t think that was part of our surveys. I would
have to get back with the IAVA leadership on the availability of
providers in the community.

Ms. BROWNLEY. Because I think that, you know, I mean, we hear
a lot about the Choice Program and, you know, I think in some
sense about what we are talking about today and consolidating all
of these programs. I think we all agree that consolidating these
programs for community care is a good idea.

You know, this criteria for access is, you know, is up for debate.
But I think the consolidation pieces minimizing the confusion for
the veteran, I think we all agree that is absolutely the right way
to go.

I mean, some of the criticisms that I hear, I was just talking to
one of my colleagues from Florida earlier this morning and she was
bending my ear about how the Choice Program in her district is
just not working and she is hearing a lot of complaints from her
veterans about the program and access to the program.

So I don’t know where I am really going with this, but I do hear
a lot of feedback from people that are still—I know that there is
a lot of work to increase the amount of providers in the Choice Pro-
gram specifically, but I don’t think that we are—again, probably in
some areas, we have the right amount of providers and other areas,
certainly in my district finding the providers has still been a chal-
lenge.

So even if you wanted to utilize the program, even if you were
willing to do all of the research to figure it all out and you met the
criteria, in, you know, in some cases, the providers simply just
aren’t there yet. And perhaps part of that is because of the confu-
sion.

But, you know, I would be interested to hear from the two other
gentlemen about just, and I have like two seconds left now, but
maybe we can talk about it later, you know, what the feedback is
from your members in terms of the success or challenges within the
program.

So I will yield back.
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Mr. BENISHEK. Dr. Huelskamp, you are recognized for five min-
utes.

Mr. HUELSKAMP. Thank you, Mr. Chairman.

I would like to follow-up on the questions from Ms. Brownley
about the provider network and see how we can—I think Mr. Wil-
liams talked about reducing some of the administrative burdens.

I will say in the 1st district of Kansas which I represent, it is
probably the most rural and least served district by the VA. There
are no VA hospitals, but I have 70 community hospitals. Just got
the numbers last week. We have 1,309 providers. That doesn’t
mean they are all happy to get into that network. They are willing,
but the administrative burden is overwhelming.

Every one of these facilities has been certified by Medicare for
years. Now we have a separate certification process through the
VA.

Mr. Williams, you brought up in your testimony, are there things
that you can recommend that we can get the VA—could you reduce
the administrative burden so these providers are there? They are
ready and willing. They will take the Medicare reimbursement
which beats Medicaid. The Medicare, they will take that reim-
bursement, but the paperwork is much, much more intensive than
anything else in the network.

So some input from Mr. Williams. Mr. Blake or Mr. Atizado on
that?

Mr. WiLLIAMS. Sir, I would just have to say, and this is pulling
away from that, but I met with some of the leaders from the Geor-
gia Medical Association and that was one of their concerns when
it comes to the cost of physicians working in the network with the
administrative costs that it costs their physicians because they
were even concerned about reimbursement rates for Medicare and
Medicaid versus administrative requirements.

But they brought up that that was an issue with their participa-
tion in Choice, was the simple administrative overhead.

Mr. HUELSKAMP. Yeah. Mr. Blake or Mr. Atizado?

Mr. ATiZADO. Mr. Huelskamp, thank you for that question.

I guess I think the first thing we need to recognize is that the
Choice Program really is a pilot program. It is a temporary meas-
ure that was meant to address an access issue. The administrative
rules as it relates to the law that was passed adds to that confu-
sion.

I do understand from Ranking Member Brownley’s question that
whether or not the networks are, in fact, meeting the need is a
two-way street, you know. TRIWEST and Health Net have in my
estimation tried to do a tremendous job in creating a national net-
work in so many months and not having the appropriate descrip-
tion of demand from the VA health care system makes that job a
little bit harder.

I do believe that network is working much better now. They are
increasing appointments at an incremental rate. But the adminis-
trative burden for providers to join any kind of network is inherent,
right? If we want providers to be of a certain quality, they have to
meet certain standards. Whether that be Medicare, so be it.

Part of the provider agreement authority legislation that this
Subcommittee has been wrestling with is that. Who are the pro-
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viders we would want our veterans to seek care from? We can
make that as hard or as simple as possible, but that really is a fea-
ture that is within our control.

Mr. HUELSKAMP. I think you raise a great point and especially
your first one about this being seen as an almost temporary pro-
gram as to deal with a problem. I will say in rural areas, this is
an ongoing problem and it didn’t just start two years ago. We drive
hundreds and hundreds and hundreds of miles and you are driving
by ten hospitals to get to the VA hospital. Then you wait in line.
And that is not good enough.

And I think we have heard from the VA as well. They see this
as temporary, a pilot program, an approach that maybe two years
from now, it might go away. I will note to the Committee, don’t for-
get the House bill didn’t have some of these arbitrary standards.
And we had some cost concerns and I understand that.

But what is magic about 30 miles? What is magic about 30 days
or 40 miles? There is not, other than you have to drive that. And
so I appreciate the input on that particularly.

Are veterans still just presuming, and maybe Mr. Williams par-
ticularly with your survey, are they presuming this is just a pilot
program that will go away and there will be another variation of
this in the future, and does that limit their participation or any of
the three?

Mr. BLAKE. Well, I wouldn’t say they presume it. I mean, every-
body, I think, understands that this program will sunset either on
a date certain or when the money runs out. You know, your district
is one of those ones that has always sort of befuddled me.

It was sort of tailor made for the old fee-basis standards which
had written in regulations geographic inaccessibility. And for the
life of me, I never understood what it would take to define it. That
is what was attempted with the Choice Program with 40 miles in
particular.

Adrian mentioned an interesting point about the networks that
TRIWEST and Health Net are trying to build. The challenge is
building a demand-appropriate network. Within the construct of
the framework that we propose with DAV and VFW is the idea
that through the integrated network, which is the right way to de-
liver care by and large, it needs to be distilled down to the most
local level.

Mr. O’Rourke looked at this idea in El Paso. They went out and
figured out exactly what the community was capable of, particu-
larly in the area of mental health, to figure out what it would take
in a partnership between VA and the community to meet demand.

All that being said, most of our members from the PVA perspec-
tive just don’t use Choice because the networks do not meet the de-
mand that they have. And at the end of the day, the private sector
struggles to meet the unique needs of SCI veterans, blinded vet-
erans, veterans with polytrauma.

So there is a complicated circumstance that exists here where
the VA has to meet demand for principally primary care and men-
tal health care which are sort of the big elephants, but you can’t
forget that there are many veterans who the VA is their only and
best option and how that gets right-sized with whatever the new
VCP ends up looking like.
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Mr. HUELSKAMP. All right. Thank you, Mr. Chairman.

Mr. BENISHEK. Dr. Ruiz, you are recognized.

Mr. Ruiz. Thank you, Chairman Benishek, Ranking Member
Brownley, for holding this series of hearings centered on VA’s pro-
posal to consolidate community care.

We have asked the panelists to tell us how they would modify
the eligibility standards that are necessary to create a veteran-cen-
tered VA. But to answer these questions, you know, we need to
look at the cracks that the Choice Act has left behind or the cracks
within the Choice Act because these are the cracks that our vet-
erans are falling through and these are the reason experiences of
veterans in my district that do not reflect the successes that the
department boasts.

So my first question is, can you specifically identify what are
those cracks? Which of our veterans are not getting the care
through the Choice Program that it was intended to do?

Mr. ATizapo. I will give you a good example, Congressman Ruiz.
Veterans need home and community-based services. The Choice
Program does not allow VA facilities or doctors no matter how
clinically appropriate it is to use Choice money to buy home and
community-based services.

In fact, only home and community-based services as we all know
is a cheaper alternative to institutional care, less expensive, more
veteran-centric. It is skilled nursing care. That is it. Out of all the
home and community-based services that veterans can receive that
VA can provide under existing law, that is it.

Mr. Ruiz. How about you, Mr. Blake?

Mr. BLAKE. Well, I would say that the Choice Program is simply
not built to meet the specialized health care needs of veterans like
SCI and D, substance abuse, polytrauma, and TBI, blinded vet-
erans.

I think that wide spectrum of unique populations of veterans
that the VA serves, I don’t think the Choice Program is designed
to serve because they might be able to go outside the system, only
in a perfect world might it work, where full integration with the
community so that it is seamless, but that might be a dream.

Mr. Ruiz. I think one of the problems with the eligibility criteria
of a 40-mile distance is that you can have a VA clinic that does not
offer the specialty care that our veterans need.

For example, in my community, we have a clinic in Palm Desert
in the center of the Coachella Valley, but it does not have a pain
specialist working at that clinic, does not have, for example, a den-
tist or other specialty kind of care. So our veterans still have to
travel an hour, hour and a half to the VA hospital to get that kind
of specialty care.

So when you talk about clinically appropriate eligibility, is that
what you mean, like making sure that what they need in terms of
the specialty care, they can acquire if it is not within the 40-mile
distance?

Mr. ATizapo. Congressman Ruiz, what we mean by clinically-
based decisions is when veterans get to access the community care
network. The way the plan is and even the Choice plan as it
stands, it really requires veterans to, one, enroll in the VA health
care system and then, two, be eligible for the Choice Program or



15

even this new Choice Program. So it is really two separate eligi-
bility criteria to begin with.

Mr. Ruiz. Yeah. I think that we need to take pause and throw
out a big caution out there. Many of our veterans are working poor,
are retired, or work in rural areas. And we are working under the
assumption that in those communities for some reason, those serv-
ices exist.

I come from an area that has both affluent and under-served
communities. And I can tell you that in the under-served commu-
nities, you don’t have specialists. You don’t have community homes.
You don’t have any of the care that we are assuming that veterans
can achieve outside of the VA.

So I think that we have to really identify and not think that be-
cause we have the Choice Program because veterans can go to their
neighborhood doctor that they are going to get the care that they
need. We need to take into account the insufficiencies and the lack
of resources and the vast majority of America that live in rural
communities as well.

Hotline, tell me about the hotline and what evidence is out there
that it actually saves money and also incentivizes patients to use
the VA?

Mr. BLAKE. Well, I think there is a reference in my testimony
what they have done through TRICARE shows that it is certainly
a workable solution. That is not to say that TRICARE is the model
of perfection in this case. But I think what we are trying to do is
ensure that veterans are making the right decisions when it comes
to emergency care and urgent care.

I think we all believe that urgent care is a must. It is something
the VA has not really ever done and, unfortunately, I think you
have seen in the community in private sector now, a lot of health
care is delivered through an urgent care setting. And so it is prob-
ably time for the VA to get involved in that because that alleviates
the pressure on primary care. In the health care setting in VA, it
relieves the pressure potentially on the mental health care which
is—

Mr. Ruiz. Right.

Mr. BLAKE [continued]. —a big part of it.

Mr. Ruiz. Urgent care was a result of a failed primary care sys-
tem where people weren’t able to access their primary care so they
needed a quick in and out type of thing. But it can’t replace pri-
mary care because when we are talking about a medical home, a
place where a patient can get integrated care with case manage-
ment that can really take care of the entirety of the patient, urgent
care doesn’t necessarily provide that as we think of them now.

So there are some benefits to urgent care, but we also have to
make sure that the veterans also get home-based comprehensive
primary care that they deserve.

Mr. ATizADO. I agree with you, Congressman Ruiz. Yes, primary
care is integral in coordination with care, but primary care is not
all.

Mr. Ruiz. Correct.

Mr. ATizADO. And it never will be all. And you are right. Urgent
care has a place. There is an appropriate setting for seeking care
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in that. And we don’t think veterans should be penalized because
that is the appropriate setting for care.

Mr. BLAKE. And I wasn’t suggesting that urgent care is the solu-
tion. I mean, what we find now is a lot of veterans go to the emer-
gency room. That would be true in the private sector except now
you have urgent care everywhere, so the solution in the community
has become everybody goes to urgent care. Veterans don’t even
have that option so they just overrun the emergency care setting
in the VA while the primary care system just sort of lumbers along
because it is overwhelmed as well.

Mr. Ruiz. Well, my time is up, but I wanted to say that the vet-
erans that I take care of in the emergency department and the vet-
erans that I take care of in the office who are struggling with their
benefits, who are struggling to make ends meet, who are struggling
to get back on their feet, who are struggling to find a home that
are homeless, $50 co-pay for urgent care, $100 in co-pay for the
emergency department is completely a barrier that will continue
the burden of illness and disease that they already have. So I agree
with that.

Mr. BENISHEK. Thank you.

Dr. Abraham, you are recognized for five minutes.

Mr. ABRAHAM. Thank you, Mr. Chairman, Ms. Brownley, for hav-
ing this hearing.

Thanks to the witnesses. Appreciate your very direct testimony.

And like Dr. Benishek and Dr. Ruiz, I come from a private set-
ting, so looking at it from the outside in, so to speak, this should
be such a simple solution, but evidently it is being muddled up and
the water is being muddled by bureaucracy.

I made some notes and I will go down them very quickly. Again,
it should seem simple. I know that the VA and we as Congress
have to watch the purse, but I am afraid we and the VA, especially
on cost, is looking through the soda straw and not the overall pic-
ture simply because we in the medical field know that if that pa-
tient comes back and back and back for a problem that is not being
addressed or not being fixed, costs just incrementally increase.

And if the VA is unable to give us a cost per patient, then I
wouldn’t bet the house that they could give us how many times
that veteran is having to come back because that issue was not re-
solved. And that just adds exponentially to the cost.

So I am going to paraphrase, and please correct me if I misstate
what I perceive that you told us in testimony, that the way to
streamline and fix this issue is again simple. Once in, you are in.
That should be fairly simple.

I like the nurse assistant line. I know that does work in the pri-
vate sector. I know it worked in my clinic, saving patients going
to the emergency room. We had a nurse on call and countless of
thousands of dollars I am sure were saved from either waiting until
tomorrow, treating that patient over the phone, going to a not
emergent facility as opposed to an ER.

Mr. Blake, you said that no co-pay is a good thing and I would
tend to agree with that. I will tell you that.

Mr. Williams, you said there is still a lot of confusion in Choice.
I think that goes back to both the fault of the VA and the Con-
gress. We should have done a better job of putting it out there with
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bullet points and making it, you know, a one-pager. It should not
be that hard to explain this program. It should not be.

Also, Mr. Williams, you said in your VISN that the VA added sig-
nificant more employees and you saw wait times come down. Do we
know or can we extrapolate that that actually improved care, or did
it just eliminate wait times? I know it is a theoretical question, but
just give me a gut feeling. What do you think?

Mr. WiLLIAMS. Congressman, it was absolutely important to hire
those employees to cut the wait times.

Mr. ABRAHAM. And, again, I know, but do you think by cutting
the wait, and, again, I am just asking an opinion, in a non-emer-
gent setting, does cutting the wait time improve the quality of care
that that veteran gets? I am assuming it does, but I am asking you.
You have talked to your veterans. Do they perceive that as being
an improvement of quality of care?

Mr. WiLLIAMS. In Georgia, the access to care is critical and ac-
cess in a lot of our veterans’ minds is interpreted as quality.

Mr. ABRAHAM. Okay. And I think one of you guys made a state-
ment or maybe somebody on this panel about another issue is pay-
ing our providers, non-VA providers appropriately enough money to
1come into the system. And I can tell you it is still a very big prob-

em.

In my VISN 16, we have arrears of the VA system to our ambu-
lance services, to our providers in the millions of dollars. So you
are spot on there. It is a big problem. And that, again, I will put
that on the VA explicitly for not paying their claims.

So anything else? The no co-pays, the once in, all in, the in-
creased—I am just looking for simple solutions to what should be
a simple problem here.

Mr. BLAKE. Mr. Abraham, I want to go back to something you
said at the beginning about escalating costs and I am using this
to piggyback on comments that Ms. Brownley made at the begin-
ning.

We have been advocating for travel reimbursement for, while it
is a non-service-connected population, it is catastrophically-disabled
veterans, and usually we get folks who balk at the idea that we
recommend that for non-service-connected disabled veterans.

But they are already granted higher priority in the VA system
because of the nature of their disabilities and the ability of the VA
to meet their demands for health care when the private sector
struggles with that challenge.

And one of the reasons we have advocated for the beneficiary
travel issue is because what we have seen in our membership is
those folks who are non-service-connected will choose not to go to
the VA and wait as long as possible because it is costly for some-
body with a catastrophic disability to fly long distances, drive long
distances, or whatever it may be to go seek that care.

And the long-term cost to the VA when they finally show up, be-
cause they will show up and the VA is obligated by priority to care
for them, will be substantially higher. So we would hope you would
take a look at that as an issue, because it is a unique population
that the VA serves because, yes, they are non-service-connected,
but they have some of the most profound disabilities that VA
serves.
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And that is the reason they go to the VA and yet the VA, many
times, they are bearing a higher cost burden than they should have
to because the veterans are disincentivized to get that care as soon
as possible.

Mr. ABRAHAM. Thank you.

I am out of time, Mr. Chairman. Thank you so much.

Mr. BENISHEK. Thank you.

Mr. Bilirakis, you are recognized.

Mr. BILIRAKIS. Thank you so very much. I appreciate it.

Thanks to the panel as well.

Let me ask you a question on dental care. I know it is very lim-
ited as far as eligibility for veterans, but are veterans receiving
dental care, let’s say in the community if no one is available within
the 40-mile range or the 30 days? I mean, what is going on with
that?

Mr. ATiZADO. I couldn’t really tell you, Mr. Bilirakis. That is ac-
tually a very good question. I believe the eligibility for dental care
as strict as it is already, getting it in the community is par for the
course for VA when you are eligible for dental care.

But, you know, that question really goes to a much larger issue
which is, as good as VA’s plan is as a first step towards creating
an integrated community health care system that is integrated in
the VA health care system, it is a good first step.

The issue is it is not comprehensive enough. In other words, the
authorities that the VA looked at to create its plan is not all its
purchase care authorities. It is some of it.

And those other parts that is not included in this plan which
could very well not be included in the solution or the next iteration
of Choice, as I mentioned in our testimony, if you carry that for-
ward, you will still have fragmented care, whether that be dental
care or home and community-based services or specialty care.
There are other purchase care authorities that VA has and uses
that is not part of this plan.

Mr. BILIRAKIS. If you, in a perfect world with regard to the spe-
cialty care, if we wanted to open it up to the community for the
veteran to have the ultimate choice, even if he lives within the 30-
mile range, what have you, or she, what specialty would you rec-
ommend where the veteran would have direct access to community
care? Can you give me a couple specialties?

Mr. BLAKE. I don’t think you can cherry pick and say, well, we
are just going to let this group of veterans with this unique need
have this option. That is probably—

Mr. BILIRAKIS. Well, where is it they are having the most trouble
accessing care in that specialty area?

Mr. AT1zADO. Well, a good example would be if you were in the
high plains, cardiologists. Here in D.C., a dermatologist. It really
depends on what is available in the community.

Mr. BiLIrAKIS. Okay. So it depends on—

Mr. AT1ZADO. And 1t can vary widely. The Merritt Hawkins sur-
vey, that kind of shows that actually.

Mr. BLAKE. I think that is why you can’t just sort of apply a na-
tional fixed standard to it. When I mentioned earlier in my com-
ments as they flesh out the details of an integrated network, you
can’t just sort of lay a national standard on it and say this is what
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the network should look like. I think that is probably the challenge
that TRIWEST and Health Net are experiencing now.

It has to be distilled down to the lowest level possible. That is
the idea I think that Mr. O’'Rourke was trying to get at with what
he was looking at in El Paso because you have to understand every
individual city, every individual town, the rural counties across
America, everything is going to be different.

So you can’t just say, well, we are going to grant all these folks
who maybe have a cardiology need, you know, access and nobody
else when some veterans might be perfectly served by the VA and
some not in that little cohort alone.

Mr. BILIRAKIS. Okay. So, in other words, we would specify based
on the area, the region in the country where there is a lack of
maybe care, access to care in that particular region.

All right. Let me go on to the next question. VA’s consolidation
plan addresses eligibility for community care, but not eligibility for
enrollment in the VA health care system in the first place.

So the question is, do you think that a review of VA’s overall eli-
gibility and enrollment is needed at this time, and would you sup-
port such an effort? And that is for the panel.

Mr. BLAKE. Well, Mr. Bilirakis, I would point you to the con-
cluding part of my written statement which suggests that perhaps
it is time to consider whether veterans should just be eligible to en-
roll in the VA health care system.

The vision of the Affordable Care Act which I hasten to mention
because that brings up all kinds of political ramifications is to ex-
pand access to care for people in general. And we fought when the
law was being written for the Affordable Care Act to ensure that
VA was deemed credible coverage under that law.

And the law says VA is deemed acceptable coverage under the
strictures of the Affordable Care Act and yet there is a large group
of people, particularly in the priority group 8 arena who are denied
even accessing that. So why would you deny them an option for
health care and say, well, you can only go over here under the
rules of the Affordable Care Act, but under the rules as set for VA,
you can’t actually come into the system?

So we think maybe it is worth considering whether there is this
fear that if you just sort of open enrollment, sort of if you build it,
they will come, that it will flood the VA system, but history has
never proven that to be the case. When VA’s system was open, vet-
erans didn’t flood the system. Even then, fully two thirds of all vet-
erans chose not to enroll in the VA. So I think it is sort of a scaring
assumption that, oh, all these veterans would enroll, which would
increase utilization. It might, it might not. And I mean it is high
risk, but there is a potential high reward from allowing veterans
to access the benefits of VA health care.

Mr. BiLIRAKIS. Thank you very much, I appreciate it.

I am out of time, Mr. Chairman. I yield back.

Mr. BENISHEK. Mr. Coffman, you are recognized for five minutes.

Mr. CorFrMAN. Thank you, Mr. Chairman.

Are there—and I will ask every panelist—are there any types of
health care services that should be eligible for Choice without re-
gards to any time or geographic requirements?
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And the reason why I mention this is because obviously mental
health has become such a big issue for our veterans, and we have
had testimony before to this Committee about VA’s mental health
being at times drug-centric in its treatment. And so to me, having
had veterans commit suicide in my district and meet with those
families and try and trace it back, when it becomes evident that
they couldn’t navigate the bureaucracy to be able to get an appoint-
ment in time to save their lives. And so wouldn’t it make sense to
allow veterans to see who they feel more comfortable with, see who
they want, when they want, in terms of access to mental health
care, as an example, and are there other examples?

Whoever wants to start with that.

Mr. WiLLIAMS. Congressman, I will say this from the perspective
of with my sisters and my late wife being Marines. My wife was
adamant after one visit to the VA that she would never, ever go
back in after having walked through a gauntlet of men. And it
brought up something I did not know about what had happened
when she had first joined the military. I don’t think we should
make women have to go through a gauntlet because I think it also
discourages some of those who need the health care from getting
it because they just don’t want to walk through a gauntlet of men.

Mr. CorFrFMaN. Okay. Mr. Blake?

Mr. BLAKE. I would answer the question in this way. I would
throw out the concept of choice all together for a second. If you had
a fully integrated health care network, which is a division, I think
that the VA has even though this is billed as just for community
care, the way the health care network should work is a fully inte-
grated health care network, and you have the patient-provider rela-
tionship within the construct of that network. The veteran goes to
their provider, that veteran and that provider, which is the way in
the private sector it also works, decide what is best for that vet-
eran. Should I be seen at the VA? Should I be seen in the commu-
nity? What is available now, what is available later? What services
do I need?

So the question of choice is sort of a false question.

Mr. CorFrMAN. Well, I don’t know if it is a false question to the
veteran. Let me phrase it this way. Who should make the decision?
Should it be the veteran making the decision or should it be a bu-
reau?crat making the decision in terms of access to mental health
care?

Yes?

Mr. At1izapo. Mr. Coffman, so this shared decision is really what
we are talking about. When a veteran meets their primary care
provider, hopefully it’s a VA primary care provider, that discussion
should go something like this. Well, it looks like, sir, that you have
this condition, here are your options. I prefer as a provider you go
down this route, but these are options of therapies that you can use
to deal with this issue. Well, that is great, Doctor. I tell you what,
I would rather go this route, I would rather take this option. Where
can I get that care?

That is the kind of decision-making we are talking about. The
network should be responsive to that—

Mr. CorFrMaN. Well, let’s take a step back here.

Mr. ATIZADO. Sure.
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Mr. CorrMAN. Who are you going to empower to make the deci-
sion? This is my question. We are not bureaucrats here, we are vet-
erans. I assume everybody here is a veteran. Who makes the deci-
sion? Does the veteran make the decision in terms of their own
mental health care or are you saying that it is a shared decision
between a VA employee and the veteran?

Mr. ATizADO. Okay, let me give you a straight answer. There is
no one.

Mr. CoFFMAN. Well, that is the problem.

Mr. ATIZADO. It really depends on—

Mr. COFFMAN. These veterans that I have in my district that
committed suicide, they couldn’t navigate this system. So let me
ask everybody one more time. As a veteran—now, what branch
were you in?

Mr. ATiZADO. I was in the Navy, sir.

Mr. CoFFMAN. Branch?

Mr. BLAKE. Army.

Mr. CoFFMAN. Branch? Navy or Army?

Yes or no, should veterans make the choice of their mental
health care irrespective of the Choice Act? What is your position?

Mr. ATizADO. If they are capable in making that kind of a deci-
sion, yes.

Mr. CorFrMaN. Okay, great.

Mr. BLAKE. It should be an informed choice.

Mr. WiLLIAMS. The veteran.

Mr. CoFFMAN. Thank you.

Mr. Chairman, I yield back.

Mr. BENISHEK. Dr. Wenstrup, you are recognized for five min-
utes.

Mr. WENSTRUP. Thank you, Dr. Benishek.

I appreciate you all being here today. You know, my concern, I
think everyone’s concern here is that the veteran get care. And I
think we get hung up on a little bit of optics. As someone coming
from private practice, I guarantee you every member of my 26-doc-
tor group would have been glad within our practice to have a sign
up front that said we are VA providers and have the VA logo there.
We just don’t happen to practice within the walls of the VA and
in part because it is a mess to deal with from the bureaucracy, and
you can’t be productive in the way that you can in private practice
for a variety of reasons and we won’t go into that.

But even recently in hearing, you know, VA officials were saying,
oh, we are seeing more patients than ever before. That is because
they increased the number of doctors and expanded their hours,
but they didn’t get more productive. And when you are in private
practice, you have got to maintain the quality if you want people
to keep coming to you. That doesn’t exist in the VA, although I
think we have some great providers. So I am not knocking them,
but the system makes it very difficult to be productive.

So I am going to ask you, do you think there is an optical prob-
lem? And I don’t like when we keep saying non-VA providers and
I think we should just say that they are VA providers. They just
happen to be outside the wall of the VA. And in that case you give
people a choice on where they want to go.
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And when you talk about lack of specialities in different areas,
well, that exists for everybody and people make a choice on where
they live. Some people move close to a hospital because they have
a heart problem. I mean, those are choices people have and we
can’t expect the VA, just because you are a veteran, have every
speciality follow you around wherever you happen to live. So people
have to make choices like that, whether they are veterans or not,
that is just the reality of things.

So my first question is, should we stop calling these providers
non-VA providers like they have got some stigma? And do you
think that veterans really really feel that they have to be within
those walls to get proper care?

Mr. A1izaDpo. Congressman Wenstrup, the idea that calling pri-
vate providers non-VA providers is a little bit of a misnomer. That
really talks to not the quality of care that private providers are
able to provide, it doesn’t talk about their—what it really talks
about is the kind of care VA provides.

VA is a health care system unlike any other health care system
in this country. Its dependencies stretch beyond the walls of a hos-
pital or a CBOC. It has to work with VBA, NCA, IHS, rural com-
munity health centers. It is part of a social support ecosystem.

Mr. WENSTRUP. But there would still be that link.

Mr. AT1zaDO. I understand there should be that link. So whether
you call it a VA provider or not, the recognition has to be that the
VA provides a different kind of care, that it has different respon-
sibilities. It has a teaching mission, it has a research mission, it
has all sorts of—

Mr. WENSTRUP. You know what? that veteran who is sick doesn’t
care. They want to be seen and they want to be taken care of. They
are not saying, oh, you do research here? They don’t care about
that. It is about getting the veteran taken care of.

And so anyway, I am just going to move on from there because
I want to make a point of something that we have discovered
through this Committee when there was a study done. And you
talk about costs and we have got to be concerned about costs, but
a well visit to an average primary care doctor is about $85. Pay the
copay if they want to go outside the VA. Guess what we discovered
it costs? Because, see, no one in the VA talks about what it costs
for your physical plant, your insurance, your supplies, your staff,
your administration, they don’t even know what that is until this
study was done. It is about four to $600 per patient visit to go to
the VA. We can’t do that forever and it doesn’t make any sense.

When you send someone outside the VA and if they want to go
there, if they want to go there it may be $85 and the VA is not
picking up all the malpractice and everything else and I think we
have got to consider that. And I want the veterans to have a choice,
but as a provider, you know, I would say, hey, I am a provider for
Bluz E}iross/Blue Shield, United Healthcare, the VA, whatever, I am
a VA doc.

And I think we have got to break that stigma and really look at
what we are doing, so the patients do have a choice between going
to the VA, going outside it if that is their preference, but really,
start to look at the dollars and cents of what is taking place within
the VA where it costs way too much to see a patient.



23

And I yield back.

Mr. BENISHEK. Thank you, Dr. Wenstrup.

Does anyone else have a question for the panel?

I really appreciate all of you coming here to testify and I really
welcome your input as this process goes forward to feel free to
come before any of us with further ideas as we explore how to
make this better. So I really appreciate that and you are hereby
excused from the panel.

Thank you.

Joining us on the second panel from the Department of Veterans
Affairs is Dr. Baligh—and I am struggling with your name, sorry,
Doc—Yehia, the Assistant Deputy Under Secretary for Health for
Community Care, and he is accompanied by Kristin Cunningham,
the Director of Business Policy for the VA’s Chief Business Office.
Thank you both for being here.

Dr. Yehia, you may begin when you are ready.

STATEMENT OF BALIGH YEHIA, M.D.

Dr. YEHIA. Thank you. Good morning, Chairman Benishek,
Ranking Member Brownley, and Members of the Subcommittee.
Thank you for the opportunity to testify today regarding the De-
partment’s plan to consolidate community care programs, specifi-
cally streamlining eligibility criteria.

I am accompanied today by Kristin Cunningham, who is the Di-
rector of Business Policy.

I want to acknowledge our VSO partners, we have been working
with them hand-in-hand since we started this process, and also
your comments, Mr. Chairman, on the need to get to one system
that works for veterans. And I am looking forward to discussing a
little bit more about those clinical criteria that were mentioned.

This plan aims to clarify eligibility criteria, build on existing in-
frastructure to develop a high-performing network, streamline clin-
ical and administrative processes, and implement a continuum of
care coordination services.

These actions will improve access to care, expand and strengthen
our relationship with community providers, allow us to operate
more efficiently, and improve the veteran experience.

As you know, VA is taking part in an enterprise-wide trans-
formation called MyVA. MyVA will modernize VA’s culture, proc-
esses and capabilities to put the needs of veterans and their family
members first.

Just a few weeks ago Secretary McDonald highlighted the de-
partment’s 12 breakthrough priorities, all of which are designed to
improve the delivery of timely care and benefits to veterans. One
of those priorities is to improve community care.

Community care has been and will always be a vital part of VA
health care for veterans. In 2015, VA issued authorizations that re-
sulted in about 12 million community care appointments and that
is compared to 8.8 million in 2013, representing an increase of
about 36 percent. Even though we have been providing more com-
munity care, we are eager to seize the opportunity to improve the
experience for veterans, community providers and our employees.
However, we need help from Congress to consolidate the complex
and varied eligibility criteria for community care into a single set
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of standards. By doing this, veterans will have a clear under-
standing of their eligibility for community care and VA community
providers will have a significantly lower administrative burden.

The eligibility criteria outlined in the plan aim to increase access
to timely care and patient choice while being mindful of taxpayer
dollars. The plan gives veterans a choice to access some or all of
their health care in the community if they meet one of the fol-
lowing criteria that is related to access, geographic distance and
availability of service.

A veteran would meet the access criteria if they are unable to
schedule an appointment within VA’s wait-time goals for providing
that service or within the clinically necessary timeframe indicated
by their provider.

In terms of geographic distance, a veteran may receive commu-
nity care if they are 40 miles or further driving distance from the
primary care provider or they face an excessive burden in accessing
a VA facility.

Lastly, a veteran may access community care if the VA does not
provide the service or if there is a compelling reason why the vet-
eran needs to receive community care.

By implementing a single set of eligibility criteria, veterans will
have a clear understanding of their community care benefit. How-
ever, built into these criteria is a flexibility that I and my fellow
clinicians at VA need to respond to unique circumstances. This is
critically important to ensure that we meet the needs of individual
veterans.

The plan also addresses the challenges that many veterans face
today when seeking emergency room care within the community.
Due to complex laws and processes for veterans, VA is many times
forced to deny a significant number of emergency treatment claims,
leaving some veterans to shoulder that financial burden. By tack-
ling these pain points, we anticipate that it will improve reim-
bursement of emergency room claims and reduce the need for man-
ual review of every claim.

In addition, the plan asks for congressional authority to offer ur-
gent care services in the community. This action will increase ac-
cess to care and reduce the number of emergency room visits.

We are eager to move forward and we are open to any ideas that
veterans, Congress, veterans’ service organizations, and other
stakeholders may have. We recognize this must be a collaborative
effort and need Congress to provide necessary legislative changes
and support moving forward to consolidate care, including the en-
actment of provider agreements and flexibility in funding for com-
munity care.

I appreciate the opportunity to appear before you today and I am
prepared to answer any questions that you and other Members of
the Subcommittee have.

[THE PREPARED STATEMENT OF BALIGH YEHIA, M.D. APPEARS IN
THE APPENDIX]

Mr. BENISHEK. Thank you, Doctor. I will yield myself five min-
utes for questions.

So can you go into a little bit more detail about one of the big
problems that we have of course is this emergency reimbursement
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issue. And, I mean, that happens all the time where a veteran goes
to an urgent care clinic or the ER and the local hospital and then
tflieskto get that approved and that is a pretty good example, 1
think.

So how specifically are you going to fix that problem?

Dr. YEHIA. Thank you for that question.

We knew when we started this work we have to tackle the emer-
gency room benefit. We have talked with a lot of veterans, we re-
ceived a lot of letters, as I am sure you have and others, about the
challenges that many of them face when accessing community care
as it relates to the ER benefit. And the biggest challenge is that
they don’t know if VA is going to end up paying for that care and
I think that creates a perverse incentive many times to delay that
care, and they feel they have to drive to a VA to be seen and part
of that is the way that the laws and regulations have been written
over time. We can’t provide that clarity that we need.

And so what we are hoping to do in the plan is to streamline
that. We are using principles based on industry, so a lot of the
things that we talk about in the plan of consistently applying what
is called the prudent layperson definition of ER, the idea of copay-
ments to make sure that we incentivize the right health behaviors.
Those all came from TRICARE, from health plans, they are stand-
ard and common practice in many health systems.

And then by doing that, we hope to minimize by a significant
amount denied claims and kind of empower our patients and the
veterans so they know that when they access the ER care in the
community, that VA is going to be picking up the bill and they
won’t be shouldering that financial burden.

Mr. BENISHEK. I understand your thoughts, but specifically how
are you going to get the VA to be assured that they are going to
be paid? Is there going to be a central number to call? I mean, your
goal is, you want to make it right, but the reality of it is, it is not
right now and you didn’t tell me anything specifically that is going
to make it right, from what I could understand.

Dr. YEHIA. Well, let me clarify it.

So in our plan and to the Committee we have also provided some
technical assistance that has specific legislative language to make
it right. Right now when it comes to ER under our current authori-
ties, we are the primary payer when it is service-connected care,
we are the payer of last resort when it is non-service-connected
care. And then there is a whole bunch of criteria that are outlined
in rules and regulation where if someone passes a VA or—

Mr. BENISHEK. The question is, so is there somewhere in your
plan that will allow a veteran to make a single phone call and find
out? I mean, it doesn’t sound like you have said anything that al-
lows that uncertainty to go away.

Dr. YEHIA. Well, yes. I think the first step is we have to actually
consolidate and fix the problem, and once we fix it and it requires
congressional action, then we communicate and make sure that
folks understand.

Mr. BENISHEK. I am not sure that requires congressional action,
I think it may be more of a bureaucratic solution.

I want to discuss this, one of the things you said in your state-
ment, the distance and then how do you define unusual or exces-
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sive burden that may necessitate community care? Because that is
a vague criterion. Can you tell me about that?

Ms. CUNNINGHAM. Sir, I will help Dr. Yehia with that.

In our current Choice law, the additional enhancements that
were given to us in the May law, we were able to define the un-
usual or excessive burden. We implemented three of those provi-
sions in June. The last provision required us to further define in
regulation, we did that in the beginning of December and then
rolled that out to our facilities.

And we looked at that providing either the ability for clinicians
to make a medical determination that the person’s condition re-
quired them to get care closer to their home or we identified things
that were just the nature of simplicity or the frequency of the serv-
ices.

So earlier during the VSO testimony, there was some discussion
of getting, for instance, eye exams or audiology exams in the com-
munity because they are simple in nature. And those are actually
some of the examples that we use when we talk about the sim-
plistic nature of the type of service and being able to get that care
under the unusual-or-excessive-burden provision.

Mr. BENISHEK. All right, thank you. I am out of time.

Ms. Brownley, you are recognized.

Ms. BROWNLEY. Thank you, Mr. Chairman, and I thank the pan-
elists for being here.

Just a very direct question, if you could just give me the ration-
ale the VA has for imposing the copay of $100?

Dr. YEHIA. The copayment of $100 is meant to make sure that
we provide care in the right venue. Many of our ERs are clogged
up today and there is long wait times when folks go to the ER, and
part of the problem is that a lot of non-emergent care is being driv-
en to the ER.

And increased access to urgent care, which is what we are pro-
posing in our plan, a robust primary care health care system, those
are all kind of tools in the toolbox to ensure that folks use the right
setting. So the idea of the copayment here is to make sure that
folks are able to seek the right care setting when they receive their
care.

Ms. BROWNLEY. Did you evaluate other ways in which to accom-
plish the goal that you are describing?

Dr. YEHIA. Yes. And so I think I view this as more of like a suite
of packages. When we look at kind of the data that is out there on
how to make sure that we appropriately use ER care, some of the
things that come up is, if you have readily access to primary care.
So there are initiatives that are going on at VA today that are
working more on providing increased access to same-day primary
care.

Urgent care, which is something that we propose in the plan as
another option if you have, you know, the sniffles, you need a shot,
you can go to urgent care as in the ER.

I think the nurse hotline that was suggested by the VSO part-
ners is another tool that many health plans including TRICARE
use.

All of those things are tools in the toolbox. I don’t think they are
meant to replace one or the other. They are actually supposed to
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be kind of supplemental, so at the end of the day we make sure
that folks are using the right setting.

In the future, as we kind of build this high-performing network,
one of the other things that we really hope to do is focus on what
is called super-utilizers and this came up a little bit earlier, those
folks that are constantly going to the ER. There is a reason why
they are doing that. Sometimes they don’t have the right case man-
agement or they need other support, or need to be connected with
certain services. And robust health plans and high-functioning or-
ganizations are able to identify who those folks are and provide
services that they need.

So I think at the end of the day copayments, as I said, is just
one tool that we hope to use to make sure that folks access care
in the right setting.

Ms. BROWNLEY. Well, it just sounds to me that we have—you
have mentioned a couple of tools in the toolbox and so it seems to
me that we should try to utilize those tools first before we use a
more punitive tool of a $100 copay, but I am sure we will be talk-
ing more about that as time moves forward.

So you had mentioned appointments and community care have
grown over the last couple of years and you talked about 12 million
appointments within the community care. So what does that com-
pare to, what is the amount of appointments that the VA has pro-
vided over the same period of time? Is this a ten-percent number
of overall appointments?

Dr. YEHIA. Yeah, I actually don’t have that number off the top
of my head, but I can take it for the record.

Ms. BROWNLEY. And in terms of the 30-day wait and the 40-mile
driving distance rule, is the VA trying to look at other approaches
on that? Have you decided for cost purposes that this has to be a
hard-and-fast rule?

And I think we are trying to drill down on what the costs are.
I mean, Dr. Wenstrup talked about, you know, and cited examples
where it might be a lot cheaper in the community to receive serv-
ices.

So if you could address some of that, please.

Dr. YEHIA. Sure.

So I think an important point to keep in mind is we are kind of
considering this as an entire health care system, so the VA and
community care and I view them as two sides of the same coin.

The criteria that are set that relate to access, wait time and
availability of service are really meant to serve as the floor. So we
heard a lot of comments about clinical criteria. Embedded into each
of those, as I tried to highlight in my opening statement, are deci-
sions that the doctor and the patient together in the office can
make. But the challenge with just keeping something very local is
we won’t be able to explain to our veterans, can I access community
care? The answer would be, well, you have to talk to your doctor.
And I don’t think that is good enough.

I think what we wanted to do is to provide at least some clarity
and transparency and those are based on when you can’t see a pri-
mary care doctor or they live far away from you, 40 miles driving
distance, then you have the choice to access care. There might be
criteria above and beyond that, that we described a little bit in
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terms of unusual and excessive burden that in the office people can
use to decide, but at least they know at minimum that they can
access to community care if they hit that standard. The same thing
goes with wait time and the same thing goes with availability of
service.

So I think the concept here is to make sure there is a level of
transparency to what people’s benefit is. If it is completely left up
to be in the office, then I think we are left a little bit of where we
are today, and before Choice, where people don’t really know what
are the criteria that they have to access community care.

Ms. BROWNLEY. I have exceeded my time. I yield back.

Mr. BENISHEK. Dr. Wenstrup, you are recognized.

Mr. WENSTRUP. Thank you, Mr. Chairman.

Doctor, I appreciate your approach to this and I think you are
trying to find the best practices and you are keeping the veteran
and the patient in mind as much as anything else, and to have that
continuity of care.

And I will go back and I am speaking from my personal experi-
ence as a practitioner and from those that I know are still out
there every day that want to take care of veterans in their private
practice or some that give one day a week to go to the VA. Their
frustration at the VA is, you know, I spent all day and I operated
on two people, if they had been part of my system here, I could
have operated on eight veterans today and with the same results.

So I think you get that and understand where we are going. And
I think you are headed in the direction where you see that the VA
has to make those types of changes too, and try to get it to be more
of a balanced type of system and not so drastically different from
one another.

Can you comment on any efforts in that direction?

Dr. YEHIA. Yeah, I really appreciate that.

I think when we started kind of this work and part of the reason
how we built this high-performing network is really putting at the
center our partners, especially like DoD, our Federal partners and
academics, because I practiced both at the VA and across the street
in an academic facility and I have experienced similar things. And
so the concept here is how do we make sure that we are good part-
ners for our community providers. There was a number of com-
ments earlier about that. I think the more consistent we can be
and similar in areas to the private sector the better.

I think there was a few comments about the different paperwork
that our community providers have to fill out to partner with us,
for that paperwork burden to be exactly the same as it takes for
them to sign up with a United or a Humana or someone else.

So I think our intention and our goal in the plan is to move as
much as possible to what the industry does so that we don’t put
any excess burdens on community providers and for that matter
our employees to operate differently.

The thing that gives me a little bit of pause is, once we start get-
ting off on these one-offs and things like that, we create complexity
and we lose that. And so that is something that we are trying to
push forward as being respectful of the differences, but at the same
time really pushing towards that industry standard.
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Mr. WENSTRUP. And to that point, one of the complaints that I
hear is, well, I am seeing patients now but, you know, I am waiting
forever for pay.

Dr. YEHIA. Yes.

Mr. WENSTRUP. Whether it is hospital systems or private practice
and that is very frustrating. And there is people that do this all
the time and maybe they should be doing it and not within the
walls of the VA, taking care of those claims, it might be more effi-
cient and better. I don’t know if you have any comments on that.

Dr. YEHIA. I do have comments on that. And I am looking for-
ward to the next hearing that discusses specifically prompt paying
claims, because I am on the phone all the time with health systems
that are frustrated with Choice. I think, you know, in the short
amount of time that we have to stand up this program ourselves
and our contracting partners, I think have done a good job, but we
are not where we need to be.

I think your comment about claims, it actually just so happens
that today we released our first draft statement of work for what
will be a new contract to support kind of this high-performing net-
work and we are seeking input from industry on that. Part of that
statement of work includes processing claims.

And so I am happy to share that with you, I shared it with the
Committee Members—or Committee staff earlier this morning, but
I think you might be interested in looking at some of those.

Mr. WENSTRUP. No, I appreciate it. And I think that the more
that you approach those difficulties, if you will, the more you will
see excellent providers in the community taking care of veterans
and they want to anyway, and I think that that will be a win-win
for everybody. So thank you.

I yield back.

Mr. BENISHEK. Thanks.

Mr. Takano, you are recognized.

Mr. TAKANO. Yes. Thank you, Mr. Chairman.

Dr. Yehia, as you streamline the eligibility requirements for the
various care in the community pathways, what impact do you think
it will have on the number of veterans who get their care in the
community? Do you have any idea of how many more veterans will
be seen through this new Veterans Choice Program?

Dr. YEHIA. So I will start and I will ask Kristin to jump in.

We have been seeing more and more unique veterans using com-
munity care over the last couple years. The numbers that I just re-
ceived recently were in the last fiscal year, we had about a million
and a half veterans, unique veterans that at some point accessed
community care. That is about a third of our veteran population is
receiving some of their care outside of VA’s walls. And that really
gets to this whole concept of this integrated health care system
that is both internal VA care and kind of community care.

We think that as we improve the program, including stream-
lining eligibility, making sure that it is clear we have a good net-
work that includes the best performers in the private sector that
more people will use it. And when we articulate the costs of the
program, we think that increased demand will come as the product
is better, which will also increase the costs in some ways.
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So I think that the—I don’t have like a crystal ball of the exact
number, but I think—

Mr. TAKANO. Of course not.

Dr. YEHIA [continued]. —the idea is, as we make it better and
simpler and easier to use, more people will use it.

Mr. TagkANO. Well, you kind of alluded to what I wanted to get
to know is, do you have a ballpark projection of the overall esti-
mated costs of the program to be, you know, as you kind of rough
out this number, aside from the 1.5 billion for emergency treat-
ment? It is going to be helpful for us to kind of know this.

Dr. YEHIA. Yes, and I can’t agree more.

So in our plan that we submitted, there is a section specifically
on costs. We think that increased demand will be in the order of
about $2 billion annually for the program. That includes a lot of
the kind of eligibility criteria that Congress helped us out with over
the course of the last year as we kind of continued to iterate and
improve the program, kind of removing the enrollment date, some
things about changing from a primary care provider to a primary
care physician. So there has been a number of different things that
have been passed over the last couple months that expand eligi-
bility.

But roughly speaking, I think with the eligibility criteria that we
are proposing in the plan, it would be about $2 billion on top of the
Care in the Community budget.

Mr. TAKANO. On top of the, what was it we approved, like ten—

Dr. YEHIA. Yes, about—

Mr. TAKANO [continued]. —$12 billion? And we thought we would
have it used up by now, but we have seen a number of impedi-
ments to actually spending down that money and we thought we
would have to be appropriating more.

How many different appropriation accounts affects non-VA care
would you say? I mean, my question is really, you know, how many
different accounts do we have to sort of deal with for just this non-
VA care space?

Dr. YEHIA. So I don’t know the exact number. I know we have
more than one and that has been a challenge that a lot of our field
folks tell me.

Part of what we are proposing and one of our legislative pro-
posals is to get that one funding stream. We did have some flexi-
bility at the end of the last fiscal year, so thank you for that. That
allowed us to kind of access the Choice fund to pay for community
care. I think it will be very important to have kind of one pot of
money, one funding stream for community care, so that our clini-
cians and our medical centers know exactly how much they have
to spend in this area.

This has been a challenge because right now we go through
Choice and if something doesn’t work, we use another pot of money
and it creates unnecessary redundancy. And so getting to that one
funding stream I think will be important.

Mr. TAKANO. You might have already covered this, I was just
sort of jumping between Committee meetings here, but how much
will extending emergency care to veterans cost? Did you already
mention that in your testimony?
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Dr. YEHIA. I did not, but it is in the report. It is on the order
of about 1.5 to $2 billion, that’s both ER care and urgent care.

Mr. TAKANO. I am going to ask you this sort of offline, but I am
real curious about drug treatment for veterans, whether it includes
rehabilitation, just to what extent we have case management. I just
want to understand that better in terms of our vets that are com-
ing back with PTS and then some that are having some real sub-
stance abuse challenges. So I will follow-up with the Department
later.

But, Mr. Chairman, my time is up. Thank you.

Mr. BENISHEK. Mr. O’Rourke, you are recognized.

Mr. O’ROURKE. Thank you, Mr. Chairman.

Dr. Yehia, thank you for your testimony and for all of your ef-
forts to transform the VA and improve access, quality of care and
outcomes for veterans.

Earlier in the day, I was at a conference that Under Secretary
Shulkin organized around preventing veteran suicide, which I
would argue should be the priority here. And the word priority
means something, right? If you prioritize something, it puts that at
the top of the list.

So I understand that there are 12 priorities, breakthrough prior-
ities that the secretary outlined. I know there are a lot of moving
parts and there are a lot of things to improve and to work on. But
what strikes me is that if we really think that we have a crisis in
veteran suicide and access to mental health today and it really re-
quires urgency in resources, rethinking how we deliver that care
and provide access to it, then we should really be organized around
that. As you know and just for the benefit of the Committee and
others who might not, in El Paso, which had the worst mental
health access rates in the country and still struggles, I think we
are third-from-worst today, which is an improvement, we essen-
tially adopted a plan as a community with the VA and with your
help to prioritize access to mental health care and to try to prevent
veteran suicide. And the idea is that as important as it is to see
a podiatrist to get your foot fixed or an endocrinologist if you have
diabetes or a dentist to get your teeth fixed, preventing veteran
suicide is more important than all of those. And ensuring that if
you go to the VA, it is a—I know this is a term of art, but it is
a center of excellence for PTSD, TBI, those unique conditions asso-
ciated with combat and service.

And you, the VA, has helped by piloting a navigator concept or
care coordinator who helps if you have one of these service-con-
nected conditions you are seen in the VA by hopefully a world-class
provider. If not, we are going to prioritize your care that is com-
parable to what a civilian would experience to the private sector.
We have got great partnerships with Texas Tech, which is pro-
viding five psychiatrists so that we can expand capacity for care in
the VA.

And yet we just looked at the numbers, you have 116 or Con-
gress has authorized 116 mental health provider positions within
the El Paso VA and right now we are at 91 filled, which leaves us
25 short, and I would argue that 116 is probably too little to meet
the demand that you have in El Paso.
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So what do we have to do? We have adopted the plan, we have
got additional resources. If we are maximizing capacity in the com-
munity and implementing this transformation plan that you and
the secretary have introduced and touted and which I am a big fan
of, why aren’t we seeing better results in terms of meeting what
I think is the single greatest crisis facing veterans in this country,
which is 22 veterans a day taking their own lives? If that is truly
a priority, why are we not beating all the bushes, taking over the
airwaves to recruit those mental health providers to communities
like El Paso and others who are historically under-served, where
I know for a fact because I talked to the surviving family members
that veterans are killing themselves because they don’t have access
to mental health care?

Why can’t we hire those 25 positions? What is the holdup?

Dr. YEHIA. So I can’t agree more with your sentiment and as you
know many of the elements in the plan that you had for El Paso,
there is a lot of that in the plan that we presented for the entire
VA. I think the part of the challenge is, as to quote Secretary
McDonald, you know, the VA is the canary in the coal mine. I
think we have to get out there and do more recruiting.

I have been on a number of trips with the secretary speaking at
grand rounds in various hospitals across the country trying to re-
cruit doctors, specifically mental health professionals and nurses to
the VA. I have done it by myself as well, and I think we need to
do that.

I think we have an opportunity as we start to kind of change the
message a little bit about where VA is going, but we will get—

Mr. O’ROURKE. Let me interrupt you just because—

Dr. YEHIA. Sure.

Mr. O’'ROURKE [continued]. —of very little time. My fault for tak-
ing too much time at the outset, but with the Chairman’s indul-
gence. Could the VA instruct the director in El Paso don’t hire any
more podiatrists or endocrinologists, you have got them in the com-
munity, you can refer them, that is a condition comparable to what
the civilian population has, PTSD is very unique to veterans, only
hire your traumatic brain experts, your PTSD experts, your psy-
chologists and psychiatrists?

I recognize your canary-in-a-coal-mine analogy that medicine in
America is struggling with this and yet there is a way to resolve
this with the current capacity, I know there is. I know there are
psychiatrists and psychologists working in private practice who
could be brought over to the VA with the right inducements, focus
and leadership. Are we going to see that this year?

Dr. YEHIA. Well, I know that, as you know, Gail Graham who is
working in El Paso at the Medical Center there, I think she is pull-
ing out all the stops to try to recruit as many of those professionals
as possible.

I don’t think the idea that like as you mentioned there is ap-
proved FTE slots for those, so I don’t think that a podiatrist is
standing in the way of a psychiatrist coming in the door in El Paso.

Mr. O'ROURKE. I am talking about a single-minded, almost exclu-
sive focus on getting that up. It doesn’t mean that other things are
unimportant, all these conditions are important, I would just say
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t}ﬁis is the most important preventable way that veterans are dying
that—

Dr. YEHIA. I think that is something that we have to kind of—
we should chat a little bit more about that. I think there may be
some different tools that we can use.

Mr. O’ROURKE. Okay. Thank you.

Thank you, Mr. Chairman.

Mr. BENISHEK. Ms. Kuster, you are recognized.

Ms. KUSTER. Thank you very much, Mr. Chairman. And good
morning, great to be with you.

I had a quick local question just off the bat and we have talked
about this in the past, but New Hampshire, Alaska and Hawaii are
the three states without a full-service VA hospital and we had a
special agreement under the previous rule to drop the 40-mile re-
quirement down to 20 miles. I am just wondering, the last time we
talked that was under review and I wondered if that process has
proceeded since November.

Dr. YEHIA. Thank you. We have continued to engage with various
stakeholders as you mentioned, Alaska, Hawaii and New Hamp-
shire. I have had calls with the field leadership in all of those dif-
ferent states to try to get a good understanding of what their spe-
cific needs are. This is a tough issue and I am looking for kind of
suggestions and ideas here as well, because on one side we want
to make sure that we streamline the program, create something
that is easy to understand and administer and I think the more
nuanced or one-offs that we do, the more complexity that is built
in.
So I want to be respectful of the local circumstances there, but
at the same time, I am also keeping my mind on how can we make
sure that there is some uniformity so that every state is not treated
differently.

So with all that said, I think some of the criteria that we have
articulated in the plan really do provide good access to care for
New Hampshire specifically. And one of the things that I think a
lot of people sometimes gloss over, the availability of service is such
a key component, because if that service is not offered at those cen-
ters it is automatically folks have the choice in the community. So
even with the current criteria, I think that the folks specifically in
New Hampshire will be well served.

Ms. KUSTER. And I think one way to do that is the expansion of
the CBOCs, Community Based Outpatient Care. We just opened a
beautiful new CBOC in Littleton, New Hampshire. But just for you
to take back, I am still waiting for progress on two others, one in
a town called Colebrook, New Hampshire, almost to the Canadian
border, and another in a town that we call Berlin, New Hampshire.
And they have to do with negotiations that are going on with com-
munity-based care and partnerships, which are a good thing, but
I would love to get a little shoulder to the wheel here from head-
quarters in D.C. to move those along.

I also wanted to just talk about how we are very frustrated by
the third-party administrator and I know that is not the purpose
of this hearing, but I want to put that complaint out there. Senator
Shaheen, Senator Ayotte and I, have done a series of events around
the state talking directly with veterans. This is our primary, the
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phone calls that we get in the office. It is just very very frustrating.
And I know that the VA physicians and staff, medical professionals
would prefer to be making the appointments anyway because they
would prefer to have that relationship with the community pro-
vider, get the records back, be able to call the patient and say don’t
forget your appointment tomorrow.

So are we making any progress on that? Because frankly, I
would rather just take that back and this third-party administrator
is not working out for my constituents.

Dr. YEHIA. Yeah, I appreciate that. I think I have a call with
some of those Senators later this week. And I will say this, that
our partners are our partners. We modified a contract at the very
beginning to implement Choice in a short amount of time. That
contract, that PC3 contract was not designed to run the Choice pro-
gram, it just wasn’t designed to do that.

With that said, as I was mentioning a little bit earlier, today we
released the statement of work. It is a draft statement of work, so
it is the first step in a contracting process. I think you would be
happy to note that in that contracting process or that statement of
work the scheduling piece would reside at the VA and not with a
contractor.

So we are making progress. I think it is going to take some time
for us to get there, but I have heard from the Medical Centers, I
have heard from veterans, and I think that is the direction we
want to move. So slowly we continue to provide oversight and work
with our TPAs to improve their performance, but in the end when
we are drafting the right kind of car to drive this program those
things would be residing on the VA side, not on the contractor side.

Ms. KUSTER. That is good news and I apologize for missing that
earlier, I was over in AG talking about veteran farmers. So thank
you very much for your testimony.

Mr. BENISHEK. Thanks, Ms. Kuster. And I reiterate or echo your
feelings about this third-party administration thing and I realize
that there was an urgency in getting the Choice started. I am going
to ask a couple quick questions here too.

Do you know when the Choice fund is going to be depleted this
year?

Dr. YEHIA. To do a little bit of math, we started with the $10 bil-
lion. Last year we spent, in the last fiscal year about 3.5 billion,
this year we are anticipating about two billion, and then the re-
mainder will be the year after.

I want to caveat that just a little bit. Over the last three months
we have seen kind of a dramatic increase in Choice use, almost
double the three months prior. A lot of that has to do with more
proactive outreach to veterans. So rather than kind of the onus on
them picking up the phone and calling, we are doing the calling
and saying, would you like to partake in Choice, is this something
that you want? And we have seen a dramatic up-tick.

So that is a little bit of the projections. I think we still haven’t
reached kind of steady state—

Mr. BENISHEK. Okay.

Dr. YEHIA [continued]. —but we will get there.
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Mr. BENISHEK. Is the $2.1 billion estimate per year above current
non-VA care costs expected to be the yearly program estimate going
forward?

Dr. YEHIA. Is that outlined in the plan?

Mr. BENISHEK. Well, I mean, you estimated me $2 billion more,
is that the estimate for yearly—

Dr. YEHIA. Yeah, we estimated the costs for the first three years.
As you know, it is a little hard to try to predict past that, but in
those first couple years, it would be $2 billion on top of the normal
community care budget.

Mr. BENISHEK. So does the 2017-2018 budget request reflect the
numbers that we have been talking about here? Isn’t that coming
out shortly?

Dr. YEHIA. I don’t think that is—Ilet me take that back.

Mr. BENISHEK. All right. Any other questions?

Thank you very much for your being here today, and you can
look forward to some further questions from us as we go forward
here. You are now excused.

I ask unanimous consent that all Members have five legislative
days to revise and extend their remarks and include extraneous
material.

And without objection, that is ordered.

The hearing is now adjourned. Thanks.

[Whereupon, at 11:52 a.m., the Subcommittee was adjourned.]



APPENDIX

Prepared Statement of Adrian M. Atizado

Mr. Chairman and Members of the Subcommittee:

Thank you for inviting DAV (Disabled American Veterans) to submit this state-
ment for the record of today’s hearing. As you know, DAV is a Congressionally char-
tered national veterans organization of 1.3 million wartime veterans, all of whom
were injured or made ill due to military service.

Your invitation letter indicated the focus of today’s hearing is to examine plans
of the Department of Veterans Affairs (VA) with regard to eligibility for non-VA care
under the proposed New Veterans Choice Program (VCP), as mandated in Public
Law 114-41, and to assess whether they are sufficient to increase access to care
among veteran patients. We appreciate the opportunity to share our views and rec-
ommendations in this regard.

When it comes to our nation keeping its promises, perhaps none are as important
as the promise to care for injuries and illnesses suffered by the men and women
who served. VA’s capacity to meet its needs is limited by its annual appropriations
allocated to VA by Congress. Thus, VA’s health care mission involves, among other
things, keeping expenditures under a resource ceiling. The inherent limitation im-
pacting veterans’ access to care is what type of service they may need, where it is
available and the availability of resources to purchase the care in the community.

Indeed, the findings of a presidential task force reported in 2003 and the Inde-
pendent Assessment report issued by MITRE Corp., Rand Corp. and others last Sep-
tember confirm what DAV and our Independent Budget (IB) partners (Paralyzed
Veterans of America and Veterans of Foreign Wars) have said for more than a dec-
ade: the resources provided to VA health care have been inadequate to meet the
mission to care for veterans. In fact, we have repeatedly testified to Congress about
this “mismatch” and “misalignment” of resources and demand.

To be clear, DAV does not believe that simply increasing funding by itself-without
making some significant reforms to the underlying VA health care system-will lead
to better health outcomes for veterans over the next 20 years. However, no VA reform
plan has any chance of success unless sufficient resources are consistently provided
to meet the true need and demand for services by veterans, when and where they
need them.

Our members have unfortunately experienced the adverse consequences of this
mismatch first-hand when VA policy for purchasing certain care is inconsistent, un-
clear, and/or comes without commensurate resources. Funding uncertainty compels
some facilities to develop local policies, procedures, or dicta which generally limit
veterans’ access to community care paid for by VA.

Unless tensions between resources, demand and authorities are addressed with a
clear understanding of the circumstances in which care is purchased in the commu-
nity, and how this policy fits into VA’s broader health care mission, the probability
is quite high that even the best intended policies and procedures will continue to
undermine the veterans’ perception and experience of the coordination, quality and
value of health services provided or paid for by VA.

In reviewing the eligibility for non-VA care under Choice consolidation, as man-
dated in Public Law 114-41, and whether they are sufficient to increase access to
care among veteran patients, we believe it offers the potential for expanding and
improving access to care. According to VA, its entire plan will increase access to
non-VA care and “require additional annual resources between $1.5 and $2.5 billion
in the first year and are likely to increase thereafter.”

The eligibility for non-VA care under Choice consolidation is laid out in four parts:
hospital care and medical services; emergency and urgent care; and outpatient
medication and durable medical equipment. DAV’s statement will review each of
these parts including grievances, disputes, and appeals, and provide our views and
recommendations where warranted.

Hospital Care and Medical Services:
(36)



37

VA’s plan: “The eligibility criteria for Hospital Care and Medical Services, includ-
ing Dentistry services, in the community will continue to be focused broadly on
wait-times for care, geographic access/distance, and availability of services. The cri-
teria will be streamlined into a single set of rules applied across the VA health care
system.”

Geographic and temporal eligibility criteria

The plan proposes to continue the existing geographic and temporal eligibility cri-
teria of the Veterans Choice program as authorized by the Veterans Access, Choice,
and Accountability Act of 2014. We note the choice program criteria remains under-
development having been amended from its original form, and veterans today re-
main frustrated by the current criteria not being sensitive to their medical care
needs and preferences.

We believe VA’s proposed geographic and temporal criteria for community care
eligibility in the New Veterans Choice Program (NVCP), while simple in concept-
are arbitrary. It continues to administratively separate NVCP from the VA health
care system, does not foster full integration, and limits performance to the det-
riment of veteran patients.

Under this separated construct, because DAV was founded on the principle that
this nation’s first duty to veterans is the rehabilitation and welfare of its wartime
disabled, because VA’s capacity to provide for “the rehabilitation and welfare of its
wartime disabled” is limited by its annual appropriations allocated to VA by Con-
gress, and because of the natural tension between demand, resources, and authori-
ties, we recommend consideration that the eligibility to use the NVCP should mirror
the eligibility for VA health care, giving the highest priority to service-connected
veterans.

Notably, the independent assessment on access standards conducted by the Insti-
tute of Medicine (IOM) determined that industry best practices focus on clinical
need and the interaction between clinicians and their patients. We could not agree
more.

For veteran patients, waiting for a health service begins when the veteran and
the appropriate clinician agree to a service, and when the veteran is ready and
available to receive it. Thus, DAV, along with the co-authors of the IB, believes it
is time to move towards a health care delivery system that keeps clinical decisions
about when and where to receive care between a veteran and his or her doctor -
without bureaucrats, regulations or legislation getting in the way.

From the veteran patient’s perspective, the decision-making process can be more
than a clinical decision-and it can often be a complicated one. Many veterans who
use the VA health care system present complex health and social challenges requir-
ing more than simple coordination of care, often including coordination of supports
and other services. A decision on where, when and with whom to obtain care may
need to involve the veteran’s social support network such as caregivers, family mem-
bers and friends to address factors and limitations such as the time required to com-
plete a visit, procedure, or treatment plan, availability of appropriate transportation
when needed, and various financial considerations.

This is why DAV, as part of the IB, proposed creating local Veteran-Centered In-
tegrated Health Care Networks to seamlessly integrate community care into the VA
system and to provide a full continuum of care through such networks. The future
VA health care system with an integrated NVCP should be responsive to the deci-
sion made between veterans and their providers. Veterans should be able to choose
among the options within VA and the NVCP network and schedule appointments
that are most convenient for them.

Availability of service eligibility criteria

In addition to geographic and temporal criteria, VA’s plan also proposes an eligi-
bility criterion for hospital care and medical services, including dentistry services,
in the community that focused on “availability of service.” Specifically, when a VA
facility cannot directly provide a particular service or when a VA facility determines
there is a compelling reason a veteran needs to receive care from a community pro-
vider, then outside care would be authorized.

We believe the “compelling reason” criterion may inappropriately limit access to
community care through NVCP. We have received reports about treatments, proce-
dures or tests available in the private sector, which the veteran’s VA health care
team has determined “is not necessary.” These complaints are more pronounced
when a veteran’s non-VA provider recommends a service that is neither cosmetic
nor experimental, but which VA has determined “is not necessary.”

Veterans-centric care means including veterans participation in their care. This
means providing veterans options, whether that be a second option or describing all
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the different treatments that are endorsed by clinical literature and even though the
veteran’s doctor may favor one over another, the final decision ultimately stops-or
should stop-with the patient. When these options are not presented particularly for
preference-sensitive conditions and treatment options, disagreements between the
veteran and their provider can and does occur.

Grievances, Disputes, and Appeals

We agree with VA’s plan that “[Tlo ensure VA meets the unique needs of Vet-
erans.the process also will include clear appeal and grievance mechanisms for Vet-
erans to dispute eligibility determinations.” We also support VA’s plan for “[a] for-
mal, timely appeals process will provide Veterans a clear point of contact for con-
cerns about the status of their authorization.” When authorization questions arise,
there is a clear path for appeals through the call center.

Congress and VA should consider an appeal mechanism that covers all decision
and determination points, not just eligibility determinations for the NVCP. To this
end, DAV stands committed to working with VA in developing mechanism(s) de-
signed to address grievances, disputes, and appeals.

As part of the IB, we envision the Veterans Experience Office playing a role in
this regard. VA Secretary McDonald has made improving veterans experience a
main pillar of the MyVA transformation. To ensure VA leaders are aware of the
issues veterans face when they obtain their earned benefits and health care, the
MyVA taskforce has established the Veterans Experience Office, with a Chief Vet-
erans Experience Officer who reports directly to the Office of the Secretary. VA
plans to have veterans experience officers throughout the country who collect and
disseminate best practices for improving customer service, coordinate community
outreach efforts, and serve as subject matter experts on the benefits and services
VA provides to veterans.

The Veterans Experience Office should be strengthened by combining its capabili-
ties with the patient advocate program. Veterans experience officers would advocate
for the needs of individual veterans who encounter problems obtaining VA benefits
and services. They would also be responsible for ensuring the health care protec-
tions afforded under title 38, United States Code, a veteran’s right to seek redress
through clinical and administrative appeals, claims under section 1151 of title 38,
United States Code, the Federal Tort Claims Act, and the right to free representa-
tion by accredited veterans service organizations are fully applied and complied with
by all providers who participate in Veteran-Centered Integrated Health Care Net-
works, both in the public and private sector.

The Plan for Emergency and Urgent Care:

VA’s plan: “Eligibility criteria will increase access to these services and simplify
access rules to prevent the denial of claims for the appropriate use of these serv-
ices.”

During our engagements with VA in the development of its plan, DAV specifically
urged the inclusion of urgent care into VA’s medical benefits package and to better
integrate emergency care with the overall health care delivery system.

VA’s plan also indicates it will focus on a more consistent application of the “pru-
dent layperson” definition of emergency treatment across claims to reduce the ad-
ministrative burden on VA to conduct a nuanced review of each emergency treat-
ment claim.

Presumably, the more consistent application of the prudent layperson standard
will rely in part on “Develop[ing] business rules to trigger audit of emergency treat-
ment and urgent care claims to identify potential overuse or fraud, waste, and abuse
of these services.”

VA believes its plan will “encourage Veterans to use these services appropriately
and not as a substitute for primary care.by requiring cost-sharing for emergency
treatment” unless the veteran is admitted to an inpatient status, or if it [causes]
an undue financial burden to the veteran. In addition, it will “limit cases where Vet-
erans are held responsible for a bill for emergency treatment or urgent care because
they did not fully understand the criteria for VA coverage.”

We applaud VA for including in its plan expanded access to, and simplification
of the eligibility requirements for, emergency and urgent care coverage.

Prudent Layperson

DAV has received a resolution from our membership regarding urgent and emer-
gency care as they pertain to the VA health care system. Specifically, our members
believe urgent and emergency care should be integral to VA’s medical benefits pack-
age.
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Our resolution regarding emergency care also urges the VA to provide for a more
liberal interpretation of its policy governing reimbursement to veterans who have
received emergency care at non-VA facilities. VA readily admits that “[M]any of
these denials are the result of inconsistent application of the “prudent layperson”
standard from claim to claim and confusion among Veterans about when they are
eligible to receive emergency treatment through community care.”

We recommend VA’s plan use a national prudent layperson emergency care stand-
ard that provides coverage based on a patient’s presenting symptoms and relative
urgency of need, rather than the final diagnosis, VA’s current standard.

24-Month Requirement

The VA plan proposes the eligibility for reimbursement of costs associated with
emergency treatment be limited to those enrolled in VA health care and who are
a\ctive}a1 \)/A health care patients (i.e., sought care from VA within the past 24
months).

As opposed to VA, DAV believes the 24-month requirement does not “incentiviz[e]
appropriate health behaviors,” as claimed in VA’s plan. DAV has testified on a num-
ber of occasions in support of legislation to eliminate the current law provision that
requires enrolled veterans to have received care from VA within the 24-month pe-
riod prior to date of the emergency care, as a precursor to reimbursement.

Absent a change in law, veterans who are fortunate enough to not need VA or
VA-authorized care at least once every 24 months would need to make an unneces-
sary VA medical appointment in order to remain eligible for emergency and urgent
care reimbursement under the NVCP. DAV continues to recommend to Congress
that this artificial limitation on use of emergency care be lifted.

Copayment

DAYV has received a resolution from our membership calling for the elimination
or reduction of VA health care out-of-pocket costs for service-connected disabled vet-
erans.

Premiums, health care cost sharing, and deductibles are a feature of health care
systems in which some costs are shared by the insured and the insurer in a contrac-
tual relationship between the patient, payer and provider. In DAV’s view service-
connected disabled veterans have already paid the price of any health care copay-
ment or cost-sharing scheme imposed the federal government.

Notwithstanding the imposition of copayments to all veterans seeking emergency
and urgent care, the plan fails to consider those instances where an emergency de-
partment or urgent care clinic would the most appropriate setting for the care vet-
erans need.

DAV recommends, in addition to those situations where copayments would be
waived under the plan, including similar relief when an emergency department of
urgent care clinic is the most appropriate setting.

From the veteran patient’s perspective, not all VA primary care clinics or teams
are capable of providing fast, life-or-limb-saving care. Moreover, veterans need ur-
gent care when VA primary care appointments are unavailable or treatment is
needed outside of office hours. If the VA health care system and the integrated
NVCP are unresponsive to these needs, the proposed co-payments should not apply.

We appreciate VA’s desire to incentivize appropriate health behavior; however, we
insist VA provide positive rather than punitive incentives. As part of the IB, VA
should consider establishing a national nurse advice line to help reduce overreliance
on emergency room care. The Defense Health Agency (DHA) has reported that the
TRICARE Nurse Advice Line has helped triage the care TRICARE beneficiaries re-
ceive. Beneficiaries who are uncertain if they are experiencing a medical emergency
and would otherwise visit an emergency room, call the nurse advice line and are
given clinical recommendations for the type of care they should receive. As a result,
the number of beneficiaries who turn to an emergency room for their care is much
lower than those who intended to use emergency room care before they called the
nurse advice line. By consolidating the nurse advice lines and medical advice lines
many VA medical facilities already operate, VA would be able to emulate DHA’s
success in reducing overreliance of emergency room care without having to increase
cost-shares for veterans.

Define Emergency Condition

Moreover, in the interest of parity in VA’s legislative proposal to address its exist-
ing authorities to reimburse the cost of emergency treatment, we recommend “emer-
gency condition” be defined. We urge serious consideration be given to reliance on
the Emergency Medical Treatment and Labor Act (EMTALA), with a minor amend-
ment to include behavioral conditions, so that the definition of an emergency condi-
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tion for VA purposes would be “a medical [or behavioral] condition manifesting itself
by acute symptoms of sufficient severity (including severe pain) such that the ab-
sence of immediate medical attention could reasonably be expected to result in plac-
ing the individual’s health [or the health of an unborn child] in serious jeopardy,
serious impairment to bodily functions, or serious dysfunction of bodily organs. With
respect to a pregnant woman who is having contractions that there is inadequate
time to effect a safe transfer to another hospital before delivery, or that transfer
may pose a threat to the health or safety of the woman or the unborn child.”

Outpatient Medication and Durable Medical Equipment; Extended Care
Services:

VA’s plan: “Eligibility criteria will not be altered in this report, as any adjustment
would constitute a fundamental change to the VA health benefit.”

VA’s plan is to leverage its rates for outpatient medical and durable medical
equipment (DME) by requiring veterans to receive these services through VA facili-
ties with limited exceptions, including urgent prescription medications, allowing vet-
erans to pay out of pocket and seek reimbursement from VA.

Limitations of Plan and Approach

We understand the scope of VA’s plan being limited to those “non-Department
provider programs” prescribed by Congress in P.L. 114-41; however, we caution
Congress and the Administration on this fragmented approach to provide timely ac-
cess to care in the community, which may produce adverse consequences.

VA’s health care mission covers the continuum of care providing inpatient and
outpatient services, including pharmacy, prosthetics, and mental health; gender-spe-
cific care, long-term care in both institutional and non-institutional settings. The
limits of the plan is identified by some health care benefits such as dental care that
carry additional statutory eligibility requirements, and extended care, which VA in-
dicates is “out of the scope of this effort to adjust the eligibility criteria.” The VA
plan for the NVCP also does not propose changes to the VA health benefit or to
other eligibility requirements for care purchased through other authorities not con-
templated in Section 4002 of PL 114-41.

If Congress intends to increase veterans’ access to care, including care in the com-
munity, it should recognize that by not addressing gaps and inconsistencies in VA’s
plan (all of VA’s purchased care authorities-including cost controls through differing
eligibility requirements and other stipulations), VA’s medical benefits package, and
the full range of health services available in the community, VA will assuredly con-
tinue certain fragmentation of care veterans experience today into the future. Vet-
erans could be left unassisted across different providers and care settings, fostering
frustrating and unsafe patient experiences, leading to medical errors, waste, and du-
plication that foster poor overall quality of care.

Mr. Chairman and Members of the Committee, thank you for the opportunity to
present this testimony. DAV will be pleased to respond to any questions on the top-
ics discussed in this statement that need additional information or clarification.

———

Prepared Statement of Carl Blake

Chairman Benishek, Ranking Member Brownley, and members of the Sub-
committee, on behalf of Paralyzed Veterans of America (PVA), I would like to thank
you for the opportunity to testify today. We appreciate the fact that the Sub-
committee is addressing the very serious question of eligibility for health care serv-
ices for veterans through the Department of Veterans Affairs (VA) community care
plan. Let me say up front, that PVA generally thinks that the VA plan is a very
good one. It clearly represents a model of how health care should be delivered. In
fact, it mirrors in many ways the veterans’ health care reform framework that PVA,
along with our partners in The Independent Budget-Disabled American Veterans
and Veterans of Foreign Wars-have presented to the full Committee, as well as to
Senate VA Committee, the Commission on Care and the VA itself.

As eligibility dictates access to veterans health care, so too does the capacity of
the systems providing that care. Over the years, the VA health care system has re-
lied on a number of methods and standards to measure access and timeliness of
health care delivery. Prior to the scandal that enveloped the VA health care system
in the spring of 2014, the Department’s wait-time goal was 14 days from a veterans
preferred date for existing patients or 14 days from the date an appointment re-
quest was created for new patients. After the health care access crisis exposed that
the 14-day goal was unattainable, VA reevaluated its standard and moved to 30
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days from a veteran’s preferred date. Less than a year later, VA changed its wait-
time standard again to facilitate the implementation of the Veterans Choice Pro-
gram. In an attempt to align its standards with industry best practices, VA elected
to base its wait-time goal on clinical need first and rely on a veteran’s preference
when a clinically indicated date was not identified. There is no evidence to suggest
that arbitrary wait-time standards are indicative of quality, rather they are bureau-
cratic tools to self-assess output performance. They are not a measure of quality
care and to suggest otherwise is unfounded.

Over the years, VA has also relied upon a number of geographic-based access
standards to determine eligibility. Through the Strategic Capital Investment Plan-
ning (SCIP) process, dating back to its fiscal year 2008 budget request, VA has used
a 60-minute drive-time distance for veterans who live in urban areas and 90 min-
utes for veterans who live in rural areas as a standard for specialty care. In 2013,
VA’s long range SCIP process began to include a corporate target of 70 percent of
veterans having access to VA primary care within a 30-minute drive time in urban
areas and 60 minutes in rural areas. Additional geographic-based standards have
accompanied statutory programs, to include 40 miles from a primary care provider
(as well as 30 days) for the Veterans Choice Program, or 60-minute drive time from
primary care, 120 minutes from acute care, and 240 minutes from tertiary care
under Project ARCH. VA has also established geographic-based network standards
for contracted programs. Under Project HERO, VA required Humana to provide ac-
cess to required services within 50 miles of a veteran’s home. Under PC3, HealthNet
and TriWest are required to provide health care options within a 60 minute drive
for veterans who live in urban areas, 120 minutes for veterans who live in rural
areas, and 240 minutes for veterans who live in highly rural areas, when seeking
general care. For veterans who need a higher level of care, the PC3 network must
provide them with options within 120 minutes for urban areas, 240 minutes for
rural areas, and an acceptable community standard for highly rural veterans. Geo-
graphic-based access standards are another means of narrowing the scope of how
VA measures its performance and simplifies the budgeting projections. Geographic-
based access standards are not derived from industry best practices for the provision
of health care.

The independent assessment on access standards conducted by the Institute of
Medicine (IOM) determined that industry benchmarks for health care access vary
widely throughout the private sector. IOM was unable to find national standards
for access and wait-times similar to the Veterans Choice Program’s 40-mile and 30-
day standards. Instead of focusing on set mileage or days-based calculations, IOM
found that industry best practices focus on clinical need and the interaction between
clinicians and their patients. PVA, along with our partners in The Independent
Budget, strongly agrees with the IOM’s recommendation that “decisions involving
designing and leading access assessment and reform should be informed by the par-
ticipation of patients and their families. 1” We believe that this concept will also best
serve the needs of our members and all veterans.

The Independent Budget has reported for years that VA’s access standards are not
aligned with veterans’ perceptions. Moreover, the IB firmly believes that federally
regulated, arbitrary access standards, such as living 40 miles from a VA clinic or
waiting up to 30 days for an appointment, should not inhibit a veteran’s access to
care. That is why we propose to move away from federally regulated access stand-
ards. Under the IB’s framework, access to care would be a clinically based decision
made between a veteran and his or her doctor or health care professional. Once the
clinical parameters are determined, veterans would be able to choose among the op-
tions developed within the network and schedule appointments that are most con-
venient to them. Veterans not satisfied with clinical determinations or scheduling
options would be able to seek a second clinical review of their health care needs.

The irony of all these access standards is PVA members often travel farther than
any of the other special populations of veterans served by VA, or even veterans in
general seeking care from VA. It is not unusual for PVA members, and other vet-
erans with spinal cord injury or disease (SCI/D), to travel hundreds of miles to reach
one of the 25 spinal cord injury centers located around the country. They do this
because the VA SCI system of care is far and away the best option they have to
meet their specialized health care needs. The access problems these veterans face
are usually not wait times or distance, but the cost of travel. As a result, veterans
may wait to be seen until their condition deteriorates, requiring more costly and in-
tensive care. Congress should expand travel benefits to non-service connected, dis-
abled veterans, to ensure they are able to receive quality specialty care. This Sub-

1IOM (Institute of Medicine). 2015. Transforming Health Care Scheduling and Access: Getting
to Now. Washington, DC: The National Academies Press
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committee is reviewing the question of eligibility without even considering this im-
portant fact. PVA believes that the 30-day and 40-mile eligibility standards that de-
termine access under the new Veterans Choice Program (VCP) do not consider what
is best for veterans with catastrophic disabilities, to include SCI/D. Moreover, arbi-
trary access standards will not increase eligibility or guarantee timely, quality care.

PVA strongly believes that veterans have earned and deserve to receive high qual-
ity, comprehensive, accessible and veteran-centric care. In most instances, VA care
is the best and preferred option, particularly for veterans with SCI/D and other spe-
cialized health care needs. However, we acknowledge that VA cannot provide all
services to all veterans in all locations at all times. This became clear from the ac-
cess crisis that came to the forefront in April 2014 and has continued to burden the
VA as more and more veterans seek care from, and through, VA. Adequate re-
sources should be devoted to building a comprehensive health care system within
VA supported by a dynamic, integrated health care network that leverages private
sector providers and other public health care systems to expand viable options. This
is essentially the concept the VA has proposed in its community care consolidation
plan and is mirrored by the framework the IB has presented as well.

PVA supports the idea to move beyond arbitrary federal standards regulating vet-
erans’ access to care in the community. However, we are not convinced that the VA’s
plan goes quite far enough. We believe it is time to move towards a health care de-
livery system that keeps clinical decisions about when and where to receive care be-
tween a veteran and his or her doctor-without bureaucrats, regulations or legislation
getting in the way.

PVA, and our IB partners, also supports the plan to expand emergency treatment
and urgent care in the community. However, we strongly oppose the proposal for
an across the board $100 co-payment for emergency care and $50 for urgent care.
This proposal seemingly makes no exception for veterans with service-connected dis-
abilities or who are currently exempted from co-payments. These veterans should
not be required to bear a cost-share as it may disincentive the veteran or their care-
giver from accessing emergency treatment or urgent care. For many disabled vet-
erans who are unable to work and living off their earned benefits, a trip to an ur-
gent care clinic for $50 might be just enough of a burden that they delay being seen.
We know this delay means an increased chance that something as seemingly benign
as a small wound becomes a costly infection.

As an alternative, VA should consider establishing a national nurse advice line
to help reduce overreliance on emergency room care. The Defense Health Agency
(DHA) has reported that the TRICARE Nurse Advice Line has helped triage the
care TRICARE beneficiaries receive. Those who are uncertain if they are experi-
encing a medical emergency, and would otherwise visit an emergency room, call the
nurse advice line and are given clinical recommendations for the type of care they
should receive. Such an advice line must have available SCI trained providers, who
are able to identify potential complications specific to an SCI veteran. As a result,
the number of beneficiaries who turn to an emergency room for their care is much
lower than those who intended to use emergency room care before they called the
nurse advice line. By consolidating the nurse advice lines and medical advice lines
many VA medical facilities already operate, VA would be able to emulate DHA’s
success in reducing overreliance of emergency room care without having to increase
cost-shares for veterans.

Additionally, PVA, as well as the IB, has raised serious concerns with the require-
ment that eligible veterans must be “active health care participants in VA” in order
to access these benefits. The strict 24-month requirement is extremely problematic
for newly enrolled veterans, many of whom have not been afforded the opportunity
to receive a VA appointment due to limited capacity, despite their timely, good faith
efforts to make appointments following their separation from military service. This
barrier has caused undue hardship on veterans who are undergoing the difficult
transition from military service back to civilian life, and has resulted in veterans
receiving unnecessarily large medical bills through no fault of their own. VA is
aware of this problem and has requested the authority to make this exemption;
however, the consolidation plan does not specifically address this needed change.
Furthermore, this restriction could negatively impact healthier veterans who do not
need as much health care as others and may go more than two years without ac-
cessing VA care. This requirement could encourage veterans to seek unnecessary
services from VA in order to remain eligible for VA’s emergency and urgent care
services.

Ultimately, a comprehensive health care network should not be designed to limit
eligibility and exclude veterans seeking care. PVA has long argued that limiting eli-
gibility to VA health care services undermines the intention of the Affordable Care
Act (ACA). PVA played a key role in ensuring that VA health care was deemed ac-
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ceptable coverage under the ACA. And yet, millions of veterans are still denied en-
rollment into the VA due to the prohibition on new Priority Group 8 enrollments.VA
should immediately lift the ban on Priority Group 8 enrollments to make veterans
who need health care eligible for these critical services. If VA will not make that
decision, then Congress should pass legislation to do so.

Mr. Chairman, I would like to thank you once again for the opportunity to testify.
We encourage this Subcommittee, and all of Congress, to closely examine the VA’s
community care consolidation plan and provide the necessary resources and support
to see this plan through to implementation. While there are issues that must still
be worked out with this plan, this is a real step towards ensuring greater access
to critical health care services for veterans. We would be happy to answer any ques-
tions that you might have.

Information Required by Rule XI 2(g)(4) of the House of Representatives

Pursuant to Rule XI 2(g)(4) of the House of Representatives, the following infor-
mation is provided regarding federal grants and contracts.

Fiscal Year 2016

Department of Veterans Affairs, Office of National Veterans Sports Programs
& Special Events - Grant to support rehabilitation sports activities - $200,000.

Fiscal Year 2015

Department of Veterans Affairs, Office of National Veterans Sports Programs
& Special Events - Grant to support rehabilitation sports activities - $425,000.

Fiscal Year 2014

No federal grants or contracts received.

Disclosure of Foreign Payments

Paralyzed Veterans of America is largely supported by donations from the general
public. However, in some very rare cases we receive direct donations from foreign
nationals. In addition, we receive funding from corporations and foundations which
in some cases are U.S. subsidiaries of non-U.S. companies.
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Carl lives in Fredericksburg, Virginia with his wife Venus, son Jonathan and
daughter Brooke.

———

Prepared Statement of Duane Williams

Chairman Benishek, Ranking Member Brownley and distinguished Members of
the Subcommittee:

On behalf of the Iraq and Afghanistan Veterans of America (IAVA) and our
425,000 members and supporters, thank you for the opportunity to share our views
with you at today’s hearing: “Choice Consolidation: Evaluating Eligibility Require-
ments for Care in the Community.”

By way of introduction, I am retired from the U.S. Army having served 26 years
on active duty and 6 additional years in the reserve component. Currently I serve
as the Chairman of the Veterans Affairs Advisory Board of DeKalb County, Georgia,
which is responsible for the county’s veteran recognition, advocacy and research pro-
grams on behalf of its 41,000 veterans. I also serve IAVA as a Georgia Leadership
Fellow, focusing on veteran leadership development, policy advocacy and team build-
ing. These experiences help me better understand the needs of veterans but also the
challenges they face accessing quality care in a timely and efficient manner.

TAVA is proud to have previously testified in front of this Subcommittee recom-
mending the need for consolidation of care in the community for veterans enrolled
in VA health care, and we applaud Congress for requiring VA to put forward a plan
for consolidation. We also want to recognize senior leaders at VA for acknowledging
the need for consolidation and providing an inclusive, veteran-centric and trans-
parent plan.

Last year, when the Surface Transportation and Veterans Health Care Choice Im-
provement Act of 2015 became law, it helped begin the process of removing a lot
of confusion for veterans. However, according to IAVA’s most recent Member Sur-
vey, only five percent of respondents had taken advantage of the Choice Program,
and their reviews on satisfaction were mixed. For the 95 percent of IAVA members
who had not used it, 43 percent reported not using it because of confusion as to how
to use it. It’s clear that simplification is needed.

Confusion over the Choice Card is not the only barrier to accessing timely and
quality care. In IAVA’s member survey, nearly half of the respondents were not
even familiar with the Choice Program.

In my home of Atlanta, Georgia, the enrollment for health care at the Atlanta VA
Medical Center (VAMC) is growing faster than the capability for primary care. Ac-
cording to VA population data, the number of veterans residing in the 28-county
metropolitan Atlanta area in 2013 was 294,000. The 2014 VA population data re-
flects more than 361,000 veterans living in that same area. To meet this increased
use, in the past 18 months, the Atlanta VAMC has hired an additional 600 employ-
ees.

Related to this move, on January 20, 2016, Atlanta VAMC stated the current wait
for VA initial primary care appointments was at 60 days, but after speaking to the
VISN 7 VHA Director on January 26, she advised me she was able to help the At-
lanta VAMC Director reduce the 60-day wait time down to 20.6 days. If this number
holds true, the reduction in wait time by nearly 40 days in the matter of 6 days,
is remarkable. We hope other VA medical centers will follow suit, and we hope this
Subcommittee will continue to monitor, analyze and ensure accuracy of wait time
data, including at the Atlanta VAMC.

As Congress hopefully moves forward to simplify a confusing process for veterans,
TAVA highly recommends Congress work with VA and use its plan as the frame-
work for legislation in order to avoid one-off proposals that are misinformed or put
politics ahead of veterans. After all, it was Congress who provided the numerous
different plans that added to the confusion and inefficiencies which resulted in the
need to consolidate care. We believe Congress should be mindful of these lessons,
learn from them and leverage the VA’s plan as the framework for consolidation of
care moving forward.

Our second concern centers around VA’s ability to effectively implement a plan
to consolidate care across their enterprise in a way that avoids many of the mis-
takes made during the implementation of Choice and truly puts veterans at the cen-
ter of every decision. While the VA Budget and Choice Improvement Act of 2015
extended provider eligibility to any health care provider meeting VA criteria, the VA
must use this opportunity to streamline and standardize the requirements for med-
ical documentation. Under the Choice Act of 2014, reimbursement rates for non-VA
providers is limited to no more than the MEDICARE reimbursement rate, thus
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standardizing and reducing administrative requirements can remove a barrier to
more providers joining the network.

The VA intends for its health delivery model to be the patient-centered medical
home for the veterans under its care; therefore, the VA holds responsibility for di-
rect coordination of services for each veteran. Care coordination is one of the core
functions of primary care. A significant number of the VA’s patient needs are com-
plex, and as the complexity increases, the challenges in facilitating the delivery of
the appropriate care increases. Factors that increase the complexity of care include:
multiple chronic health problems, the social vulnerability of the patient, the number
of providers and the patient’s ability to coordinate their care. Due to the significant
number of VA patients with anxiety disorders, dementia, depression and kidney fail-
ure, it is necessary for the VA to maintain significant control and accountability for
the provision of veterans’ care.

To address these inconsistencies and shortcomings, IAVA recommends the VA
continue to collaborate with all stakeholders who share their vision of putting the
veteran first and focus on values-based leadership in an attempt to change the cul-
ture of VA across the country. Given the shortcomings related to training frontline
personnel on the implementation of Choice and customer service generally, the VA
should also continue its efforts with myVA and make sure all VA employees are
trained properly and consistently on the VA plan to consolidate care.

Finally, IAVA encourages everyone, Congress, VA, VSOs, industry and other
stakeholders, to place an increased importance on the quality of care veterans are
receiving, especially new providers who have not served veterans since their resi-
dency training. It is important under the medical home model of primary care that
the VA continues to coordinate and be accountable for the care provided to veterans
given the complexity of care required.

In closing, IAVA would like to thank this Subcommittee for your leadership and
continued commitment to our veterans. It is a privilege to testify in front of the Sub-
committee today, and we reaffirm our commitment to working with Congress, VA
and our VSO partners to ensure veterans have access to the highest quality care
available, and our country fulfills its sacred obligation to care for those who have
borne the battle. We do believe there is an opportunity to transform the VA for to-
day’s veterans if we all work together.

Thank you, and I'd be happy to answer any questions you may have.

Biography

As Leadership Fellow, Mr. Williams is a catalyst for veteran leadership develop-
ment, policy advocacy and team building. He spent 26 years in the Army, two years
in the National Guard and four years in the Army Reserves. In his last combat as-
signment, he was responsible to the MNFI Surgeon and MNFI Commanding Gen-
eral for independent coordination with various government and non-governmental
agencies to support health sector partnership programs with the Iraqi government.
He is currently the Chairman of the Veterans Affairs Advisory Board of DeKalb
County, Georgia, responsible for the county’s veteran recognition, advocacy and re-
search programs on behalf of the 41,000 veterans in one of Georgia’s largest coun-
ties. Mr. Williams holds advanced degrees in Religion and Public Policy.

Statement on Receipt of Grants or Contract Funds

Neither Mr. Williams, nor the organization he represents, Iraq and Afghanistan
Veterans of America, has received federal grant or contract funds relevant to the
subject matter of this testimony during the current or past two fiscal years.

———

Prepared Statement of Baligh Yehia, M.D.

Good morning, Chairman Benishek, Ranking Member Brownley, and Members of
the Committee. Thank you for the opportunity to discuss the Department of Vet-
erans Affairs’ (VA) proposal to consolidate VA’s community care programs to in-
crease access to health care, specifically the portion of the proposal that would
streamline eligibility criteria to reduce confusion and frustration among Veterans,
community providers, and VA staff. I am accompanied today by Kristin
Cunningham, Director, Business Policy in VHA’s Chief Business Office.

VA is committed to providing Veterans access to timely, high-quality health care.
In today’s complex and changing health care environment, where VA is experiencing
a steep increase in demand for care, it is essential for VA to partner with providers
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in communities across the country to meet Veterans’ needs. To be effective, these
partnerships must be principle-based, streamlined, and easy to navigate for Vet-
erans, community providers, and VA employees. Historically, VA has used numerous
programs, each with their own unique set of requirements, to create these critical
partnerships with community providers. This resulted in a complex and confusing
landscape for Veterans and community providers, as well as VA employees.

Acknowledging these issues, VA is taking action as part of an enterprise-wide
transformation called MyVA. MyVA will modernize VA’s culture, processes, and ca-
pabilities to put the needs, expectations, and interests of Veterans and their families
first. Included in this transformation is a plan for the consolidation of community
care programs and business processes, consistent with Title IV of the Surface Trans-
portation and Veterans Health Care Choice Improvement Act of 2015, the VA Budg-
et and Choice Improvement Act, and recommendations set forth in the Independent
Assessment of the Health Care Delivery Systems and Management Processes of the
Department of Veterans Affairs (Independent Assessment Report) that was required
by Section 201 of the Veterans Access, Choice, and Accountability Act of 2014
(Choice Act).

On October 30, 2015, VA provided Congress with its plan for the consolidation of
all purchased care programs into one New Veterans Choice Program (New VCP).
The New VCP will include some aspects of the current Veterans Choice Program
established by section 101 of the Choice Act and incorporate additional elements de-
signed to improve the delivery of community care.

One aspect to the New VCP would be establishing clear eligibility requirements
for community care. Currently, overlapping eligibility criteria for different methods
of accessing community care creates confusion among Veterans, community pro-
viders, and VA staff. Eligibility to enroll in and access VA’s health care system
would not change with the New VCP. However, the New VCP would define a single
set of eligibility requirements for the circumstances under which Veterans may
choose to receive health benefits from community providers as well as expand and
simplify access to emergency treatment and urgent care. This will enable timely and
convenient access to care in alignment with best practices.

Background

Current eligibility creates confusion due to multiple, overlapping criteria for each
different method of purchasing care. The New VCP would reduce confusion by
standardizing requirements across facilities regarding when a Veteran may choose
to receive community care, while still providing local flexibility to respond to unique
needs of Veterans (e.g., local services, geography, and unusual or excessive burden).
The need for simplifying eligibility criteria directly addresses the recommendation
to “streamline programs for providing access to purchased care and use them strate-
gically to maximize access” outlined in the Independent Assessment Report!. The
eligibility criteria will be grouped into the following categories:

B Hospital Care and Medical Services: Patient eligibility criteria for the New
VCP will provide Veterans with timely and convenient access to care based on
wait times, distance to a VA Primary Care Provider (PCP), or availability of
services.

B Emergency Treatment and Urgent Care: Eligibility criteria will increase
access to these services and simplify access rules to prevent the denial of
claims for the appropriate use of these services.

B Outpatient medication and Durable Medical Equipment (DME): ex-
tended care services: Eligibility criteria will not be altered as any adjust-
ment would constitute a fundamental change to the VA health benefit.

VA compared the current eligibility criteria for purchasing community care to
commercial health plans and Federal program approaches to develop the New VCP
criteria. A number of findings from this review informed design of the patient eligi-
bility criteria for the New VCP.

Eligibility for VA Health Benefit and Eligibility for Community Care

Eligibility for community care is independent of eligibility to enroll in VA health
benefits. A Veteran must be eligible for and enrolled in the VA health benefit before
VA will evaluate the Veteran for eligibility for community care. Eligibility for enroll-
ment in the VA health benefit is based on level of Service-Connected (SC) disability,
other special authorities (e.g., awardees of the Medal of Honor and former Prisoners
of War), and income. These characteristics determine a Veteran’s enrollment pri-

1Independent Assessment Report Section B: Health Care Capabilities
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ority group. Enrollment priority groups range from 1 to 8, with 1 being the highest
priority. All enrolled Veterans enjoy access to VA’s comprehensive medical benefits
package; however, some benefits (e.g., dental care) have additional statutory eligi-
bility requirements. After a Veteran is enrolled in VA health care, the eligibility cri-
teria for VA’s various methods for purchasing care in the community then can be
applied to determine when a Veteran may receive his or her health benefits outside
of a VA facility.

Unique Considerations for VA

There are a number of factors that make VA unique compared to commercial
health plans.

B Coverage - VA is required to provide coverage to Veterans in areas where VA
does not have physical facilities or an established provider network. Commer-
cial health plans generally do not offer products where they cannot meet cov-
erage requirements.

B Other Health Insurance (OHI) - Approximately 78 percent of Veterans have
OHI and only rely on VA for certain services (e.g., hearing aids and eye-
glasses). Changing the services Veterans are eligible to receive in the commu-
nity or what they pay for those services could affect Veteran’s reliance on VA
versus OHI, including TRICARE, Medicare, and Medicaid.

B Teaching and Research Missions - In addition to providing high-quality
care to men and women Veterans, VA has research and education missions
critical to the VA system and the nation as a whole. In 2014, VA supported
2,224 medical and prosthetic research projects totaling $586 million in re-
search investment2 and provided clinical training to 41,223 medical residents,
22,931 medical students, 311 Advanced Fellows, and 1,398 dental residents
and dental students3. In addition, many Veterans value participation in VA
training and research and consider them to be an important part of the VA
care experience. Over time, decreasing utilization of VA facilities may jeop-
ardize VA’s ability to deliver on these missions.

Current State

VA has multiple sets of eligibility criteria for the various authorities and methods
of purchasing community care. Several of these criteria overlap, creating confusion
among Veterans, community providers, and VA staff and providers. Broadly, these
criteria have focused on providing surge capacity and have been grouped into three
categories:

1. Wait-Times for Care: VA was not able to provide the service within an accept-
able time frame, based on medical need.

2. Geographic Access/Distance: A VA facility was not available within an ac-
ceptable travel distance of the Veteran’s home.

3. Availability of Service: A facility in the local VA network either did not pro-
vide the required service or there was a compelling reason why the Veteran
needed to receive care from a community provider.

Additionally, eligibility varies by the category of care (hospital care and medical
services; and emergency treatment):

Emergency Treatment

Currently, a Veteran is eligible to receive emergency treatment through commu-
nity care by authority of 38 United States Code (U.S.C.) Section 1703, 38 U.S.C.
Section 1725, and 38 U.S.C. Section 1728. Eligibility for emergency treatment varies
by authority.

Since determination of these claims is nuanced, and unclear for Veterans, there
are a large number of denied claims. When denied, the financial responsibility for
these claims, which can be substantial, often falls on Veterans or their OHI, result-
ing in unanticipated financial challenges for Veterans. As an example, between the
beginning of FY 2014 and August 2015, approximately:

B 89,000 claims were denied because they did not meet the timely filing require-
ment.

B 140,000 claims were denied because a VA facility was determined to have been
available.

B 320,000 claims were denied because the Veteran was determined to have OHI
that should have paid for the care.

2Source: Veterans Health Administration, Office of Research and Development
3 Source: Veterans Health Administration, Office of Academic Affiliations
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B 98,000 claims were denied because the condition was determined not to be an
emergency. 4

In FY 2014, approximately 30 percent of the 2.9 million emergency treatment
claims filed with VA were denied, amounting to $2.6 billion in billed charges that
reverted to Veterans and their OHI. Many of these denials are the result of incon-
sistent application of the “prudent layperson” standard from claim to claim and con-
fusion among Veterans about when they are eligible to receive emergency treatment
through community care. Additionally, VA is not authorized to reimburse Veterans
for urgent care, which is typically lower cost than emergency treatment, and encour-
ages health care in the appropriate setting.

Future State

The objective of the New VCP is to create a set of criteria that are simple and
intuitive for Veterans, community providers, and VA staff. This will be accomplished
by eliminating the multiple overlapping criteria for accessing Hospital Care and
Medical Services, including Dentistry, in the community. The single, nationally de-
fined set of eligibility criteria for the New VCP can be consistently implemented
while providing VA facilities the flexibility to respond to unique circumstances, such
as excessive burden in traveling to a VA facility or the medically-indicated need to
see a provider in a timeline shorter than the VA wait-time standard for a service.
In addition, the New VCP includes simple criteria for accessing Emergency Treat-
ment and Urgent Care. This should increase access and reduce denied claims while
incentivizing appropriate use of these services.

Eligibility criteria for each category of care are as follows.

Hospital Care and Medical Services

The eligibility criteria for Hospital Care and Medical Services, including Dentistry
services, in the community will continue to be focused broadly on wait-times for
care, geographic access/distance, and availability of services. The criteria will be
streamlined into a single set of rules applied across the VA health care system. To
ensure VA meets the unique needs of Veterans, VA will have flexibility at the local
level through clarified guidance on exceptions. The process also will include clear
appeal and grievance mechanisms for Veterans to dispute eligibility determinations.

When Veterans are determined to be eligible for community care, VA will provide
them with information on providers and appointment availability at VA and in the
community. This will allow Veterans to choose a convenient appointment from the
provider of their choice. The primary change in this proposed vision is to focus eligi-
bility for geographic access/distance on access to a PCP. PCPs play a critical role
in coordinating care and providing preventative care, so convenient access is nec-
essary. Veterans eligible for the New VCP under either of the geographic access/dis-
tance criteria will have the option to choose a community PCP. The community PCP
could then refer the Veteran to specialty care in the community or at VA as appro-
priate and authorized by VA. This approach is consistent with best practices, which
emphasize providing access to a PCP.

Emergency Treatment and Urgent Care

As part of the New VCP, VA had proposed an update to emergency treatment and
urgent care in the community authorities, as one option to attempt to simplify Vet-
erans’ experiences in seeking care. VA estimated that the expanded emergency
treatment and urgent care proposal could cost over $1.5 billion, independent of other
aspects of the New VCP.

Conclusion

As VA continues to refine its health care delivery model, we look forward to pro-
viding more detail on how to convert the principles outlined in VA’s plan into an
executable, fiscally-sustainable future state. In addition, VA plans to review feed-
back and potentially incorporate recommendations from the Commission on Care
and other stakeholders including Veterans, community providers, VA staff, and in-
dustry leaders. VA will work with Congress and the Administration to refine the
approach described in the plan, with the goal of improving Veteran’s health out-
comes and experience, as well as maximizing the quality, efficiency, and sustain-
ability of VA’s health programs.

Delivering the New VCP will not be successful without approval of recommended
legislative changes and recommended budget. Expanded Access to Emergency Treat-
ment and Urgent Care is important in providing Veterans with appropriate access

4Source: VHA Chief Business Office, Office of Informatics
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to these services, but is severable from other aspects of the program and could be
implemented separately. VA is willing to work with Congress to address the cum-
bersome emergency treatments authorities which have a negative impact on Vet-
erans both reducing access to critical services and increased financial liability.

Transformation of VA’s community care program will address gaps in Veterans’
access to health care in a simple, streamlined, and effective manner. This trans-
formation will require a systems approach, taking into account the interdependent
nature of external and internal factors involved in VA’s health care system. MyVA
will guide overall improvements to VA’s culture, processes, and capabilities and the
New VCP will serve as a central component of this transformation. VA looks for-
ward to a successful implementation of the New VCP and partnering with Congress
to support requested legislative authorities and additional resources. This trans-
formation will position VA to improve access to care, expand and strengthen rela-
tionships with community providers, operate more efficiently, and improve the over-
all Veteran’s experience.

Thank you. We look forward to your questions.

———

Statements For The Record

MILITARY OFFICERS ASSOCIATION OF AMERICA

CHAIRMAN Benishek, RANKING MEMBER Brownley, and Members of the Sub-
committee, on behalf of the more than 390,000 members of the Military Officers As-
sociation of America (MOAA), I am grateful for the opportunity to present MOAA’s
views on the Department of Veterans Affairs (VA) eligibility requirements as out-
lined in its proposed Plan for Consolidating Community Care.

MOAA does not receive any grants or contracts from the federal government.

MOAA is grateful for the Subcommittee’s steadfast commitment and exceptional
support to our nation’s veterans and their families. Notably, the passage of the two
key bills, the Veterans Access, Choice and Accountability Act of 2014 (VACAA P.L.
113-146, or the Choice Act) and the Title IV of the Surface Transportation and Vet-
erans Health Care Choice Improvement Act of 2015 (VA Budget and Choice Im-
provement Act), as well as additional funding to address shortfalls in several Vet-
erans Affairs Health Administration (VHA) accounts. These bills and funding are
foundational steps to reforming VA to better serve our veterans and their families.

The Secretary of VA, Bob McDonald, and his leadership team have also committed
significant resources and attention to not only fixing current access problems, but
are also moving swiftly to implement reform through a major effort called MyVA.
We applaud the Secretary’s vision and determination to get MyVA implemented and
institutionalized as much as possible before leaving office.

EXECUTIVE SUMMARY

The guiding question before the Subcommittee today is, “Will the eligibility re-
quirements outlined in the Department of Veterans Affairs’ (VA) plan to Consolidate
Community Care Programs be sufficient to increase access to care among veteran
patients?”

The Military Officers Association of America (MOAA) appreciates the opportunity
to explore the question with the Subcommittee and to share our thoughts on the
Secretary’s proposed New Veterans Choice Program (VCP) Plan, congressionally
mandated in Title IV, Surface Transportation and Veterans Health Care Choice Im-
provement Act of 2015.

Generally, MOAA supports the plan to consolidate VA’s multiple and disparate
purchased care programs into one New VCP. We believe it has the potential to im-
prove and expand veterans’ access to health care. Much depends, however, on the
Department’s success in working with its employees, Congress, the VA Commission
on Care, veterans and military service organizations (VSOs/MSOs), and other stake-
holders as the agency moves forward in developing and implementing the plan.

MOAA commends VA Secretary Bob McDonald for his MyVA vision and tenacious
leadership as he leads the largest and most complex integrated health system in
America in a new direction, seeking to transform the Department into a veteran-
centric organization by “modernizing VA’s culture, processes, and capabilities in
order to meet the needs, expectations, and interests of Veterans and their families
first.” We are also pleased to see the New VCP aligns with the Secretary’s MyVA
transformation efforts.
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VA established a strong communications channel and process to engage stake-
holders. This unprecedented collaborative process included frequent and ongoing di-
alog and feedback which continues today as VA moves forward in further developing
and implementing the plan. Such effort indicates VA’s sincere commitment to put-
ting veterans and families first and is at the center of its plans for consolidating
community care.

While MOAA is very encouraged by the Secretary’s transformation efforts, we re-
spectfully urge Congress, the Commission on Care and the VA to:

e Adopt The Independent Budget’s (IB) recent concept paper, a Framework for
Veterans Health Care, incorporating the Disabled American Veterans (DAV),
Paralyzed Veterans of America (PVA) and the Veterans of Foreign Wars (VFW)
recommendations for transforming the VHA into a more robust system of health
care for veterans.

e Eliminate the current arbitrary federal access standards (based on wait times,
distance to a VA facility, or availability of services) and consider establishing
a new clinically-based standard for both in-house and community care, where
decision-making involves the veteran (including family/caregivers) and physi-
cian or medical professional in the process (per the IB VSOs) to provide a less
complicated standard for accessing care.

e Support VA’s plan for expanding access to emergency treatment and urgent
care services, but oppose the copay requirement for veterans accessing such
care, particularly those with service-connected conditions.

e Direct resources and funding at modernizing the VA human resources system
and requiring VA to implement a workforce management and succession plan-
ning strategy for attracting, training, retaining, and sustaining high quality
personnel.

The ultimate test of any successful reform is whether VA is able to deliver the
things veterans and their families value most-high quality, accessible, comprehen-
sive, and culturally competent medical care and services that will meet their unique
needs and circumstances.

BACKGROUND

The MyVA initiative was launched soon after Secretary McDonald’s confirmation
and the passage of the Choice Act. MyVA is an enterprise-wide transformation ini-
tiative. According to the Secretary, the initiative will modernize VA’s culture, proc-
esses, and capabilities to put the needs, expectations, and interests of Veterans and
their families first.

Issues related to access to medical care have long plagued the system. After news
broke of secret waiting lists at the Phoenix, Arizona VA medical hospital in the
early 2014, MOAA wrote a letter to the President and leaders of the House and Sen-
ate Veterans Affairs Committees to say bureaucratic red tape and gross inefficien-
cies were preventing veterans from accessing care and required immediate atten-
tion.

MOAA urged the President to establish an independent, high-level commission to
examine the VHA to better understand the challenges that lie ahead so the VA is
prepared to meet the long-term needs of millions of veterans who have served our
nation. Lawmakers heard our message and passed the Veterans Choice Act on Au-
gust 7, 2014, which included establishing a VA Commission on Care.

The Commission was established on August 7, 2015 to examine the access of vet-
erans to health care from VA and how best to organize VHA, locate health care re-
sources, and deliver health care to veterans over the next 20 years. It is expected
to submit its findings and recommendations to the VA and Congress early this year.

The Choice Act also directed an independent study to look at the delivery systems
and management processes of VHA in order to provide a holistic view of the system
and its relationship within the VA. The Independent Assessment was completed on
September 1, 2015.

Within three months of the passage of the Choice Act, VA implemented the Choice
Program on November 5, 2014. The program allows eligible veterans to receive
health care in their local communities from private or non-VA providers. But VA
struggled from the beginning to transition to the Choice Program. Accessing the pro-
gram was problematic and eligibility requirements were confusing and frustrating
not only to veterans, but also to VA employees and providers trying to implement
the program. As a result, veterans continued to experience long wait times for care.

At the urging of MOAA and several partners in The Military Coalition, VA ex-
panded the Choice Program rules on December 1, 2015. VA changed the eligibility
rules to measure distance from a veteran’s home of record to the closest VA facility
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using the more reasonable driving distance criteria rather than the former straight-
line method. The change increased patient eligibility so more veterans could get care
at private hospitals and clinics closer to home, more than doubling the number of
veterans eligible for the program.

Even with the change and more individuals eligible for the program, veterans con-
tinued complaining about having trouble accessing medical care through the Choice
Program.

On July 31, 2015, Congress took bold action by passing the VA Budget and Choice
Improvement Act to address lingering Choice Program problems and to fix a major
budget crisis that had been brewing in VA because of increased demand from vet-
erans for health care services.

The law provided for important modifications and enhancements to the Choice
Program, such as:

e Eliminating the prior enrollment date requirement of August 1, 2014 for vet-
erans to have been enrolled in the VA health care system, allowing all veterans
enrolled in VA health care to be eligible;

e Allowing the agency to waive the 30-day wait time for veterans needing care;

e Increasing the number of providers in the program; and,

e Changing the distance requirement, allowing veterans seeking primary care
who live within 40 miles of a VA medical facility, including a community-based
outpatient clinic that does not have a full-time physician to use Choice for that
care.

Additionally, the bill also provided some significant reforms to improve health
service delivery and access in the future, including directing the Secretary to submit
a plan to Congress by November 1, 2015, on how it will consolidate all non-VA care
programs under one, the Choice Program.

VA submitted its Plan to Consolidate Community Care Programs October 30,
2015. The plan proposes consolidation of all seven purchased care programs into one
New Veterans Choice Program called the New VCP.

CURRENT STATUS OF THE CHOICE PROGRAM

Despite frustrations with the Choice Program implementation, most agree there
has been significant progress in improving access in a relatively short period of
time. Though access to care is improving, VA continues to experience multiple sys-
temic issues across the agency, impacting current mission as well as its ability to
modernize to meet the growing demand and changing veteran population.

In fact, the 2015 Independent Assessment Report required by the VACAA cited
four systemic findings that impact VHA’s ability to execute its mission (Page xii):

A disconnect in alignment of demand, resources and authority.

Uneven bureaucratic operations and processes.

Non-integrated variations in clinical and business data tools.

Leaders are not fully empowered due to a lack of clear authority, priorities and
goals.

Although the veteran population is expected to decline over the next decade, a
unique mixture of demographic factors is leading to increased demand for VA serv-
ices and is expected to continue for the foreseeable future.

Aging Vietnam veterans are using more services at increased costs. Successful
marketing of the Choice Program to increase awareness has led veterans to seek
care who may previously have decided not to use the VA. The conclusion of conflicts
in Iraq and Afghanistan is bringing in a new generation of Post-9/11 veterans to
the system. A growing number of women veterans, now 10 percent of the military,
are seeking VA treatment at higher rates than their male counterparts.

Aging infrastructure; antiquated financial, human resource, and technology sys-
tems; and budget shortfalls further limit VA’s ability to make much-needed change
and improvements on its own.

Today’s VA health system is more complex and access requirements more com-
plicated than ever, even after decades of reform efforts and enhancements like the
Choice Program. Veterans must contend with a multiplicity of access points, eligi-
bility criteria and gatekeepers in trying to access health care and services. The ex-
periences of veterans using VA health care vary widely across the country. The in-
consistencies and complexities across the health system erode the trust and con-
fidence veterans have in their system, particularly when they are told that new pro-
grams like Choice will help them get the care they need sooner, rather than later.
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MOAA members reflect some of the mixed experiences and feelings veterans have
with VA health care, including accessing the Choice Program. Some of their com-
ments include:

e 90 Year Old Male WWII Veteran-“T've always had a great experience with my
audiology care and responsive service at the VAMC in Phoenix, Arizona.”

e 70+ Year Old Female Vietnam Veteran-“I did not intend to use the Choice
Program. I have always been satisfied with the responsive on- and off-site serv-
ices offered at the Sheridan, Wyoming VAMC. However, I was advised that I
“have no choice” with the inaccurately named VETERANS CHOICE PROGRAM.
I must acquiesce in the new procedures for off-site services or pay for those serv-
ices myself.The vets on the bottom of this avalanche of bureaucratic insanity are
worse off than ever in their access to timely healthcare.”

¢ 40+ Year Old Male OIF/OEF Veteran-“Thank goodness the VAMC in Los An-
geles, California stepped in and helped me get my benefits and medical care I
desperately needed.” This wounded warrior was forced out of the military with
no assistance in helping him with his transition. He ended up being rated 100%
unemployable, and the VAMC helped him get immediate medical care and serv-
ices, giving him and his family the longer term security they needed.

e 32 Year Old Male OEF Veteran-“I'll never go back to the Washington, DC
VAMC again.” This veteran was in a very unstable condition when coming to
MOAA for help. He was suffering with chronic pain and post-traumatic stress
from combat and had been sexually assaulted post-deployment before leaving
active duty. The system was unresponsive in helping him move up his appoint-
ment to see his primary care provider, directing him instead to seek care in the
emergency room if he thought he needed immediate mental health attention-
the ER would then send him to the clinic to see a behavioral health provider.

Implementing the Choice Program has brought to light many of the systemic
issues mentioned earlier and with it the perfect opportunity to consider a new vision
for VA health care that might otherwise have been missed.

VA has certainly embraced the opportunity for a new vision for reform in its New
VCP concept. The plan is a step in the right direction to simplify community care
and integrate the entire system to enhance the veterans’ experience and health out-
comes.

THE NEW VETERANS CHOICE PROGRAM (NEW VCP)

The Secretary and his staff deserve great credit for the work undertaken to co-
ordinate and produce the New VCP, particularly given the tight time constraints for
producing the end product. The proposed plan to consolidate community care pro-
vides a good foundation for Congress, the Commission on Care, the VA, and other
stakeholders to consider in the process of deliberating the future of VHA.

MOAA, like many of our VSO and MSO colleagues working with VA to develop
the New VCP concept, believes the plan offers the potential for expanding and im-
proving access to care, particularly for veterans in need of emergency services and
urgent care. Regardless of what the system of care in the future will look like, the
nation has a responsibility to ensure veterans have access to the care, benefits and
services they have earned, deserve and value.

The key elements of a health system veterans and their families/caregivers value
most include high quality, accessible, comprehensive, and veteran-centric care-a sys-
tem that is simple, easy to understand and navigate, and is seamless whether the
care is delivered in-house or in the community.

VA’s intent in its plan for consolidating community care program is to have “clear
eligibility criteria, streamline referral and authorization processes, make customer
support available when needed, and eliminate ambiguity around eligibility and per-
sonal financial obligations for care.”

VA states the New VCP criteria will also be flexible enough to respond to the
unique needs of veterans and eligibility requirements. This will be evaluated over
time depending on health care innovations and changes to the veteran population.

However, VA’s plan for hospital and medical services continues to base eligibility
on wait times, geographic access to care and availability of services. That is, the
same confusing and inconsistently applied eligibility criteria used in the current
Choice Program.

VA does propose expanding eligibility for emergency treatment and urgent care
services. MOAA is very supportive of the expansion but opposed to requiring vet-
erans to pay a cost share to access these services. VA’s plan would require copays
of $100 for emergency treatment and $50 for urgent care services for veterans with
or without a service-connected condition. We believe this is a major departure from
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current eligibility requirements and will negatively impact veterans and their fami-
lies. Such a requirement presents yet another set of criteria for VA to manage and
another impediment to veterans accessing care.

The new VCP is an ambitious plan. Any significant reform of VHA will require
strong, sustained leadership at all levels of the Department. Ten of the top 16 VHA
executives are new since the Secretary took office, and VA is facing some of the
most troubling human resource challenges of its time in recruiting, training, retain-
ing, and developing a viable workforce for the future.

Clearly, VA must reform. What remains to be seen is whether VA will have the
strong, consistent leadership, vision and commitment at all levels of the organiza-
tion necessary to drive the real, cultural and transformative changes needed across
the entire VA Health Administration (VHA)-one that remains focused on veterans
and is agile enough in adapting to the changing veteran population and advances
in American medicine.

At its January 2016 VA Commission on Care meeting, Dr. Kenneth Kizer, the
former Under Secretary of Health Administration from 1994-1999, told commis-
sioners the issues facing VA today aren’t much different from earlier times when
he led the last major reformation.

When commissioners asked him what needs to be done to fix VA, Kizer said,
“These are all fixable issues with the right leadership and commitment.” He went
on to say, “VA’s biggest challenge is leadership-the culture is driven by the right
leadership in the right places at all levels, including Congress.”

Multiple ideas and solutions to reform VHA have come forward in recent months,
providing a unique opportunity to take a fresh look at health care.

One such idea MOAA believes should be seriously considered is the Independent
Budget’s (IB) VSO concept. The IB’s Framework for Veterans Health Care approach
builds upon VA’s progress in transforming VHA, but goes beyond the legislative,
regulatory and bureaucratic constraints confining the system today.

For example, the IB recommends moving away from arbitrary federal access
standards to a clinically-based decision made between a veteran (to include family/
caregivers) and their physician or health care professional, offering great potential
for simplifying eligibility requirements and expanding access across the system, be-
yond just community care.

The IB framework starts with the idea of what a veterans’ health care system
should look like, rather than what VHA should look like. MOAA believes this is an
important distinction for the Commission on Care to consider when making its rec-
ommendations to Congress.

MOAA RECOMMENDATIONS

While MOAA is very encouraged by the Secretary’s transformation efforts, we
urge Congress, the Commission on Care and the VA to:

e Adopt the Independent Budget’s (IB) Framework for Veterans Health
Care approach by incorporating the concept recommendations in any
plans for transforming the VHA.

e Eliminate the current arbitrary federal access standards and establish

a new clinically-based standard for both in-house and community care,

to include veterans (and family/caregivers) and their physician or med-

ical professional in the decision-making process to yield a less com-
plicated standard for accessing care.

Support VA’s plan for expanding access to emergency treatment and ur-

gent care services, but oppose the copay requirement for veterans access-

ing such care, particularly those with service-connected conditions.

e Direct resources and funding at modernizing the VA human resources
system, requiring VA to implement a workforce management and succes-
sion planning strategy for attracting, training, retaining, and sus-
taining high quality personnel.

CONCLUSION

MOAA is grateful to the Members of the Subcommittee for your leadership in sup-
porting our veterans, their families and caregivers.

We look forward to working with Congress, the Commission on Care and the VA
as we seek to reform VHA into a world-class system that puts veterans and their
families/caregivers at the center of their health care.

Biography of Rene Campos, CDR, USN (Ret.)
Deputy Director, Government Relations
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Commander Rene Campos rejoined the MOAA staff in February 2015 as the Dep-
uty Director, Government Relations, managing matters related to military and vet-
erans’ health care, wounded, ill and injured, and caregivers. She previously helped
establish a military family program at MOAA, working on defense and military
quality of life programs and policy issues. In September 2007, she joined the MOAA
health care team, specializing in Departments of Defense and Veterans Affairs
health care systems, as well as advocating for seamless transition programs and
women in the military issues.

She began her 30-year career as a photographer’s mate, enlisting in 1973 and was
later commissioned a naval officer in 1982. Her last assignment was at the Pen-
tagon as the Associate Director, Office of Family Policy in the Office of the Deputy
Under Secretary of Defense for Military Personnel and Family Policy.

Commander Campos serves as a member of The Military Coalition (TMC) - a con-
sortium of nationally prominent uniformed services and veterans’ organizations, rep-
resenting approximately 5.5 million current and former members of the seven uni-
formed services, including their families and survivors, serving on the Health Care;
Morale, Welfare & Recreation and Military Construction, and Base Realignment &
Closure; Veterans; and Personnel, Compensation and Commissary Committees.

———

VETERANS OF FOREIGN WARS OF THE UNITED STATES

MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE:

On behalf of the men and women of the Veterans of Foreign Wars of the United
States (VFW) and our Auxiliary, thank you for the opportunity to offer our thoughts
on the Department of Veterans Affairs’ (VA) plan to consolidate its community care
programs.

The VFW strongly believes that veterans have earned and deserve timely access
to high quality, comprehensive, and veteran-centered health care. For the past year,
Congress and VA have devoted time and resources to determining when such care
should be delivered at VA medical facilities and when veterans should be afforded
the opportunity to receive care through private sector health care providers. To the
VFW the answer is simple: when a veteran and his or her doctor determine it is
clinically necessary, the highest quality and the most accessible option.

Since the access crisis erupted in the spring of 2014, the VFW has taken a
proactive approach to evaluating the state of the VA health care system. Through
our work we have collected direct feedback from tens of thousands of veterans re-
garding their experiences receiving health care. What we have learned is that vet-
erans turn to VA despite 80 percent of them having other health care options be-
cause they like the quality of care they receive, they believe VA health care is an
earned benefit, and VA is best suited to care for their service-connected injuries and
illnesses. While VA is the preferred option for eligible veterans, it is not always the
most convenient one. That is why the VFW strongly believes that community health
care providers must be integrated into the VA health care system to expand access
to timely, high quality, comprehensive and veteran-centric health care to the vet-
erans who rely on VA for their health care needs.

The VFW supports many aspects of VA’s plan to consolidate its community care
programs. Specifically, the VFW strongly supports VA’s plan that would move away
from federally mandated wait-time standards and enable veterans and their doctors
to determine how long they are clinically able to wait for their health care. We agree
with VA that the amount of time veterans wait for care should not be confined by
statute. The number of days a veteran is able to wait for care must be a determina-
tion based on his or her medical conditions and symptoms. For example, a veteran
who is likely to have heart complications and is experiencing chest pain cannot wait
30 days to be seen by a cardiologist, which is the current practice, regardless if it
is at a VA medical facility or private sector hospital. However, a veteran who re-
quires a routine medical examination may be able to wait longer than 30 days.

Furthermore, allowing access to be defined by a patient and his or her doctor
would align VA access standards with industry best practices. In a recent Institute
of Medicine (IOM) study on access standards, IOM recommended that “decisions in-
volving designing and leading access assessment and reform should be informed by
the participation of patients and their families.”

IOM’s study also recommends that VA “continuously assess and adjust the match
between the demand for services and the organizational tools, personnel, and overall
capacity available to meet the demand.” That is why the VFW supports VA’s intent
to create high performing networks based on the availability and capabilities of each
health care market. Doing so would ensure VA is able to identify private sector pro-
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viders who are ready and able to deliver timely, high-quality, comprehensive and
veteran-centric health care and empower those providers to care for America’s vet-
erans.

However, the VFW does not agree with VA’s plan to continue to use the arbitrary
40-mile standard to determine when veterans are afforded the opportunity to access
the private sector providers within its high performing networks. Instead of using
distance to determine when veterans are able to leave VA, distance should be used
to determine when VA must expand health care options to ensure all veterans are
afforded the opportunity to receive veteran-centric and coordinated care when they
need it and where it is most appropriate.

That is why the VFW strongly believes that private sector health care providers
who participate in VA’s high performing networks must be integrated into the VA
health care system and considered an extension of VA health care. Meaning, a vet-
eran must receive equal or greater quality of care through a high performing net-
work private sector provider than a veteran would receive from a VA medical facil-
ity. To the VFW, this includes the ability to seamlessly schedule and navigate from
a VA medical facility to a private sector provider and vice versa.

For example, a veteran who has a private sector primary care provider must be
able to schedule a specialty care appointment at a VA medical facility and have all
related medical records from that visit transmitted to the veteran’s provider to en-
sure the veteran’s care is integrated as it would be if he or she were receiving all
his or her care at a VA medical facility. Conversely, a veteran who receives his or
her primary care at a VA medical facility must have a seamless experience when
receiving specialty care through a network provider.

That is why the VFW believes that once a veteran and his or her doctor deter-
mines clinically based limits on a veteran’s ability to travel, that veteran must be
allowed to pick from options available within the local high performing network, in-
cluding all public and private sector options.

To properly size high performing networks to each community, the VFW rec-
ommends establishing metrics to identify clinical access gaps based on veteran pop-
ulation density and distance to care and services available within high performing
networks, including VA and community providers. Such access gap metrics would
serve to identify areas where the veterans’ health care system must expand capacity
through agreements with community health care providers, sharing facilities with
private or public health care entities, or building capacity.

We do not have to look far for an example of how distance is used to expand ca-
pacity instead of determining when veterans are able to consider non-VA options.
Instead of requiring every veteran who lives within 75 miles of a national cemetery
to be interred in that cemetery, the National Cemetery Administration’s (NCA) goal
is for 96 percent of all veterans to have interment options within 75 miles of their
home. This includes viable burial options at cemeteries that have been built, ex-
panded, or improved through NCA cemetery grants.

When the demand exists, NCA proposes the construction of a new national ceme-
tery. However, NCA also uses agreements and grants with states, United States ter-
ritories and federally recognized tribal organizations to establish, expand, or im-
prove veterans’ cemeteries in areas where NCA has no plans to build or maintain
a national cemetery. Cemeteries assisted by an NCA grant are required to be exclu-
sively reserved for veterans and eligible family members and maintained by the
same standards as an NCA managed national cemetery - meaning that veterans in-
terred in NCA assisted state, territorial, or tribal cemeteries are afforded the same
honors as those interred in a national cemetery.

The VFW also supports VA’s plan to expand access to urgent care at VA medical
facilities and through private and public urgent care clinics across the country to
fill the gap between emergency room care and outpatient care. We also support VA’s
plan to loosen its definition of an emergency to expand access to private sector emer-
gency room care. However, the VFW strongly opposes any recommendation to bill
veterans for service-connected care. Any cost share associated with emergent or ur-
gent care eligibility must be aligned with VA’s current copayment structure, which
exempts veterans who do not have the financial means to pay cost shares and vet-
erans who receive cost-free care due to service-connected disabilities.

To curb overreliance of emergency room and urgent care, the VFW recommends
that VA establish a national nurse advice line that would help veterans determine
the appropriate level of care needed to address their medical concerns. The Defense
Health Agency (DHA) has reported that the TRICARE Nurse Advice Line has
helped triage the care TRICARE beneficiaries receive. As a result, the number of
beneficiaries who have turned to an emergency room for their care is much lower
than those who intended to use emergency room care before calling the nurse advice
line. VA could leverage its existing pool of nurse and medical advice lines to estab-
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lish a national advice line to emulate DHA’s success or partner with DHA to expand
the TRICARE Nurse Advice Line to veterans.

As this Subcommittee continues to evaluate VA’s plan to consolidate its commu-
nity care programs, the VFW will continue to ensure the voice, preference, and
health care needs of veterans are prioritized and ensure VA health care reforms
serve the best interest of our Nation’s veterans.

Information Required by Rule XI2(g)(4) of the House of Representatives

Pursuant to Rule XI2(g)(4) of the House of Representatives, the VFW has not re-
ceived any federal grants in Fiscal Year 2016, nor has it received any federal grants
in the two previous Fiscal Years.

The VFW has not received payments or contracts from any foreign governments
in the current year or preceding two calendar years.
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