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ARRA American Recovery and Reinvestment Act of 2009, Public Law 111-5
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MS&C Medical Support and Compliance (formerly Medical Administration)
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Executive Summary of Medical Care

Department of Veterans Affairs (VA) is committed to providing Veterans and
other eligible beneficiaries timely access to high-quality health services. VA’s
health care mission covers the continuum of care providing inpatient and
outpatient services, including pharmacy, prosthetics and mental health; long-term
care in both institutional and non-institutional settings; and other health care
programs, such as CHAMPVA and Readjustment Counseling. VA will meet all
of its commitments to treat Operation Enduring Freedom (OEF), Operation Iraqi
Freedom (OIF), and Operation New Dawn (OND) Veterans and service members
in 2012 through 2014.

FY 2013

Last year’s Congressional Submission requested $52.541 billion in direct advance
appropriations (excluding collections) for 2013.  The total 2013 direct
appropriations request (excluding collections) is $52.706 billion, an increase of
$165 million. In addition to the 2013 appropriation request, VA anticipates the
Medical Care Collections Fund to reach $2.966 billion, for a total 2013 budget
authority of $55.672 billion. The $55.672 billion budget authority, $500 million in
2012 unobligated balances, and $408 million in reimbursements will allow the
Veterans Health Administration (VHA) to meet its 2013 total obligation
requirement of $56.580 billion and support over 6.3 million unique patients.

FY 2014 Advance Appropriations Request

The 2013 President's Budget requests $54.462 billion (excluding collections) in
advance appropriations for the VA medical care program in 2014. Advance
appropriations require a multi-year approach to budget planning whereby one
year builds off the previous year. This funding enables timely and predictable
funding for VA's medical care to prevent our Nation's Veterans from being
adversely affected by budget delays, and provides opportunities to more
effectively use resources in a constrained fiscal environment. This request for
advance appropriations will support nearly 6.4 million unique patients and fulfill
our commitment to Veterans to provide timely and accessible high-quality
medical services.

VA’s 2013 President’s Budget focuses on three concerns that are of overriding
interest to Veterans—access to care; continued focus on delivery of high-quality
care; and preventive care to alleviate the need for more acute care. To meet VA’s
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focuses, this budget provides the resources required to fund the following
initiatives: ending homelessness among our nation’s Veterans, creating new
models of patient-centered care, expanding health care access, improving Veteran
mental health, improving the quality of health care, and establishing world-class
health informatics capability.

Medical Care Budget Authority

(dollars in thousands)

2012 2012 t0 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate  Adv. Approp.1/  Decrease Decrease
Appropriation:
Medical Services.............. e $36,948,249  $40,050,985 $39,462,235 $41,519,000 $43,557,000 $2,056,765  $2,038,000

Medical Support & Compliance....... $5,252,367  $5,424,000 $5,510,832  $5,746,000 $6,033,000 $235,168 $287,000

Medical Facilities............ccccce... $5,703,116  $5,376,000  $5,388,838  $5,441,000 $4,872,000 $52,162 ($569,000)
Total Appropriations .. $47,903,732 $50,850,985 $50,361,905 $52,706,000 $54,462,000 $2,344,095 $1,756,000
MCCEF Collections $2,770,663  $3,078,000  $2,749,362  $2,966,000 $3,051,000 $216,638 $85,000
Total Budget Authority...........cccccccuee. $50,674,395  $53,928,985 $53,111,267 $55,672,000 $57,513,000  $2,560,733  $1,841,000
FTE 254,230 252,819 257,217 262,912 265,372 5,695 2,460

1/2014 reflects Biomedical Engineers functions funding source change from Medical Facilities to Medical
Services.

Funding for Biomedical Engineering Services moved from Medical Facilities to
Medical Services

The 2014 advance appropriation request proposes VA’s Biomedical Engineering
Services costs of $320 million and 1,080 FTE be funded out of the Medical Services
appropriation instead of the Medical Facilities appropriation. In order to
properly align the appropriation requests with the nature of the services
provided, funds are moved from the Medical Facilities appropriation to the
Medical Services appropriation. This transfer of services includes personal
services and other costs associated with maintenance and repair of all medical
equipment used in the treatment, monitoring, diagnosis, or therapy of patients.

Medical Patient Caseload

For 2013, we expect to treat over 6.3 million unique patients, an increase of 1.1%
over the anticipated number of patients treated in 2012. Of those 6.3 million
patients, we project we will treat nearly 4.4 million Veterans in Priorities 1-6, an
increase of more than 64,000 or 1.5%. VA also provides medical care to non-
Veterans; this population is expected to increase by over 9,000 patients or 1.6%
during the same time period. In 2013, VA anticipates treating over 610,000
Operation Enduring Freedom, Operation Iraqi Freedom, and Operation New
Dawn Veterans (OEF/OIF/OND), an increase of over 53,000 patients, or 9.6%,
over the 2012 level. In 2014, we are expecting to treat nearly 6.4 million unique
patients, an increase of over 57,000 patients or 1% over the 2013 level.
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Unique Patients 1/

2012 2012to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Priorities 1-6 4,254,470 4,195,294 4,328,562 4,392,645 4,444,519 64,083 51,874
Priorities 7-8.... 1,327,701 1,411,535 1,327,599 1,324,467 1,320,927 (3,132) (3,540)
Subtotal Veterans. 5,582,171 5,606,829 5,656,161 5,717,112 5,765,446 60,951 48,334
Non-Veterans 2/...... 584,020 577,337 598,576 607,925 617,377 9,349 9,452
Total Unique Patients. 6,166,191 6,184,166 6,254,737 6,325,037 6,382,823 70,300 57,786
OEF/OIF/OND (Incl. Above).............. 470,755 536,451 557,138 610,416 654,480 53,278 44,064

1/ Unique patients are uniquely identified individuals treated by VA or whose treatment is paid for VA. It
includes patients only receiving pharmacy, CHAMPVA patients, Readjustment Counseling patients,
employees seen as patients, collateral patients and other non-veterans treated by VA.

2/ Non-veterans include spousal collateral, consultations and instruction, CHAMPVA workload,
reimbursable workload with affiliates, humanitarian care, and employees receiving preventive occupational
immunizations such as Hepatitis A&B and flu vaccinations.

Medical Care Program Funding Requirements

The submission for Medical Care is based primarily on an actuarial analysis
founded on current and projected Veteran population statistics, enrollment
projections on demand, and case mix changes associated with current Veteran
patients. The resource change is tied to actuarial estimates of demand and case
mix changes for all Veteran priorities. Demand is adjusted for expected
utilization changes anticipated for an aging Veteran population and for services
mandated by statute. The utilization projections are based on private sector
benchmarks adjusted to reflect the VA health care services package, Veteran age,
gender, morbidity, reliance on VA versus other health care providers, and degree
of health care management. The changing health care demands reflect Veterans’
increasing reliance on pharmaceuticals; the advanced aging of many World
War II and Korean Veterans in greater need of health care; and the outcome of
high Veteran satisfaction with the health care delivery. The 2013 and 2014 levels
reflect the increased costs of emerging medical care requirements resulting from
the implementation of the Caregivers and Veterans Omnibus Health Services Act
(Public Law 111-163), and Agent Orange and Amyotrophic Lateral Sclerosis
presumptions.

The Affordable Care Act of 2010 (ACA) will give many Veterans more freedom to
choose between VA and other health care providers. While VA hospitals
outperform non-VA hospitals nationally on nearly every performance quality
metric, Veterans will have the ability to weigh cost, quality, and accessibility to
determine their ultimate health care provider. Continued analysis of Veteran
needs and expectations and monitoring the implementation of health care reform
will be necessary to understand and address the impact of ACA implementation
on VA health care enrollment. VA will reassess any changes to the 2014 advance
appropriations request in the 2014 Budget.
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The following table displays, on an obligation basis, the estimated resources by
major category that VA projects to spend. Over the coming year, as medical
services evolve, the Department may shift funding among these major categories,
particularly for 2014. Any such shifts in funding will be reflected in future
budget submissions.
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VA Medical Care Obligations by Program

(dollars in millions)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/ Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
Health Care Services:
Acute Care $34,933 $35,259 $34,125 $35,521 $36,869 $1,396 $1,348
Rehabilitative Care $585 $799 $620 $651 $684 $31 $33
Mental Health $5,519 $6,029 $5,872 $6,184 $6,453 $312 $269
Prosthetic: $2,081 $2,489 $2,330 $2,586 $2,870 $256 $284
Dental $666 $689 $712 $762 $815 $50 $53
Contingency Funding $0 $953 $0 $0 $0 $0 $0
Total Health Care Service $43,784 $46,218 $43,659 $45,704 $47,691 $2,045 $1,987
Long-Term Care:
VA Community Living Centers (VA CLC).....cccooooevvmerinrriinris $3,425 $3,811 $3,562 $3,701 $3,853 $139 $152
Community Nursing Home $614 $641 $688 $767 $855 $79 $88
State Nursing Home. $775 $750 $857 $947 $1,042 $90 $95
State Home Domiciliary $52 $53 $54 $57 $60 $3 $3
Geriatric Evaluation & Management 1/.........ccccocccounrveuinsrrcuinnenenes $0 $12 $0 $0 $0 $0 $0
Subtotal $4,866 $5,267 $5,161 $5,472 $5,810 $311 $338
Total Non-Institutional Care $1,289 $1,613 $1,509 $1,749 $1,980 $240 $231
Long-Term Care Total $6,155 $6,880 $6,670 $7,221 $7,790 $551 $569
Other Health Care Programs:
CHAMPVA, Spina Bifida, FMP, & CWVV........cc.ccoovrinninrinrincins $1,221 $1,318 $1,276 $1,386 $1,506 $110 $120
Readjustment Counseling $197 $189 $189 $197 $205 $8 $8
Other 2/ $0 $58 $0 $0 $0 $0 $0
DoD-VA Health Care Incentive FUNA 3/ ......c.ooveuueriunmerinecinenis $0 $15 $0 $15 $15 $15 $0
Subtotal $1,418 $1,580 $1,465 $1,598 $1,726 $133 $128
Initiatives/Legislative Proposals 4/:
Activation: $0 $344 $1,175 $792 $135 ($383) ($657)
Agent Orange $0 $171 $171 $191 $191 $20 $0
Amyotrophic Lateral Sclerosis (ALS) $0 $43 $43 $47 $47 $4 $0
Caregivers & Veterans Omnibus Hlth Sves (PL 111-163)............. $0 $208 $251 $278 $278 $27 $0
DoD/VA Integrated Disability Evaluation Sys. Enh..................... $0 $18 $18 $22 $22 $4 $0
Indian Health Service $0 $52 $52 $52 $52 $0 $0
Strategic Planning Major Initiatives 5/:
Homelessness: Zero Homelessness. $0 $460 $1,019 $1,352 $1,352 $333 $0
New Models of Patient-Centered Care. $0 $108 $718 $433 $0 ($285) ($433)
Expand Health Care Access for Veterans. $0 $5 $118 $120 $0 $2 ($120)
Improving Veteran Mental Health... $0 $0 $31 $20 $0 ($11) ($20)
Research on Long-Term Health & Well-Being of Vets $0 $30 $0 $0 $0 $0 $0
Improve the Quality of Health Care while Reducing Costs.... $0 $5 $31 $51 $0 $20 ($51)
Establish World-Class Health Informatics Capability $0 $7 $10 $10 $0 $0 ($10)
Subtotal $0 $615 $1,927 $1,986 $1,352 $59 ($634)
Initiatives Total $0 $1,451 $3,637 $3,368 2,077 ($269) ($1,291)
Legislative Proposals
Subtotal $0 ($20) ($20) ($27) $27) $7) $0
Operational Improvements 6/
Fee Care Payments Consistent with Medicare..............cccoorvvuennens ($161) ($315) ($315) ($362) ($406) ($47) ($44)
Fee Care Saving ($388) ($200) ($200) ($200) ($200) $0 $0
Clinical Staff and Resource Realignment. $0 ($151) ($151) ($151) ($151) $0 $0
Medical & Administrative Support Savings............c..cccoevveucinrreeeenns ($168) ($150) ($150) ($150) ($150) $0 $0
Acquisition Improvement: (%622) ($355) ($355) ($355) ($355) $0 $0
VA Real Property Cost Savings & Innovation Plan....................... $0 ($66) (866) ($66) ($66) $0 $0
Subtotal, Operational Improvement: ($1,339) ($1,237) ($1,237) ($1,284) ($1,328) ($47) ($44)
Total Obligation: $51,357 $54,872 $54,174 $56,580 $57,929 $2,406 $1,349

1/ Included in Health Care Services

Note: Dollars may not add due to rounding in this and subsequent charts

2/ Residential Care Home Program and Community-Based Domiciliary Care included in Long Term Care and Health Care Services
3/ VA transferred $65 million and $15 million to DoD-V A Health Care Incentive Fund in 2011 and 2012 respectively

4/ The 2011 initiative actuals are included in Health Care Services

5/ Total funding for initiatives in FY 2012 Current Estimate, FY 2013, and FY 2014 are displayed in this section.
6/ 2011 Operational Improvements are non-additive, for display purposes only
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2013 Funding Level and 2014 Advance Appropriations Request

Update of the 2012 Budget Estimate and the 2013 Advance Appropriations
Request included in the FY 2012 Budget:

VA’s budget development process under the Veterans Health Care Budget
Reform and Transparency Act of 2009 (P.L. 111-81) requires VA to submit its
medical care budget for two years in each Budget submission. This allows the
Administration to review the initial advance appropriations request during the
development of the next Budget. As part of this process, VA produces budget
estimates for more than 80 percent of its medical program using a sophisticated
actuarial model that estimates the health care services requirements for enrolled
Veterans. Each year VA updates the model estimates to incorporate the most
recent data on health care utilization rates, actual program experience, and other
factors, such as economic trends in unemployment and inflation. By updating the
model’s inputs and revisiting the assumptions that underlie the actuarial
projections each year, VA is able to produce budget estimates that most
accurately reflect the projected medical demands of enrolled Veterans.

To develop the 2013 Budget, VA updated the actuarial model and
conducted a comprehensive reassessment of the resource requirements for all
medical care program activities and initiatives in 2012 and 2013, including those
developed outside of the model. As a result of this process, VA determined that
resource requirements in both years for health care services, long-term care, and
other health care programs were lower than the estimates for those programs
included in the 2012 Budget submitted in February 2011.

e Health Care Services were nearly $2.6 billion lower in 2012 and $1.7

billion lower in 2013 largely based on updated actuarial estimates.

e Long-Term Care requirements were $210 million lower in 2012 and

$271 million lower in 2013 based on actual utilization experience in
2011.

e Other Health Care Programs were $115 million lower in 2012 and $119
million lower in 2013 based on actual utilization experience in 2011.

As a result of this comprehensive process and these revised estimates, VA
was able to re-invest over $2 billion in both 2012 and 2013 in high priority medical
programs such as homeless veterans programs, implementation of the Caregivers
and Veterans Omnibus Health Services Act (Public Law 111-163), activations of
new or replacement medical facilities, new models of patient-centered care, and
expanded access for health care services for our nation’s Veterans.
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Medical Care Programs Major Funding

The justification for the 2013 funding level and the 2014 advance appropriations
request is provided below, on an obligation basis, corresponding to the obligation
estimates, by program, on the previous table.

In 2013, the $56.580 billion in obligations is comprised of $52.706 billion for
appropriation funding, $2.966 billion for collections, $408 million for
reimbursements, and the entire 2012 unobligated balance of $500 million. In
2014, the $57.929 billion in obligations is comprised of $54.462 billion for
appropriation funding, $3.051 billion for collections, and $416 million for
reimbursements.

Below, the funding in parenthesis represents the 2013 funding level and 2014
advance appropriations request on an obligation basis.

Health Care Services:

> ($45.704 billion in 2013)

> ($47.691 billion in 2014)

VA projects the following medical services:

Acute Care:

> ($35.521 billion in 2013)

> ($36.869 billion in 2014)
Inpatient Acute Hospital Care: VA delivers inpatient acute hospital care
in its hospitals and through inpatient contract care. Acute care services for
medicine include neurology, surgery and maternity.

Ambulatory Care: This includes funding for ambulatory care in VA
hospital-based and community-based clinics. Contract fee care is often
provided to eligible beneficiaries when VA facilities are not geographically
accessible, services are not available at a particular facility, or when care
cannot be provided in a timely manner.

Pharmacy Services: These services include prescriptions, over-the-counter
medications and pharmacy supplies. VA expects to fulfill 283 million
prescriptions in 2013, an increase of 1.8 percent from 2012, and 291 million
in 2014, an increase of 2.8 percent from the 2013 estimate.

Rehabilitative Care:

> ($651 million in 2013)

> ($684 million in 2014)

These services include Blind Rehabilitation and Spinal Cord Injury programs.
VA is expanding the Blind Rehabilitation program to accommodate the
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increased workload due to additional numbers of these injuries among
OEF/OIF/OND Veterans.

Mental Health:

> ($6.184 billion in 2013)

> ($6.453 billion in 2014)

Beginning in 2005, Mental Health has focused on expanding and transforming
mental health services for Veterans to ensure accessible, patient-centered,
recovery-oriented care. These concepts were reflected in the recommendations of
the VHA Comprehensive Mental Health Strategic Plan (MHSP), implemented
beginning in 2005 and completed in 2009. VA Mental Health Services followed
the MHSP with national requirements for mental health programs, reflected in
VHA Handbook 1160.01, Uniform Mental Health Services in VA Medical Centers and
Clinics, published in September 2008. Further, and more recently, in support of
broad VHA, Patient Care Service and VISN Network Operation initiatives,
mental health has been actively involved in the development of the Patient
Aligned Care Team (PACT) and has been working collaboratively with the
National Center for Prevention to improve and maintain the health of
populations of Veterans treated in VA primary and specialty care. All of this
work has been further enhanced and facilitated by the Department’s major
initiative to Improve Veterans Mental Health (IVMH) as outlined in the VA’s FY
2011-2015 Strategic Plan. The VA’s commitment to the IVMH is being tracked
through the Mental Health Initiative’s monthly reporting process during 2011
through 2013.

The Guiding Principles/ Goals of VA Mental Health Services are:
Veteran-centric care

A Recovery/ rehabilitation orientation to health care

Evidence based practices in the delivery of care

Maximizing access to care across clinical sites of care

Decrease stigma associated with mental health treatment

Improve the health of Veterans through the PACT

Increase use of technology to facilitate care

Expand partnerships with other government agencies and communities

PN LN =

These concepts are consistent with VA’s Core Values: Integrity, Commitment,
Advocacy, Respect and excellence ("I CARE”) and demonstrated in the
implementation of the Uniform Mental Health Services in VA Medical Centers and
Clinics handbook.

The primary actions in the transformation of mental health services that meet the
goals listed above include:
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1. Enhancing the overall capacity of mental health services in VA medical
centers and clinics with improvements in both access to services and the
continuity of care;

2. Improving the delivery of mental health care by enhancing services for
Veterans at community-based outpatient clinics and those living in rural
areas;

3. Integrating mental health with primary care and other medical care
services;

4. Focusing specialty mental health care on rehabilitation- and recovery-
oriented services;

5. Implementing evidence-based treatments with a focus on specific,
evidence-based psychotherapy and psychopharmacology;

6. Expanding treatment opportunities for homeless Veterans;

7. Addressing the mental health needs of returning OEF/OIF/OND
Veterans; and

8. Preventing suicide.

Implementation of the MHSP began the process of transformation, which was
codified with the publication of the Uniform Mental Health Services Handbook
(UMHSH). This Handbook defines requirements for those mental health services
that must be available to all Veterans and those that are required to be available
in VA medical centers, very large, large, mid-sized, and small community-based
outpatient clinics (CBOCs). VA is now well along in implementation of the
Handbook. As of June 2011, VA medical centers have implemented 94% of the
Handbook requirements. As further demonstration of achievement of these
transformative goals, VA has hired over 7,700 additional mental health staff since
the start of 2005. With the increased staffing, VA has increasingly recognized,
diagnosed, and treated common mental health conditions overall and through
mental health services incorporated into primary care settings. This has increased
the number of patients receiving mental health treatment in specialty mental
health care settings and in primary care, allowing specialty mental health care
settings to provide more extensive and intensive care and to focus on
rehabilitation and recovery-oriented services to help Veterans with severe mental
illnesses lead fulfilling lives.

Prosthetics:
> ($2.586 billion in 2013)
> ($2.870 billion in 2014)
These funds provide for the purchase and repair of prosthetics and sensory aids,
such as artificial limbs, hearing aids, pacemakers, artificial hip and knee joints,
ocular lenses and wheelchairs.
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Dental Care:

> ($762 million in 2013)

> ($815 million in 2014)
This funding provides dental services to Veterans with a "medical condition
negatively impacted by poor dentition" who are eligible for limited dental care
by VA. These patients are placed into dental Classification III and VI
categories and include poorly controlled diabetic patients, patients with head
or neck cancer, organ transplant patients and others. Proper dental treatment
for these patients decreases morbidity and increases longevity while
contributing to an improved medical outcome.

The largest cohort eligible for dental care is Veterans with 100% service-
connected disability. These Veterans are eligible for comprehensive dental
care as needed. In addition, homeless Veterans enrolled in certain residential
treatment programs are also eligible for dental treatment so that VA can
improve their health and quality of life by eliminating pain and infection, as
well as increasing their likelihood of employment.

Long-Term Care:

> ($7.221 billion in 2013)

> ($7.790 billion in 2014)
VA projects the institutional care average daily census (ADC) will increase
from 40,385 to 40,685 from 2012 to 2013 and from 40,685 to 40,870 from 2013 to
2014. VA will continue to focus its long-term care treatment in the least
restrictive and most clinically appropriate setting by providing more non-
institutional care than ever before and providing Veterans with care closer to
where they live. VA is projecting an increase in the non-institutional ADC
from 113,254 to 120,118 from 2012 to 2013 and from 120,118 to 125,250 from
2013 to 2014 for this progressive type of long-term care.

Civilian Health and Medical Program of the Department of Veterans Affairs
(CHAMPVA):

> ($1.386 billion in 2013)

> ($1.506 billion in 2014)

CHAMPVA was established to provide health benefits for the dependents and
survivors of Veterans who are, or were at time of death, permanently and
totally disabled from a service-connected disability, or who died from a
service-connected condition. VA provides most of the care for these
dependents and survivors under this program by purchasing care from the
private sector. CHAMPVA costs continue to grow as a result of several
factors. First, due to changes in the benefit structure, the mix of users has
changed significantly since 2002. Veterans” Survivor Benefits Improvements
Act of 2001, Public Law 107-14, dated June 5, 2001, amended title 38, United
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States Code, to expand eligibility to those 65 and older who would have lost
their CHAMPVA eligibility when they became eligible for Medicare.
CHAMPVA is a secondary payer to Medicare for those individuals. The
Veterans Benefits Act of 2002, Public Law 107-330, dated December 6, 2002,
also allowed retention of CHAMPVA for surviving spouses remarrying after
age 55. Additionally, the number of claims paid is expected to grow. Along
with the increasing number of claims, the cost of care and transaction fees
required to process electronic claims is increasing,.

Readjustment Counseling:

» ($197 million in 2013)

> ($205 million in 2014)

This funding is required to provide readjustment counseling at VA’s Vet and
Mobile Vet Centers to Veterans that served in a combat zone or area of armed
hostilities. Vet Centers are essential for helping Veterans access treatment for
post-traumatic stress disorder (PTSD) conditions, and VA expects an increase
in PTSD conditions as Veterans return from OEF/OIF/OND after multiple
tours of duty. This expansion of mental health services to Veterans in rural
areas enables VA to increase access to Veterans who need it most. Vet Centers
are tasked with three major functions: direct counseling for issues related to
combat service, outreach, and referral. Services are also provided to families
for military related issues. In 2003, Vet Centers were authorized to provide
bereavement counseling for families of OEF/OIF/OND service members who
die while on active duty.

DoD-VA Health Care Sharing Incentive Fund:

» ($15 million in 2013)

> ($15 million in 2014)

Congress created the Health Care Sharing Incentive Fund, regularly referred
to as the Joint Incentive Fund (JIF), between Department of Veterans Affairs
(VA) and the Department of Defense (DoD) to encourage development of
sharing initiatives at the facility, intra-regional and nationwide level. The JIF
program has been very successful in fostering collaboration and new
approaches to problem solving that mutually benefits both VA and DoD.
Section 8111(d) of title 38, United States Code requires each Secretary to
contribute a minimum of $15,000,000 from the funds appropriated to the
Secretary’s Department fund. The DoD-VA Health Care Sharing Incentive
Fund was established effective October 1,2003. Public Law 111-84, The
National Defense Authorization Act for Fiscal Year 2010, section 1706,
amended section 8111(d)(3) of title 38, United States Code, to extend the
program to September 30, 2015.
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Initiatives:

Activations

» ($792 million in 2013)

» ($135 million in 2014)

Facility activiations provide non-recurring (equipment and supplies) and
recurring (additional personnel) costs associated with the activation of
completed construction of new or replacement medical care facilities.
Resources include assumed rates for medical equipment and furniture reuse
based on the facility type (renovation, replacement, or new).

Agent Orange

» ($191 million in 2013)

> ($191 million in 2014)

The Agent Orange Presumptive process is part of an existing initiative that
was launched in 2010 to improve access to VA health care by providing timely
services to Veterans. VA has identified new presumptive conditions for
awarding service-connected status to Veterans who were known to be
exposed to Agent Orange.

Amyotrophic Lateral Sclerosis (ALS)

> ($47 million in 2013)

> ($47 million in 2014)

The Amyotrophic Lateral Sclerosis (ALS) Presumptive process is part of an
existing initiative to improve access to care for Veterans with ALS. It is
supported by regulations that have been published in 2009. Recent
assessments of the cost to treat a Veteran with ALS identify costs in excess of
$40,000 per patient. VA has identified that Veterans with ALS will be eligible
to enroll in VA’s health care system under presumptive service-connected
determination.

Caregivers and Veterans Omnibus Health Services Act

> ($278 million in 2013)

> ($278 million in 2014)

The Caregivers and Veterans Omnibus Health Services Act of 2010 (Public
Law 111-163) supports significant expansion of benefits for caregivers,
increase of services for women and rural Veterans, new and renewed
authorities for existing programs, new personnel authorities, greater access for
facilities to conduct VA research, authorization of major construction projects,
and new authorities for law enforcement personnel.
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DoD/V A Integrated Disability Evaluation System (IDES) Enhancement

> ($22 million in 2013)

> ($22 million in 2014)

The Integrated Disability Evaluation System (IDES) strives to implement an
integrated mechanism to provide wounded, ill, and injured service members
with a single disability evaluation for both the Medical Evaluation
Board/Physical Evaluation Board (MEB/PEB) and VA Compensation and
Pension disability claims. The process is intended to remove significant
procedural and systems barriers for Service Members and truly implement a
seamless transition from DoD to VA.

» Indian Health Services ($52 million in 2013)

> ($52 million in 2014)

Indian Health Services is an ongoing initiative in support of sections 2901(b)
and 10221 of the Patient Protection and Affordable Care Act (Public Law 111-
148). Section 2901(b) establishes the Indian Health Service (IHS) as the payer
of last resort for all health programs operated by IHS, Indian tribes, tribal
organizations, and Urban Indian organizations (25 U.S.C. 1603). Section 10221
authorizes IHS to establish or expand arrangements for the sharing of medical
facilities and services between IHS, Indian tribes, and tribal organizations and
VA. This initiative will enable VA to improve coordination with IHS in
providing quality health care to American Indian/Alaskan Native (AI/AN)
Veterans.

Strategic Planning Major Initiatives:
Homelessness: Zero Homelessness
> ($1.352 billion in 2013)
> ($1.352 billion in 2014)
The Department of Veterans Affairs, in concert with the United States
Interagency Council on Homelessness, is taking decisive action toward its
goal of ending homelessness among our nation’s Veterans. To achieve this
goal, VA has developed a plan to end homelessness among Veterans that
will assist every eligible homeless Veteran and at-risk for homeless
Veterans. VA will assist Veterans to acquire safe housing; needed
treatment and support services; homeless prevention services;
opportunities to return to employment; and benefits assistance. The
initiative of eliminating Veteran homelessness is built upon 6 strategies:
Outreach/Education, Treatment, Prevention, Housing/Supportive
Services, Income/Employment/ Benefits, and Community Partnerships.
See Selected Program Highlights for full discussion of this initiative.
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New Models of Patient-Centered Care

> ($433 million in 2013)

Patient-Centered Care is the overarching goal of all our major initiatives,
but is organized under our Enhancing the Veteran Experience and Access
to Healthcare (EVEAH) major initiative. Here, we have a specific plan to
support the culture change necessary to become a more patient-centered
health care system, but every one of our transformation efforts embody
some component of patient-centered care.

Patient-centered care focuses on the whole person rather than the
condition or disease. It establishes a partnership among the primary care
team, Veteran patients, and their families or caregivers. This ensures that
the Veteran’'s wants, needs, and preferences are respected and at the center
of decision-making. These preferences and goals are easily retrievable,
modifiable, and reviewed regularly with the Veteran patient. Veteran
patients will have the knowledge and support required to make decisions
and fully participate in the management of their health care. Patient-
centered care establishes continuous healing relationships and provides
optimal healing environments. The results are better health outcomes,
improved quality of care, greater patient satisfaction, and enhanced quality
of life.

At the core of our Patient-Centered Care (PCC) Culture Transformation
Initiative is an entirely new approach to health care that is a radical shift
from our current system. The medicine of tomorrow moves beyond
problem based disease care to patient-centered health care. This approach
requires a process that is proactive rather than reactive and engages the
patient at the center of . There are three key components to this approach
to health care: personalized health planning; whole person, integrative
strategies; and behavior change and skill building that works. This radical
departure requires a rational strategy for change that is aligned and
integrated with the resources, capacities, and ongoing initiatives
throughout VHA.

Personalized Health Planning is a core component of the new approach.
The process begins with the Veteran; hearing what is important to them in
their life, their values, and their priorities. Their Personalized Health Plan
draws on the best interventions and treatments available, and has a strong
emphasis on lifestyle and health behaviors. This requires providing the
paths to resources and skills for the Veteran that support sustained
behavior change. This approach to health care is founded on a
collaborative, team-based model. It is not physician centric, and draws on
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a more expansive network of providers and resources than our current
model of care. This requires that the health care team have new processes,
roles, and tools. While the entire team needs training in the new approach
to health care, team must gain a new core competency for integrative
health coaching.

Fundamental to patient-centered care is a cultural transformation based on
a true partnership with the Veteran and his/her family and community.
This change requires mutually reinforcing behavior change on the part of
the Veteran and their health care team. Change on this scale only happens
when core the functions of each department and program office are
aligned with intention and design.

Funding for Patient-Centered Care consists of salaries, travel, and supplies
for both the program office staff and the field-based implementation team
(FIT). The FIT staff is responsible for the PCC foundational roll out
throughout the country, and a large portion of the funding is provided to
our 9 Centers of Innovation, and other medical centers that are piloting
innovative programs which will place the Veteran and their values at the
center of their health care. Extensive partnerships have been developed to
insure communication and alignment of goals across major initiatives, and
with DoD.

The contracts support the staff in building curriculums, providing training,
and developing a national communication plan. All projects incorporate
the Patient-Centered Care guiding principles which lead to more efficient
care, with the Veteran and their values at the center, in an effort to change
behaviors more successfully and ultimately improve outcomes while
reducing costs. The following is a list of some of these projects which are
in various stages of implementation:

Integration of Patient-Centered Care and Lean Thinking
- Perform organizational assessment/ site specific
- Provide Senior Leadership Training
0 Integrated Health Coach Training for Mental Health Providers
0 Integrated Health Coach Training for the Patient Aligned Care
Team (PACT)

0 Expansion of PACT team pilots incorporating Veteran
personalized health planning/behavior changes
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(0}
(0}

Integration of Patient-Centered Culture (PCC), PACT and
National Center for Health Promotion and Disease Prevention
(NCP) within several medical centers

Integration of PCC tools within Lovell Federal Health Care
Center (integrating VHA and DoD), a Polytrauma Center, a
Community Living Center, and a Vet Center

Interactive Patient Tool contract and deployment at 9 medical
centers (inpatient and follow-up home program - goal to
improve outcomes and reduce readmissions). Getwell Network
is already being studied in the Birmingham Center of
Innovation.

Maximizing technology (from other Major Initiative projects) to
spread best practices so more Veterans can access Integrative
Medicine, Health Coaching, and other evidenced based medicine
services

Scripts Center (Automated Pharmacy Dispensing Center)
including after hours

Develop research driven PCC interviewing and hiring models
Pilot effective and efficient employee

recruitment/hiring/ orientation with PCC principles integrated
into new medical centers (partnering with Human Resources)
Renovation of Mental Health Outpatient Clinic

Medical Surgical Unit renovation

Expand Health Care Access for Veterans

> ($120 million in 2013)

Access to health care services, benefits, information and education is vital
to VA’s overall mission of providing exceptional health care to Veterans. It
is VA’s commitment to provide clinically appropriate quality care for
eligible Veterans when they want and need it. It is the goal to provide the
care in the right place, at the right time, by the right clinicians, and by the
right way (including use of technology). This major initiative includes
seven sub-initiatives, which jointly contribute to expanding Veterans
options and availability of services:

e PatientCentered Care and Cultural Transformation - This is an entirely
new approach to health care that is a radical shift from our current
system. The medicine of tomorrow moves beyond problem based
disease care to patient-centered health care. This approach requires a
process that is proactive rather than reactive and engages the patient at
the center of their care.
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e Systems Redesign - This will create a culture of continuous process
improvement resulting in increased efficiencies, and improved Veteran
and employee satisfaction. Projects within this operations plan include
a focus on Outpatient Access, Inpatient Flow, Leadership Training, and
Systems Improvement.

e Handbook - VA will consistently communicate personalized benefits to
Veterans and will ensure each Veteran receives an easy to understand
delivery of benefits to which they are entitled. Clinical inventory
information will provide VA clinicians and purchased care staff a quick
reference to existing VA clinical inpatient and outpatient resources and
treatment options.

e Transportation - To ensure our Veterans have convenient and timely
access to transportation services, it is VHA’s vision to establish a
network of community transportation service providers that includes
the Veteran Service Organizations (VSO’s), community transportation
providers, Federal, State and Local government transportation services,
such as United We Ride, operating within each Veterans Integrated
Service Network (VISN). This initiative is expanding the current
transportation options for Veterans.

e Kiosks (VetLink) - The VA Point of Service program (VPS) shall
develop, deploy and maintain small, stand-alone devices (kiosks) that
will enable Veterans and patients to efficiently and easily perform a
variety of administrative, financial and clinical tasks such as patient
check-in, view and update demographic and administrative
information, allergies view and update, medication reconciliation, and
patient surveys

e Project ARCH (Access Received Closer to Home) - Pilot programs to
provide non-VA health care service to rural populations in their local
community for five sites within Veterans Integrated Service Networks
(VISN). This initiative is part of the effort to provide the appropriate
services in a location that is accessible for the Veteran. This is a
legislatively mandated program.

e Hospital Quality and Transparency - This initiative provides Veterans
and other stakeholders alike with the information necessary to evaluate
care based on value (quality, safety, and reliability). By leveraging
routine customer feedback about health care data, information needs
can be translated into a pertinent, understandable context for informed
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customer decision making. There is both an external and internal
reporting mechanism.

Through the implementation of these sub-initiatives, the Veteran will be
able to easily navigate the system to receive the desired services and
outcomes.

Improving Veteran Mental Health

> ($20 million in 2013)

This initiative provides an on-going process to transform VA mental
health. This transformation will ensure mental health services within VA
are evidenced-based, patient-centered, and recovery-oriented; that
Veterans and their families have increased access to mental health services
within VA and in communities; and that mental health programs are
coordinated with DoD to ensure coverage for service members and
Veterans seamlessly throughout their life.

Improve the Quality of Health Care while Reducing Costs

» ($51 million in 2013)

The goal of this initiative is to develop enterprise-level program changes
that will streamline and automate clinical and business processes, improve
continuity and coordination of health care delivery across VHA, and
eliminate system redundancies.

Establish World-Class Health Informatics Capability

> ($10 million in 2013)

This initiative is a foundational component for VA’s transition from a
medical model to a patient-centered model of care. It requires cultural,
informational, and technological paradigm shifts to implement a
sophisticated electronic health management platform supporting
cognition, communication and workflow of patients and clinicians while
assuring compatibility with other non-VA systems and partners. The
proposed solutions are Veteran-centric and improve information sharing
and population health outcomes in terms of access, quality, and safety
while improving provider efficiency and satisfaction with the electronic
health management software.

Legislative Proposals

> (-$27 million in 2013)

» (-$27 million in 2014)

There are two new 2013 legislative proposals that have budgetary savings: to
make the grounds of all VA health care facilities smoke-free environments, and to
allow VA to release certain patient information to health plans for billing
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purposes. In addition, there are five proposals from 2012 resubmitted in 2013 that
have budgetary savings. The proposals concern the removal of the requirement
that VA reimburse certain employees appointed under title 38 for expenses
incurred for continuing professional education; clarification of breach of
agreement under the Employee Incentive Scholarship Program; change in
collection and verification of Veteran's income; Medicare ambulatory rates for
beneficiary travel, and consider VA a participating provider for purposes of
reimbursement. See the Proposed Legislation chapter for a detailed description
of these proposals.

Operational Improvements

To improve VA health care operations and improve the value of services
provided to Veterans and their families as well as recognizing the federal deficit
challenge this nation faces, VA has proposed a number of management actions.
Many of these proposals will improve VA’s medical services delivery over the
long-term.

Fee Care Payments Consistent with Medicare

> (-$362 million in 2013)

> (-$406 million in 2014)

Dialysis Regulation Savings and other care services are the estimated cost
savings from purchasing dialysis treatments and other care from civilian
providers at the Centers for Medicare & Medicaid Services rates instead of
current community rates.

Fee Care Savings

> (-$200 million in 2013)

> (-$200 million in 2014)

Fee care savings will be generated through application of the following
initiatives: use of electronic repricing tools, use of contract and blanket
ordering agreements, decrease contract hospital average daily census,
decrease duplicate payments, decrease interest penalty payments, and
increase revenue generation through the use of automated tools.

Clinical Staff and Resource Realignment

» (-$151 million in 2013)

> (-$151 million in 2014)

Conversion of selected physicians to non-physician providers; conversion of
selected registered nurses to licensed practical nurses; and to more
appropriately align the required clinical skills with patient care needs.
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Medical & Administrative Support Savings

>
>

(-$150 million in 2013)
(-$150 million in 2014)

Indirect Cost Savings will be produced by more efficiently employing the
resources in various medical care, administrative, and support activities at
each medical center and in VISN and central office operations.

Acquisition Improvements

>
>

(-$355 million in 2013)
(-$355 million in 2014)

VHA has eight ongoing initiatives. A brief description of each is as follows:

Consolidated Contracting - This initiative consists of multi-facility, VISN,
and Regional Contracts. It also involves contracts being administered at
the VHA Health Administration Center (HAC). Contract savings result
from combining requirements and obtaining lower unit pricing.

Increasing Competition - This initiative relates to competing contracts that
were formerly awarded on a sole source basis. The majority of the savings
in this category come from competing requirements among Service-
Disabled Veteran-Owned Small Business firms.

Bring Back Contracting In House - Under this initiative, VHA is bringing
contracting workload back into VHA contracting offices from the Army
Corps of Engineers. By bringing the workload back, VHA avoids paying
the Corps of Engineers administrative charges.

Reverse Auction Ultilities - Several VHA facilities are participating in a
program administered by the General Services Administration (GSA),
whereby utilities are procured using reverse auctions. This has produced
savings in utility pricing.

MED PDB/EZ Save - Through a consolidated effort with DoD, VHA has
been able to obtain visibility of the most favorable government pricing
overall. This has allowed VHA to procure needed supplies at the
identified lower price.

Reduce Contracts - This effort involves canceling/avoiding contracts by
performing the required services in house.

Property Re-utilization - This initiative brings back the practice of
considering “excess as the first source of supply.” VHA has been able to
avoid procurement of new equipment by reutilizing excess equipment.
Prime Vendor - VHA has been able to use the medical/surgical prime
vendor to achieve additional price concessions. Additionally, the prime
vendor also provides improved inventory management thereby
eliminating the procurement of unneeded supplies.
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VA Real Property Cost Savings and Innovation Plan

> (-$66 million in 2013)

» (-$66 million in 2014)

This is part of VA’s Real Property Cost Savings and Innovation Plan
following the Presidential Memo on Real Property (June 2010). VHA's portion
includes the following initiatives: Repurpose Vacant and Underutilized
Assets - VA has identified 166 vacant or underutilized buildings to repurpose
for homeless housing and other initiatives. Demolition and Mothballing - VA
has identified 199 vacant or underutilized buildings to demolish or mothball
which will reduce operating costs after the cost of demolition. Energy and
Sustainability - VA will achieve these savings by regionally pooling energy
commodity purchasing contracts, aggressively pursuing energy and water
conservation, and investing in the co-generation of electric and thermal energy
on-site. Improved Non-Recurring Maintenance (NRM) Contracting Processes
- By improving how it plans and executes NRM projects, VA is reducing its
reliance on external sources of support for the contracting process, saving fees.
Reduction in Leasing - By consolidating operations previously located on
leased properties into owned spaces, VA is reducing rent expenditures.
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Medical Care Collections Fund
In 2013, VA estimates collections of $2.966 billion, representing an increase of
$199 million, 7.2% over the 2012 level.

Medical Care Collections Fund
(dollars in thousands)
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Description Actual 1/ Estimate Estimate1/  Estimate Adv. Approp. Decrease Decrease
Medical Care Collections Fund:
Pharmacy Co-payments $729,742  $652,000 $696,000 $759,000 $825,000 $63,000 $66,000
3rd Party Insurance Collections..........cccceueivrinininninnns $1,767,165 $2,109,000 $1,792,000  $1,792,000 $1,806,000 $0 $14,000
3rd Party RX Insurance $32,786 $0 $33,000 $33,000 $33,000 $0 $0
1st Party Other Co-payment: $178,469  $161,000 $177,000 $188,000 $189,000 $11,000 $1,000
Enhanced-Use Revenue $1,398 $2,000 $2,000 $2,000 $2,000 $0 $0
Long-Term Care Co-Payments............ccccocureeererercrnenens $3,174 $3,000 $4,000 $4,000 $4,000 $0 $0
Comp. Work Therapy Collections.............ccccoeeveeceuunnee $55,099 $57,000 $57,000 $57,000 $57,000 $0 $0
Parking Fees $3,842 $4,000 $4,000 $4,000 $4,000 $0 $0
Comp. & Pension Living Expenses..........ccc.cocccnneuunnes $871 $2,000 $2,000 $2,000 $2,000 $0 $0
Subtotal Collections $2,772,546  $2,990,000 $2,767,000  $2,841,000 $2,922,000 $74,000 $81,000
Legislative Proposals:
Allow VA to Release Patient info to Health Plans... $0 $0 $0 $34,000 $35,000 $34,000 $1,000
VA as a Participating Provider.........c.cccccouevuneeuunenns $0 $88,000 $0 $91,000 $94,000 $91,000 $3,000
Total Collections, $2,772,546 $3,078,000  $2,767,000  $2,966,000 $3,051,000 $199,000 $85,000

1/ Includes collections transferred to the Joint DoD-VA Medical Facility Demonstration Fund.
Collections of $2,772,546,846 were received by VA in 2011. Due to a 1-month lag in timing from when the
funds are received and transferred into the Medical Services account, $2,770,663,500 was transferred to the
Medical Services account in 2011, which reflect collections from September 2010 through August 2011. The
funds collected in September 2011 were transferred in 2012.

Veterans Equitable Resource Allocation (VERA)

VERA is the primary methodology that VA uses to distribute General Purpose
resources based upon historical workload and utilization of services by Veterans
to the health care system. The VERA Specific Purpose allocation includes funding
for prosthetics, state home per diems, clinical trainee salaries, readjustment
counseling, homeless grant and per diem program, state nursing home program,
preventive and primary care transformation initiatives, and other specific
purpose allocations from the program offices such as CHAMPVA, Spina Bifida,
and foreign medical program as well as other program office operations. All of
these funds are programs to directly assist Veterans or the dependents of
Veterans with health care. VA generally allocates 94 percent of the appropriation
within the first 45 days after enactment with another 3 percent going out within
90 days and the remainder going to the medical system over the remaining
months within the fiscal year.

The following data on 2012 and 2013 estimated allocations is provided in
accordance with the Veterans Health Care Budget and Transparency Act of 2009
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(Public Law 111-81,) which provided VHA with the authority to receive advance
appropriations. These estimated allocations are subject to change based on
updated workload as that data becomes available. These estimated allocations do
not include collections and reimbursements.

Veterans Equitable Resource Allocation
(dollars in thousands)
2013 2014 2012 to 2013 2013 to 2014
Preliminary ~ Preliminary  Increase/ Increase/
Description 2011 2012 Estimate Estimate Decrease  Decrease
Appropriation:
Medical Services $36,948,249 $39,462,235  $41,519,000 $43,557,000 $2,056,765 $2,038,000
Medical Support & Compliance. $5,252,367 $5,510,832 $5,746,000 $6,033,000 $235,168  $287,000
Medical Facilitie $5,703,116 $5,388,838 $5,441,000 $4,872,000 $52,162  ($569,000)
Total $47,903,732 $50,361,905  $52,706,000  $54,462,000 $2,344,095 $1,756,000
Allocation Overview:
Estimated VERA General Purpose Allocation to VISN.................. $37,770,000 $38,448,500  $40,250,000  $41,600,000 $1,801,500 $1,350,000
Estimated VERA Specific Purpose Allocation to VISNs & Prgs...... $10,133,732 $11,913,405  $12,456,000  $12,862,000 $542,595  $406,000
Total $47,903,732 $50,361,905  $52,706,000  $54,462,000 $2,344,095 $1,756,000

Performance

Quality and Timeliness of Care - VA’s budget request focuses on the Secretary’s
priority of providing timely and accessible health care that sets a national
standard of excellence for the health care industry. To achieve this priority, VA
has several key measures that provide detail into access to care.

2013 Strategic
Performance Measure Target Target
= Percent of new primary care appointments completed 84° 90°%
within 14 days of the desired date for the appointment
= Percent of established primary care appointments
completed within 14 days of the desired date for the 95% 98%
appointment
= Percent of new specialty care appointments completed 85°% 90°%
within 14 days of the desired date for the appointment
= Percent of established specialty care appointments
completed within 14 days of the desired date for the 96 % 98%
appointment
= Percent of patients who report being seen within 20
minutes of scheduled appointments at VA health care 76% 85%
facilities

VA measures its provision of high-quality health care using the Clinical Practice
Guidelines IV and the Prevention Index V to ensure its results meet or exceed
community standards. Clinical Practice Guidelines Index IV assesses the progress
and results associated with our treatment of patients with chronic disease. The
Clinical Practice Guidelines Index IV is expected to reach 92% in 2013, with a
strategic target of 94%. Prevention Index V measures VA’s progress in preventive
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medicine, such as providing immunizations as appropriate and screening for
cancer. VA expects the Prevention Index V to reach 93% in 2013, with a strategic
target of 95%.

Medical and Prosthetic Research

In concert with title 38, United States Code, section 7303, the Medical and
Prosthetic Research Program, more commonly known as the VA Research and
Development (R&D) program, within the Veterans Health Administration
focuses on research about the special health care needs of Veterans and strives to
encourage both the discovery of new knowledge and the application of these
discoveries to Veterans health care. To accomplish this mission, VA is requesting
$582.674 million in total budgetary resources.

Medical and Prosthetic Research

(dollars in thousands)

2012 2012 to 2013

2011 Budget Current 2013 Increase/

Actual Estimate Estimate Estimate Decrease
Total Budget Authority........ $579,838  $508,774  $581,000 $582,674 $1,674
FTE...ooooieieeeeeeeeeeeeeeeene 3,526 3,220 3,526 3,526 0

Four research services within VA R&D select projects for funding and manage the
research to ensure its relevance, quality, and productivity:

e Biomedical Laboratory - Supports pre-clinical research to understand life
processes from the molecular, genomic, and physiological level in regard
to diseases affecting Veterans.

e (linical Science - Administers investigations, including human subject
research, to determine the feasibility or effectiveness of new treatments
(e.g., drugs, therapy or devices) in small clinical trials or multi-center
cooperative studies to learn more about the causes of disease and develop
more effective clinical care.

The Cooperative Studies Program (CSP) is a major division within Clinical
Science R&D that specializes in designing, conducting, and managing
national and international multi-site clinical trials and epidemiological
research. CSP has completed several landmark studies and is recognized
internationally for its ability to produce key findings that support
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important clinical and policy decisions. Many of today’s standard medical
treatments for various chronic diseases were tested and proven by CSP.

e Health Services - Supports studies to identify and promote effective and
efficient strategies to improve the organization, cost-effectiveness, and
delivery of quality health care to Veterans.

e Rehabilitation - Develops novel approaches to restore Veterans with
traumatic amputation, central nervous system injuries, loss of sight or
hearing, or other physical and cognitive impairments to full and
productive lives.
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Medical Care Budget Authority

(dollars in thousands)

as required by Public Law 107-314.

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease

Medical Services1/:
Appropriation $37,136,000 $39,649,985 $39,649,985 $41,354,000 $43,557,000 $1,704,015  $2,203,000
Pay Freeze Rescission $0 ($552,000) $0 $0 $0 $0 $0
VA Contingency Fund $0 $953,000 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-10....... ($48,479) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, PL112-74............c......... $0 $0 ($172,750) $0 $0 $172,750 $0
Recission (Public Law 112-10) “Across the Board” - .2 percent... ($74,272) $0 $0 $0 $0 $0 $0
Recission (Public law 112-10) “Special”..........ccccourrusrriisrivisninnns $0 $0 $0 $0 $0 $0 $0
Transfer to VA/DoD HCSIF ($65,000) $0 ($15,000) $0 $0 $15,000 $0
Advanced Appropriation Total increase............ccco.coeveineriinerennes $0 $0 $0 $165,000 $0 $165,000 ($165,000)
Subtotal, Appropriation $36,948,249 $40,050,985 $39,462,235 $41,519,000 $43,557,000 $2,056,765  $2,038,000
Collection: $2,770,663  $3,078,000  $2,749,362 $2,966,000 $3,051,000 $216,638 $85,000
Total Budget Authority $39,718,912 $43,128,985 $42,211,597 $44,485,000 $46,608,000 $2,273,403  $2,123,000
Medical Support & Compliance:
Appropriation $5,307,000  $5,535,000  $5,535,000 $5,746,000 $6,033,000 $211,000 $287,000
Pay Freeze Rescission $0 ($111,000) $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-1 ($10,087) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, PL 112-74. . $0 $0 ($24,168) $0 $0 $24,168 $0
Recission (Public Law 112-10) “Across the Board” - .2 percent... ($10,546) $0 $0 $0 $0 $0 $0
Recission (Public law 112-10) “Special”..........ccccocmrrironrriinrriinniinns ($34,000) $0 $0 $0 $0 $0 $0
Subtotal, Appropriation $5,252,367  $5,424,000  $5,510,832 $5,746,000 $6,033,000 $235,168 $287,000
Medical Fadilities:
Appropriation $5,740,000  $5,426,000  $5,426,000 $5,441,000 $4,872,000 $15,000 ($569,000)
Pay Freeze Rescission $0 ($50,000) $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-10....... ($10,434) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, PL 112-74............ccc....... $0 $0 ($37,162) $0 $0 $37,162 $0
Recission (Public Law 112-10) “Across the Board” - .2 percent... ($11,450) $0 $0 $0 $0 $0 $0
Recission (Public law 112-10) “Special”.......ccccoeveeerueeurrurcrncrenenes ($15,000) $0 $0 $0 $0 $0 $0
Subtotal, Appropriation $5,703,116  $5,376,000  $5,388,838 $5,441,000 $4,872,000 $52,162 ($569,000)
Subtotal, Medical Care Appropriations..........c.cceceeeeueceueeuerunne $47,903,732  $50,850,985 $50,361,905 $52,706,000 $54,462,000 $2,344,095 $1,756,000
Collection $2,770,663  $3,078,000  $2,749,362 $2,966,000 $3,051,000 $216,638 $85,000
Total Medical Care Appropriation: $50,674,395 $53,928,985 $53,111,267 $55,672,000 $57,513,000 $2,560,733 $1,841,000

1/ In FY 2013, VA anticipates transferrring a minimum of $15 million from Medical Services to the DoD-VA Health Care Sharing Incentive Fund,

Medical & Prosthetic Research

(dollars in thousands)

2012 2012 to 2013
2011 Budget Current 2013 Increase/
Actual Estimate Estimate Estimate Decrease
Medical & Prosthetic Research:
Total Budget Authority $579,838 $508,774 $581,000 $582,674 $1,674
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(Dollars in Thousands) 2011 Actual

Medical Support &

Description Care Services Compl. Facilities
APPIOPriation......cccovcviiiiiiiiici e $48,183,000 $37,136,000 $5,307,000 $5,740,000
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-10..... ($69,000)  ($48,479)  ($10,087)  ($10,434)
Recission (Public Law 112-10) “Across the Board” - .2 percent. ($96,268) ($74,272)  ($10,546)  ($11,450)
Recission (Public Law 112-10) “Special”.......c.cocreeenereeereerecereeneen. ($49,000) $0 ($34,000)  ($15,000)
Transfer to DoD-VA HCSIF ($65,000) ($65,000) $0 $0
Subtotal APPropriation..........cvrcereereereurerneereeniunerenseneeserserenenne $47,903,732 $36,948,249  $5,252,367 $5,703,116
COLLOCHIONS oottt seaeneaeaeaeaees $2,770,663  $2,770,663 $0 $0
Subtotal Budget Authority........cccccooiiiiiiiiiiiiiiiiccce, $50,674,395 $39,718,912  $5,252,367 $5,703,116
Total Budget AUthOority......cccccoooiiiiiiiiiiiiiiiiccccccce $50,674,395 $39,718,912 $5,252,367 $5,703,116
Reimbursements:

Sharing & Other Reimbursements............cccoeeereuveernereercrreernennne $333,496 $254,273 $45,697 $33,526
Prior Year RECOVETIES......c.oucueiiieeeieeeeeeieeeeeeeteeeeeeeeee e $65,121 $40,000 $25,121 $0
SUBtOtAl.......oiiiii e $398,617 $294,273 $70,818 $33,526
Adjustments to Obligations:
Unobligated Balance (SOY):
INO-Y AT ettt et eseaeeeee e e e eseaeaeas $786,105 $784,543 $0 $1,562
HINT NO-Year.....coiiiiiiiiiininiiseens $16,216 $8,070 $6,962 $1,184
2007 Emergency Supplemental (PL 110-28) (No-Yr)........... $22,346 $12,855 $6,046 $3,445
2-Y AT .. s $624,307 $402,098 $119,279 $102,930
SUBLOLAL......oviiiicice s $1,448,974  $1,207,566 $132,287 $109,121
Unobligated Balance (EOY):
R ($871,893)  ($869,974) S0 ($1,919)
($9,197)  ($2534)  ($6,378) ($285)
2007 Emergency Supplemental (PL 110-28) (No-Yr)........... ($11,683) ($7,994) ($2,926) ($763)
S ($269,768)  ($135452)  ($93,814)  ($40,502)
e ($1,162,541) ($1,015954) ($103,118)  ($43,469)
Change in Unobligated Balance (Non-Add).........ccccoeuvcuvurunnanee $286,433 $191,612 $29,169 $65,652
LAPS..orroe oo ($2,546)  ($1,236) ($886) ($424)
ODBLiGAtIONS. ...ttt $51,356,899 $40,203,561 $5,351,468 $5,801,870
FTE
Total FTE......coiiiiiiciiiice et 254,230 185,064 45,258 23,908
Direct FTE......ccocooiiiiiiiiiiiiiicccc s 251,128 183,268 44,430 23,430
Reimbursable FTE... 3,102 1,796 828 478
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(Dollars in Thousands) 2012 Budget Estimate

Medical Support &

Description Care Services Compl. Facilities
APPLOPIIAtiON....ceviieiniiciriicieie e essaes $50,610,985 $39,649,985 $5,535,000 $5,426,000
Pay Freeze Rescission .~ ($713,000) ($552,000) ($111,000)  ($50,000)
Contingency FUnd..........cocviineiniernecnescirecseieceseseseseseeeens $953,000 $953,000 $0 $0
Subtotal APPrOPIiation.......ocewecureeeeesecereesneeeeereeeeeseeseeesessseeseens $50,850,985 $40,050,985 $5,424,000 $5,376,000
Collections.......ccccveveeeueee.. ... $3,078,000 $3,078,000 $0 $0
Subtotal Budget AUthOTItY...c..c.ocoeuveeerierecireeerrrerneeeineeneeeeenns $53,928,985 $43,128,985 $5,424,000 $5,376,000
Total Budget AUthOTIEY .....cocuvveeriuereiieeeieeeireeneiseeeeieeseseeeeneaees $53,928,985 $43,128,985 $5,424,000 $5,376,000
Reimbursements:

Sharing & Other Reimbursements..........ccccecveurcurcuniivcncincuncincnnes $340,000 $238,000 $66,000 $36,000
Prior Year RECOVETIOS. .....oovvieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e seeeeeeeneeneens $3,000 $3,000 $0 $0
SUDLOLAL ...t $343,000 $241,000 $66,000 $36,000
Adjustments to Obligations:

Unobligated Balance (SOY):

NO-Y AT .c..erermeeimiiecireieeeterie et seseseeeese it seaees $600,000 $600,000 $0 $0

HIINT NO-Y@AT......uiioiiieiiceieeeieeeeceeeeeeeeet et eeaeeeneeenes $0 $0 $0 $0

2007 Emergency Supplemental (PL 110-28) (No-Yr)........... $0 $0 $0 $0

2-Y AT ..ttt $500,000 $400,000 $0  $100,000

SUDLOLAL....veieeriiecere e $1,100,000  $1,000,000 $0  $100,000

Unobligated Balance (EOY):

INO-Y AT ..ttt sttt et seaen ($450,000)  ($450,000) $0 $0
$0 $0 $0 $0
$0 $0 $0 $0

($50,000) ($50,000) $0 $0

($500,000)  ($500,000) $0 $0

$600,000 $500,000 $0  $100,000

$0 $0 $0 $0

ODBLIGAtIONS. ....uvereiceiieeiretiieieie et nnraes $54,871,985 $43,869,985 $5,490,000 $5,512,000
FTE

TOtAl FTE....ociiieiiiieciieeieirtienreteneiseeetieesessesesesessesseaessesesaeseaesnsanes 252,819 184,610 44,065 24,144

Direct FTE 249,728 182,828 43,234 23,666

Reimbursable FTE 3,091 1,782 831 478
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(Dollars in Thousands)

2012 Current Estimate

Medical Support &

Description Care Services Compl. Facilities
APPIOPriation......ccooveviiiiiiiiiiiccc e $50,610,985 $39,649,985 $5,535,000 $5,426,000
Transfer to North Chicago Demo. Fund, PL 112-74 ($234,080)  ($172,750)  ($24,168)  ($37,162)
Transfer to DOD-VA HCSIF..........covininieniniinineeneeneneiseseessienees ($15,000) ($15,000) $0 $0
Subtotal APPrOPIiation........coeweeueeeeercereesneeeeeneeeeeseesneesesssessenees $50,361,905 $39,462,235 $5,510,832 $5,388,838
COLLECHIOTNIS. ..ottt e e e e e eeeeeaeaeeenenen $2,749,362  $2,749,362 $0 $0
Subtotal Budget AUthOTItY........cocoeuviemiieieerienreiriereeeeeneeeneanes $53,111,267 $42,211,597 $5,510,832 $5,388,838
Total Budget AUthOority........ccccoooiiiiiiiiiiiiiiiiicciccccces $53,111,267 $42,211,597 $5,510,832 $5,388,838
Reimbursements:

Sharing & Other Reimbursements............ccoeeeeurecerererrerreeernennne $397,000 $278,000 $77,000 $42,000
Prior Year RECOVETIES. .....oouviiiiiiciieieieeeeeeeeeeeeeeeteeeeeae s eeenesnens $3,000 $3,000 $0 $0
SUBLOAL.......oiiiiic e $400,000 $281,000 $77,000 $42,000
Adjustments to Obligations:

Unobligated Balance (SOY):

NO-Y@aT ...t $871,893 $869,974 $0 $1,919

HINT NO-Year.....ciiiiiiiiiiicinins $9,197 $2,534 $6,378 $285

2007 Emergency Supplemental (PL 110-28) (No-Yr)........... $11,683 $7,994 $2,926 $763

2-Y AT . $269,768 $135,452 $93,814 $40,502

SUBLOLAL......oviiiic s $1,162,541  $1,015,954 $103,118 $43,469

Unobligated Balance (EOQY):

Lo T S ($200,000)  ($200,000) $0 $0
$0 $0 $0 $0
$0 $0 $0 $0

($300,000)  ($200,000)  ($20,000)  ($80,000)
($500,000)  ($400,000)  ($20,000)  ($80,000)
$662,541  $615954  $83,118  ($36,531)
$0 $0 $0 $0
ODBLigatioNs........cccviiuiiiiiiici s $54,173,808 $43,108,551 $5,670,950 $5,394,307
FTE
Total FTE.......ccciiiiiiiiiiiiiics s 257,217 187,855 45,301 24,061
Direct FTE. ..o 254,126 186,073 44,470 23,583
Reimbursable FTE.........ccccooiicerceerecesce e 3,091 1,782 831 478
2013 Congressional Submission 1A-29




(Dollars in Thousands) 2013 Estimate

Medical Support &

Description Care Services1/ [ Compl. Facilities
APPropriation.......ccccceiiiiniiccce s $52,541,000 $41,354,000 $5,746,000 $5,441,000
Increase to Appropriation $165,000 $165,000 $0 $0
Subtotal Appropriation..........ccceveevienieinirinininirersseesene $52,706,000 $41,519,000 $5,746,000 $5,441,000
COLLECHIONIS .ottt et e e et e e e e et eeeee e e seeeeeanean $2,966,000  $2,966,000 $0 $0

Subtotal Budget Authority $55,672,000 $44,485,000 $5,746,000 $5,441,000

Total Budget AUthOTity.......ccoocviviiiiiniiiiiiiiciiccceceees $55,672,000 $44,485,000 $5,746,000 $5,441,000
Reimbursements:

Sharing & Other Reimbursements............ccccocoeeeuvecenireincnniennennn $405,000 $284,000 $78,000 $43,000
Prior Year RECOVETIOS. ..c.eouieeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e eesreeeeeeneeeenes $3,000 $3,000 $0 $0
SUDTOTAL.....eivictieteceeeeetecee ettt ettt e ettt nan $408,000 $287,000 $78,000 $43,000

Adjustments to Obligations:
Unobligated Balance (SOY):

No-Year $200,000 $200,000 $0 $0
H1N1 No-Year $0 $0 $0 $0
2007 Emergency Supplemental (PL 110-28) (No-Yr)........... $0 $0 $0 $0
2-Y AT ..t s $300,000 $200,000 $20,000 $80,000
SUDLOLAL.......oiiiciccc e $500,000 $400,000 $20,000 $80,000

Unobligated Balance (EOY):

INO-YEAT ..ot s $0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0

Change in Unobligated Balance (Non-Add)........cccccreuevrerreernenne $500,000 $400,000 $20,000 $80,000
LaPSE..eiiiiiiete e $0 $0 $0 $0
ODBLiGAtIONS. ..ot $56,580,000 $45,172,000 $5,844,000 $5,564,000
FTE

Total FTE......coiiiiicccee et 262,912 192,377 45,814 24,721
DArect FTE. ..ottt 259,681 190,505 44,945 24,231
Reimbursable FTE 3,231 1,872 869 490

1/ InFY 2013, VA anticipates transferrring a minimum of $15 million from Medical Services to the DoD-VA
Health Care Sharing Incentive Fund, as required by Public Law 107-314.
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(Dollars in Thousands)

2014 Advance Appropriations

Description

Medical Support &
Care Services Compl. Facilities

APPIopriation........cccoveviviiiiiiiiniiic e
Subtotal Appropriation

COlIECHIONS......vviiiiiicic s
Subtotal Budget Authority........cccooiiueiiinicniniicirccrcceees

Total Budget AUthOTity........ccocovoiuiiiiiciiiiiciccr e

Reimbursements:

Sharing & Other Reimbursements............ccccocovueiuvininiiiiinicinnnne.
Prior Year RECOVETIES......ccuvuiriiiriniciriiiciiriceereeeseeeeee e
SUDTOLAL....viviieeeeeee et

Adjustments to Obligations:
Unobligated Balance (SOY):

Unobligated Balance (EOY):
NO-YEaT ...

$54,462,000 $43,557,000 $6,033,000 $4,872,000

$54,462,000 $43,557,000 $6,033,000 $4,872,000
$3,051,000  $3,051,000 $0 $0

$57,513,000 $46,608,000 $6,033,000 $4,872,000

$57,513,000 $46,608,000 $6,033,000 $4,872,000

$413,000 $289,000 $80,000 $44,000
$3,000 $3,000 $0 $0

$416,000 $292,000 $80,000 $44,000

$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 $0 $0

Obligations.... $57,929,000 $46,900,000 $6,113,000 $4,916,000

FTE

Total FTE......cooiiiiicicecce e 265,372 195,747 45,954 23,671

DAFECE FTE...ccvoreeeveseserssesessssssesssessssssssssssssssssssesssssessssseeses 262,141 193,875 45,085 23,181

Reimbursable FTE.........ccccoooiiiiiiiicieccceceeecieeeans 3,231 1,872 869 490
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Executive Summary Charts

Employment Summary (FTE)

2012 2014 2012 to 2013 2013 to 2014

2011 Budget  Current 2013 Advance Increase/  Increase/

Account Actual ~ Estimate Estimate Estimate Approp. Decrease Decrease
Medical Services........ccccoeunininnne 185,064 184,610 187,855 192,377 195,747 4,522 3,370
Medical Support & Compliance.. 45,258 44,065 45,301 45,814 45,954 513 140
Medical Facilities.......c..ccccoeuvvuunnnee 23,908 24,144 24,061 24,721 23,671 660 (1,050)
Subtotal 254,230 252,819 257,217 262,912 265,372 5,695 2,460

2012

2011 Budget  Current 2013 Increase/
Actual  Estimate Estimate Estimate Decrease

Medical & Prosthetic Research.... 3,526 3,220 3,526 3,526 0
Canteen Service..........cccevunieuennnae 3,274 3,285 3,400 3,450 50
Total 6,800 6,505 6,926 6,976 50
Summary of FTE by Activity
Medical Care
2012 2014 2012 to 2013 2013 to 2014
2011 Budget  Current 2013 Advance Increase/  Increase/
Description Actual Estimate Estimate Estimate Approp.  Decrease Decrease
Acute Hospital Care...................... 57,185 56,723 57,715 58,989 59,538 1,274 549
Rehabilitative Care.. 5,620 5,577 5,672 5,798 5,855 126 57
Psychiatric Care.... 38,199 37,897 38,557 39,413 39,783 856 370
Nursing Home Care.... 26,747 26,536 26,995 27,594 27,852 599 258
Subacute Care 673 668 679 695 701 16 6
State Home Domiciliary 0 0 0 0 0 0 0
Outpatient Care.........ccccoeeuvieunnnne 124,992 124,552 126,733 129,507 130,677 2,774 1,170
CHAMPVA. 814 866 866 916 966 50 50
Total FTE 254,230 252,819 257,217 262,912 265,372 5,695 2,460
FTE by Type
Medical Care
2012 2014 2012 to 2013 2013 to 2014
2011 Budget  Current 2013 Advance Increase/ Increase/
Account Actual Estimate Estimate Estimate Approp. Decrease Decrease
Physicians.........cccccocvviicininicinnins 17,546 17,083 17,697 18,073 18,277 376 204
Dentists 1,000 1,018 990 1,058 1,081 68 23
Registered Nurses...........ccoocueune 47,740 46,408 48,178 49,162 49,707 984 545
LPN/LVN/NA. ..ot 23,012 23,805 23,251 23,709 23,979 458 270
Non-Physician Providers............. 11,048 11,137 11,157 11,398 11,533 241 135
Health Techs/Allied Health........ 57,059 56,665 57,992 59,655 60,372 1,663 717
Wage Board/P&H..........ccccoovvunee 25,510 25,547 25,707 26,385 26,478 678 93
All Other....coviiiiieerseeeieeen 71,315 71,156 72,245 73,472 73,945 1,227 473
Total 254,230 252,819 257,217 262,912 265,372 5,695 2,460
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Unique Patients 1/

2012 2012 to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Priorities 1-6..........cccoce.u.. 4,254,470 4,195,294 4,328,562 4,392,645 4,444,519 64,083 51,874
Priorities 7-8........ccccc.c...... 1,327,701 1,411,535 1,327,599 1,324,467 1,320,927 (3,132) (3,540)
Subtotal Veterans............. 5,582,171 5,606,829 5,656,161 5,717,112 5,765,446 60,951 48,334
Non-Veterans 2/.............. 584,020 577,337 598,576 607,925 617,377 9,349 9,452
Total Unique Patients...... 6,166,191 6,184,166 6,254,737 6,325,037 6,382,823 70,300 57,786

Obligations by Priority Group
(dollars in thousands)

2012 2012 to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Priorities 1-6..........cccceue.. $44,448,398  $46,799,236  $46,868,324  $48,941,479  $50,039,246 $2,073,155 $1,097,767
Priorities 7-8..........cccccce..c. $5,237,388  $6,330,874  $5948,861  $6,252,943  $6,383,680 $304,082 $130,737
Subtotal Veterans............. $49,685,786  $53,130,110  $52,817,185  $55,194,422  $56,422,926  $2,377,237  $1,228,504
Non-Veterans.................... $1,671,113  $1,741,875  $1,356,623  $1,385,578  $1,506,074 $28,955 $120,496
Total Obligations.............. $51,356,899  $54,871,985 $54,173,808  $56,580,000 $57,929,000  $2,406,192  $1,349,000

Obligations Per Unique Patient
(dollars)

2012 2012 to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Priorities 1-6........cccccceueuuee $10,447 $11,155 $10,828 $11,142 $11,259 $314 $117
Priorities 7-8........cccceuuee. $3,945 $4,485 $4,481 $4,721 $4,833 $240 $112
Subtotal Veterans............. $8,901 $9,476 $9,338 $9,654 $9,786 $316 $132
Non-Veterans.................... $2,861 $3,017 $2,266 $2,279 $2,439 $13 $160
Total Unique Patients...... $8,329 $8,873 $8,661 $8,945 $9,076 $284 $131

1/ Unique patients are uniquely identified individuals treated by VA or whose

treatment is paid for by VA. It includes patients only receiving pharmacy,

CHAMPV A patients, Readjustment Counseling patients, employees seen as patients,

collateral patients and other non-veterans treated in VA.

2/ Non-veterans include spousal collateral, consultations and instruction,

CHAMPV A workload, reimbursable workload with affiliates, humanitarian care,

and employees receiving preventive occupational immunizations such as Hepatitis

A&B and flu vaccinations.
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Unique Patients Y

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6........cccocovvurnnne 4,254,470 4,195,294 4,328,562 4,392,645 4,444,519 64,083 51,874
Priorities 7-8........ccccoeueruuee 1,327,701 1,411,535 1,327,599 1,324,467 1,320,927 (3,132) (3,540)
Subtotal Veterans... 5,582,171 5,606,829 5,656,161 5,717,112 5,765,446 60,951 48,334
Non-Veterans 2/ 584,020 577,337 598,576 607,925 617,377 9,349 9,452
Total Unique Patients........ 6,166,191 6,184,166 6,254,737 6,325,037 6,382,823 70,300 57,786
Unique Enrollees ¥
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6........ccccovuurueee 6,252,197 6,162,611 6,397,289 6,498,081 6,581,477 100,792 83,396
Priorities 7-8 2,322,001 2,456,236 2,311,383 2,310,569 2,307,491 (814) (3,078)
Total Enrollees 8,574,198 8,618,847 8,708,672 8,808,650 8,888,968 99,978 80,318
Users as a Percent of Enrollees
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6........ccccovuurueee 68.0% 68.1% 67.7% 67.6% 67.5% -0.1% -0.1%
Priorities 7-8 57.2% 57.5% 57.4% 57.3% 57.2% -0.1% -0.1%
Total Enrollees. 65.1% 65.1% 64.9% 64.9% 64.9% 0.0% 0.0%
1/ Unique patients are uniquely identified individuals treated by VA or whose treatment is
paid for by VA. It includes patients only receiving pharmacy, CHAMPV A patients,
Readjustment Counseling patients, employees seen as patients, collateral patients and other
non-veterans treated in VA.
2/ Non-veterans include spousal collateral, consultations and instruction, CHAMPV A
workload, reimbursable workload with affiliates, humanitarian care, and employees
receiving preventive occupational immunizations such as Hepatitis A&B and flu vaccinations.
3/ Similar to unique patients, the count of unique enrollees represents the count of veterans
enrolled for veterans health care sometime during the course of the year.
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Summary of Workloads for VA and Non-VA Facilities

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Outpatient Visits (000):
Staff.....coooicceere e 70,896 74,553 73,487 76,215 78,623 2,728 2,408
Mental Health (included above)..... 10,418 11,659 10,719 11,130 11,529 411 399
Fee .o 12,231 14,837 12,823 13,379 13,832 556 453
Mental Health (included above)..... 221 227 232 242 250 10 8
Readjustment Counseling.............. 1,377 1,444 1,444 1,508 1,574 64 66
Total....ovviiicccs 84,504 90,834 87,754 91,102 94,029 3,348 2,927
Patients Treated:
Acute Hospital Care........cccoceveucnne 627,242 662,245 641,657 653,863 662,828 12,206 8,965
Rehabilitative Care.........c..cccveuveen. 15,910 16,332 16,280 16,712 17,063 432 351
Psychiatric Care Total..................... 153,648 168,270 156,257 159,942 163,448 3,685 3,506
Acute Psychiatry...........cccocueuenne 97,881 97,749 99,224 100,463 101,641 1,239 1,178
Contract Hospital (Psych).............. 13,915 20,093 14,797 14,798 15,151 1 353
Psy Residential Rehab.................... 7,664 12,186 4,065 2,156 1,144 (1,909) (1,012)
Dom Residential Rehab.................. 34,188 38,242 38,171 42,5625 45,512 4,354 2,987
Nursing Home Care...........cccccceu.. 97,221 106,348 98,967 100,028 100,990 1,061 962
Subacute Care...... 3,000 2,679 2,287 1,715 1,264 (572) (451)
State Home Domiciliary................ 4,162 4,046 4,039 3,941 3,850 (98) (91)
Inpatient Facilities, Total................... 901,183 959,920 919,487 936,201 949,443 16,714 13,242
Average Daily Census:
Acute Hospital Care..........cccccceuec. 8,921 9,078 9,009 9,112 9,208 103 96
Rehabilitative Care... 1,133 1,140 1,140 1,148 1,154 8 6
Psychiatric Care Total..........ccc...... 9,999 10,378 10,130 10,230 10,275 100 45
Acute Psychiatry............cocecueeee. 2,874 2,928 2,827 2,781 2,721 (46) (60)
Contract Hospital (Psych) 281 387 283 284 285 1 1
Psy Residential Rehab................ 1,172 1,420 1,025 803 560 (222) (243)
Dom Residential Rehab.................. 5,672 5,643 5,995 6,362 6,709 367 347
Nursing Home Care..........ccceoee.. 36,573 38,133 36,673 36,923 37,058 250 135
Subacute Care.........cccceeeuveeiuenncnnne 107 105 87 69 54 (18) (15)
State Home Domiciliary................ 3,662 2,710 3,712 3,762 3,812 50 50
Inpatient Facilities, Total................... 60,395 61,544 60,751 61,244 61,561 493 317
Home & Comm. Bsd. Care............ 95,092 113,926 113,254 120,118 125,250 6,864 5,132
Inpatient & H&CBC, Grand Total..... 155,487 175,470 174,005 181,362 186,811 7,357 5,449
Length of Stay:
Acute Hospital Care.............c......... 52 5.0 51 51 51 0.0 0.0
Rehabilitative Care 26.0 25.5 25.6 25.1 247 (0.5) (0.4)
Psychiatric Care 23.8 226 23.7 233 229 (0.4) (0.4)
Nursing Home Care..........ccccouue.e 137.3 131.2 135.6 134.7 133.9 0.9 (0.8)
Subacute Care...... 13.0 14.3 13.9 14.7 15.6 0.8 0.9
State Home Domiciliary................ 321.2 2451 336.4 348.4 361.4 12.0 13.0
Dental Procedures 4,120,152 4,273457 4,274,083 4,394,018 4,516,240 119,935 122,222
CHAMPVA/FMPF/Spina Bifida:
Outpatient Workloads (000).......... 11,019 11,283 11,312 11,862 12,473 550 611
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Medical Care

Employment Summary, FTE by Grade, Headquarters
2012 t0 2013 2013 to 2014
2011 2012 2013 2014 Increase/ Increase/

GS Gradeor Title38 Actual Estimate Estimate Estimate Decrease Decrease
SES...oieerrerrenienns 31 31 31 31 0 0
Title 38...ovieieieirinne 192 192 192 192 0 0
15 or higher.................. 95 95 95 95 0 0
T 308 308 308 308 0 0
T3 246 246 246 246 0 0
T2 99 99 99 99 0 0
Tl 75 75 75 75 0 0
L0 0 0 0 0 0 0
D e 57 57 57 57 0 0
8 s 3 3 3 3 0 0
7 s sssiesanes 24 24 24 24 0 0

3 3 3 3 0 0
3 3 3 3 0 0
1 1 1 1 0 0
0 0 0 0 0 0
0 0 0 0 0 0
T 0 0 0 0 0 0
Wage Board.................. 1 1 1 1 0 0
Total Number of FTE. 1,138 1,138 1,138 1,138 0 0

Medical Care

Employment Summary, FTE by Grade, Field
2012 to 2013 2013 to 2014
2011 2012 2013 2014 Increase/ Increase/

GS Gradeor Title38  Actual Estimate Estimate Estimate  Decrease Decrease

133 133 134 135 1 1

75,427 76,502 78,319 79,207 1,817 888

475 477 484 487 7 3

1,948 1,959 1,992 2,002 33 10

8,842 8,933 9,110 9,186 177 76

15,116 15,290 15,607 15,746 317 139

1 O 20,526 20,770 21,204 21,397 434 193

L0 2,312 2,345 2,398 2,423 53 25

D et 12,546 12,678 12,934 13,047 256 113

8 et 6,758 6,830 6,969 7,033 139 64

7 e 15,928 16,067 16,365 16,490 298 125

B 31,817 32,196 32,886 33,243 690 357

B et e 28,633 28,996 29,643 29,950 647 307

Qoo 5,886 5,947 6,067 6,120 120 53

Bt 994 1,006 1,027 1,037 21 10
2 e 198 200 206 208 6

T 44 44 45 46 1 1

Wage Board... 25,509 25,706 26,384 26,477 678 93

Total Number of FTE.| 253,092 | 256,079 | 261,774 | 264,234 5,695 2,460
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Net Change
Medical Care

2013 Summary of Resource Requirements

(dollars in thousands)

2012 to
Description 2013
2012 President's Budget:
Appropriation $50,850,985
Collections $3,078,000
Total 2012 President's Budget $53,928,985
Adjustments:
Final Appropration Adjustment ($240,000)
Transfer to North Chicago Demo. Fund ($234,080)
Transfer to VA/DoD HCSIF ($15,000)
Reduction to Collections Estimate ($311,000)
Collection Transfer to North Chicago Demo. Fund ($17,638)
Total Adjustments ($817,718)
Adjusted 2012 Budget Estimate:
Appropriation $50,361,905
Collections $2,749,362
Total Adjusted 2012 Budget Estimate $53,111,267
2013 Current Services Increases:
Health Care Services $1,306,123
Payraise Assumption (0.5%) $81,254
Other Non-Pay Raise Pay Accounts $813,546
Long-Term Care $550,400
CHAMPVA & Other Dependent Prgs $109,955
Readjustment Counseling $8,000
DoD-VA Health Care Incentive Fund $15,000
2013 Total Current Services $55,995,545
2013 Initiatives:
Activations ($383,000)
Agent Orange $20,000
Amyotrophic Lateral Sclerosis (ALS) $4,000
Caregivers & Veterans Omnibus Hlth Svcs Act $27,000
DoD\ VA Integrated DES Expansion $3,560
Homelessness: Zero Homelessness $332,851
New Models of Patient-Centered Care ($284,605)
Expand Health Care Access for Veterans $1,926
Improving Veteran Mental Health ($11,209)
Improve the Quality of Health Care while Reducing Costs $20,157
Legislative Proposals ($7,025)
Operational Improvements:

Fee Care Payments Consistent with Medicare ($47,200)
2013 Total Initiatives ($323,545)
2013 Total Budget Authority Request:

Appropriation $52,706,000
Collections $2,966,000
Total Budget Authority $55,672,000
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Net Change
Medical Care
2014 Summary of Resource Requirements
(dollars in thousands)
2013 to

Description 2014
2012 President's Budget, 2013 Estimate:

APPTOPTIATION.c...ccvmervririnrinecimreseeiseiseiseessee s sesase e ssesessasse e ssse e sese e sese e ssse e sesesenens $52,541,000

COLLECHOMIS .. e e e e e e e e e e e e e e e e e e e e e e e eenesenenenesenensasaenensaen $3,291,000
Total 2012 President's Budget, 2013 Estimate.........c.cccccoeuviviiviiiniiniinciinceins $55,832,000
Adjustments:

Appropriation Request INCIeASE............cvuiiiiniiiiiiiiiiiii s $165,000

Reduction to Collections ESHMALE........c.cccevureuceuiircmeeiieiecireieneeieeeniseieese e nsensseesenaesane ($325,000)|
TOtAl AJUSENENES.....ouuvvreeerrerceirceeeriee it ssesessases s s esss st ssessasessesessasessssessanes ($160,000)
Adjusted 2013 Budget Estimate:

Appropriation $52,706,000

COLLECHOMIS ..t e e e e e e e e seaeeaeseneasaeneneasasaeasasaseeneans $2,966,000 |
Total Adjusted 2013 Budget Estimate............ccccoviiiiiiiininiiniicc s $55,672,000
2014 Current Services Increases:

THEAIEI CAT@ SOIVICES. ...ttt eete et eeeteeeeestens e e st eteseeeeseesesessessasseeanesessesaenenen $1,810,203

Payraise Assumption (0.5%) for 1/4 of FY 2014 and (1.7 %) for 3/4 of FY 2014..... $308,519

Other Non-Pay Raise Pay ACCOUNtS..........ccccouiiiiciniic i ssssesnnnas $359,881

LONG-TEIIMN CATE.....cu e ssssese s esessssessessssese s s s s ssssnssesssenssesssens $569,554

CHAMPVA & Other Dependent Prgs $120,496

Readjustment COUNSELING. .......c..wwwuerererireeierirerieeireniseniseniesesesaessessessessessesssessessans $8,000 |
20714 TOtal CUITENE SEIVICES.....eiuivieeeeieeeetecteeeeee ettt ettt sse s e ste s sss st enesssssssennens $58,848,653
2014 Initiatives:

ACHTVATIONS covvvrerireerceeiee ittt ($657,061)

New Models of Patient-Centered Care..........ccorureureereereeeeeerereeneeneeneenessessessesessessessesees ($433,395)

Expand Health Care Access for Veterans ($120,000)

Improving Veteran Mental Health............cccooiicccccceians ($19,791)

Improve the Quality of Health Care while Reducing Costs..........cccooeveiviuniiviinniininnes ($51,157)

Establish World-Class Health Informatics Capability.........cccccccouunvurincisineincinineinnes ($10,000)

Legislative PrOPOSaLS..... ... eeeese e saseessesssesssesssesssesssesssesssesssesssesssessaens $51

Operational Improvements:

Fee Care Payments Consistent with Medicare...........ccccoocvininienininienieneiniennes ($44,300)|
2014 Total INTHAtIVES......cciiiiiciici s assaes ($1,335,653)
2014 Total Budget Authority Request:

AP PTOPTIATION. cc.evveveeeienriecienreseieeeseiee e sesessesesasse e sessasse e ssse e ss s ssse e i senens $54,462,000
COLLECHIOMIS .. e e eae e e e e e e e seasaeneneasasaeeensasasnensasnseenenn $3,051,000 |
Total Budget AUNOTILY ...t $57,513,000
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Obligations by Object

Medical Care Total
(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease

10 Personal Svcs & Benefits:
Physicians........cccccooeviviininininiccicns $4,658,703  $4,544,517 $4,785,100 $4,989,900 $5,184,900 $204,800 $195,000
Dentists $226,918 $232,770 $227,800 $247,600 $253,700 $19,800 $6,100
Registered Nurses $5,523,377  $5,479,168 $5,593,500 $5,749,400 $5,912,600 $155,900 $163,200
LPN/LVN/NA $1,437,350  $1,518,962 $1,464,200 $1,510,600 $1,559,200 $46,400 $48,600
Non-Physician Providers..........c.ccccceueuee. $1,493,734  $1,512,999 $1,516,000 $1,562,600 $1,610,900 $46,600 $48,300
Health Techs/ Alllied Health.... $5,152,946  $5,155,403 $5,260,900 $5,456,500 $5,618,600 $195,600 $162,100
Wage Board/P&H $1,474,197  $1,499,349  $1,490,800  $1,541,300  $1,572,100 $50,500 $30,800
Administration $5,294,138  $5,085,373 $5,355,500 $5,505,700 $5,656,700 $150,200 $151,000
Perm Change of Station............cccccceeueeee. $18,106 $19,434 $19,400 $21,200 $24,200 $1,800 $3,000
Emp Comp Pay $234,314 $229,700 $255,300 $278,500 $303,800 $23,200 $25,300
VA Contingency Fund 1/......cccccouevvucn. $0 $95,000 $0 $0 $0 $0 $0

Subtotal......... $25,513,783 $25,372,675 $25,968,500 $26,863,300 $27,696,700 $894,800 $833,400
21 Travel & Trans of Persons:
Employee $180,846 $174,800 $170,000 $165,000 $165,000 ($5,000) $0
Beneficiary $824,432 $797,700 $919,000 $966,100 $1,015,700 $47,100 $49,600
Other $47,589 $44,700 $49,000 $50,600 $52,200 $1,600 $1,600

Subtotal.......cccooeenee. $1,052,867  $1,017,200 $1,138,000 $1,181,700 $1,232,900 $43,700 $51,200
22 Transportation of Things........ccecceuu... $40,143 $62,300 $43,600 $47,400 $51,700 $3,800 $4,300
23 Comm., Utilites & Oth. Rent:
Rental of equip $120,719 $143,400 $132,200 $145,000 $159,300 $12,800 $14,300
Communications.......ccoceeveeevereerereeenieennes $269,056 $297,700 $297,700 $329,400 $364,500 $31,700 $35,100
Utilities $536,876 $566,200 $550,300 $564,100 $578,300 $13,800 $14,200
GSA RENT... $21,327 $19,200 $23,100 $25,600 $28,400 $2,500 $2,800
Other real property rental $341,831 $550,600 $492,400 $533,800 $560,500 $41,400 $26,700

SUbtotal...c.c.ovecccieiercceee e $1,289,809  $1,577,100  $1,495,700  $1,597,900  $1,691,000 $102,200 $93,100
24 Printing & Reproduction: ..........c....... $82,360 $47,804 $47,804 $59,407 $59,407 $11,603 $0
25 Other Services:
Outpatient dental fees..........ccccccceueruncuncnns $102,231 $92,800 $108,800 $115,800 $123,200 $7,000 $7,400
Medical & nursing fees...........c.ccccourvnne. $1,530,807  $2,200,600  $1,792,700  $2,099,500  $2,458,800 $306,800 $359,300
Repairs to furniture/equipment. $179,783 $217,700 $197,200 $217,400 $240,200 $20,200 $22,800
M&R contract services $176,057 $176,200 $181,000 $186,600 $192,400 $5,600 $5,800
Contract hospital $1,450,578  $1,673,500 $1,668,700 $1,919,700 $2,208,400 $251,000 $288,700
Community nursing homes..... $572,969 $628,500 $610,200 $667,100 $698,100 $56,900 $31,000
Repairs to prosthetic appliances $179,454 $209,000 $185,100 $206,600 $228,300 $21,500 $21,700
Home Oxygen $155,441 $192,700 $170,600 $190,500 $210,500 $19,900 $20,000
Personal services contracts....................... $111,346 $113,600 $121,500 $132,800 $145,400 $11,300 $12,600
House Staff Disbursing Agreement........ $545,212 $573,200 $584,100 $626,300 $671,600 $42,200 $45,300
Scarce Medical Specialists......................... $195,268 $242,100 $195,300 $195,300 $195,300 $0 $0
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Obligations by Object
Medical Care Total
(dollars in thousands)
2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
25 Other Services (continued)
Other Medical Contract Services............. $2,541,380  $3,724,654  $3,442,451 $2,650,600  $1,535,700 ($791,851) ($1,114,900)
Administrative Contract Services $1,886,465 $2,328/452  $2,638,700  $2,939,637  $3,084,165 $300,937 $144,528
Training Contract Services..........o.c.coueeeen. $73,490 $98,800 $88,000 $105,900 $127,900 $17,900 $22,000
CHAMPV A....oooviinirernererneresinesesineeen $847,514 $896,400 $899,000 $973,100  $1,054,300 $74,100 $81,200
VA Contingency Fund 1/....cccccccvuvvvernereene $0  $572,000 $0 $0 $0 $0 $0
Subtotal........cveverieeeienens $10,547,995 $13,940,206 $12,883,351 $13,226,837 $13,174,265 $343,486 ($52,572)
26 Supplies & Materials:
Provisions $109,595 $114,600 $111,500 $116,100 $120,900 $4,600 $4,800
Drugs & medicines..........ccccocvevcivciccnnnnnes $4,579,010  $4,551,100  $4,688,800  $4,934,600  $5,212,700 $245,800 $278,100
Blood & blood products..........cccccocevcuneence. $71,361 $87,200 $81,800 $86,100 $91,000 $4,300 $4,900
Medical /Dental Supplies $1,204,957  $1,405200  $1,329,100  $1,468,000  $1,622,300 $138,900 $154,300
Operating supplies $257,274 $318,400 $279,300 $303,700 $330,700 $24,400 $27,000
M&R SUPPLI€S.......ccvuiiiriiiriiieiiiciiicianes $148,089 $174,100 $159,500 $173,200 $153,400 $13,700 ($19,800)
Other supplies $242,640 $359,200 $340,853 $424,906 $436,468 $84,053 $11,562
Prosthetic appliances..........ccocccvvcuricneaee $1,658,141  $2,106,600  $1,864,900  $2,081,800  $2,300,600 $216,900 $218,800
Home Respiratory Therapy ... $33,522 $37,700 $33,300 $37,200 $41,100 $3,900 $3,900
VA Contingency Fund 1/.... $0 $286,000 $0 $0 $0 $0 $0
Subtotal $8,304,589  $9,440,100  $8,889,053  $9,625,606 $10,309,168 $736,553 $683,562
31 Equipment $1,411,118  $1,034,000  $1,675400  $1,816,600  $1,712,200 $141,200 ($104,400)
32 Lands & Structures:
Non-Recurring Maint. (NRM).... $1,977,168 $868,800 $868,800 $710,450 $464,660  ($158,350)  ($245,790)
Capital Leases $12,542 $74,000 $15,700 $19,700 $24,700 $4,000 $5,000
All Other Lands & Structures................... $98,315 $260,800 $124,800 $168,300 $227,000 $43,500 $58,700
SUBLOtal....oeeeiiciiccce s $2,088,025  $1,203,600  $1,009,300 $898,450 $716,360 ($110,850)  ($182,090)
41 Grants, Subsidies & Contributions:
State home $821,577 $795,800 $733,000 $764,900 $787,400 $31,900 $22,500
Homeless Programs..............ooc.cvevercveeeens $204,311 $381,200 $290,100 $497,900 $497,900 $207,800 $0
Subtotal.......coceuvieiiieiricieece $1,025,888 $1,177,000  $1,023,100  $1,262,800  $1,285,300 $239,700 $22,500
43 Imputed Interest........uccevserecrsecsennae $322 $0 $0 $0 $0 $0 $0
Total, Obligations.........c..cccoeuvvuevcirincincnns $51,356,899 $54,871,985 $54,173,808 $56,580,000 $57,929,000 $2,406,192  $1,349,000
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Medical Services

Medical Services
Budgetary Resources*
(dollars in thousands)

2012 2012 to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Description Actual Estimate Estimate Estimate ~ Adv. Approp.1/  Decrease Decrease
Appropriation........ $36,948,249 $40,050,985 $39,462,235 $41,519,000 $43,557,000 $2,056,765 $2,038,000
Collections.............. $2,770,663 $3,078,000 $2,749,362 $2,966,000 $3,051,000 $216,638 $85,000
Total...ccocveeririeriinene $39,718,912  $43,128,985  $42,211,597  $44,485,000 $46,608,000 $2,273,403 $2,123,000

*Reflects appropriation transfers.

1/In 2014, reflects Biomedical Engineers functions funding source change from Medical Facilities to Medical
Services.

Appropriation Language

For necessary expenses for furnishing, as authorized by law, inpatient and
outpatient care and treatment to beneficiaries of the Department of Veterans
Affairs and veterans described in section 1705(a) of title 38, United States Code,
including care and treatment in facilities not under the jurisdiction of the
Department, and including medical supplies and equipment, bioengineering
services, food services, and salaries and expenses of health care employees hired
under title 38, United States Code, aid to State homes as authorized by section
1741 of title 38, United States Code, assistance and support services for caregivers
as authorized by section 1720G of title 38, United States Code, and loan
repayments authorized by section 604 of the Caregivers and Veterans Omnibus
Health Services Act of 2010 (Public Law 111-163; 124 Stat. 1174; 38 U.S.C. 7681
note); [$41,354,000,000]$165,000,000, which shall be in addition to funds previously
appropriated under this heading that became available on October 1, 2012; and, in
addition, $43,557,000,000, plus reimbursements, shall become available on October
1, [2012]2013, and shall remain available until September 30, [2013]2014: Provided,
That, of the amount made available on October 1, 2013, under this heading,
$1,400,000,000 shall remain available until September 30, 2015: Provided further, That
notwithstanding any other provision of law, the Secretary of Veterans Affairs
shall establish a priority for the provision of medical treatment for veterans who
have service-connected disabilities, lower income, or have special needs: Provided
further, That notwithstanding any other provision of law, the Secretary of
Veterans Affairs shall give priority funding for the provision of basic medical
benefits to veterans in enrollment priority groups 1 through 6: Provided further,
That notwithstanding any other provision of law, the Secretary of Veterans
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Affairs may authorize the dispensing of prescription drugs from Veterans Health
Administration facilities to enrolled veterans with privately written prescriptions
based on requirements established by the Secretary: Provided further, That the
implementation of the program described in the previous proviso shall incur no
additional cost to the Department of Veterans Affairs. (Military Construction and
Veterans Affairs, and Related Agencies Appropriations Act, 2012.)

Appropriation Transfers
See part 1F for a detailed explanation of the appropriation transfers that affect the
Medical Services appropriation.

Funding for Biomedical Engineering Services moved from Medical Facilities to
Medical Services

The 2014 appropriation request proposes that VA’s Biomedical Engineering
Services costs of $320 million and 1,080 FTE be funded out of the Medical Services
appropriation instead of the Medical Facilities appropriation. In order to
properly align the appropriation requests with the nature of the services
provided, funds are moved from the Medical Facilities appropriation to the
Medical Services appropriation. This transfer of services includes personal
services and other costs associated with maintenance and repair of all medical
equipment used in the treatment, monitoring, diagnosis, or therapy of patients.

2013 Funding and 2014 Advance Appropriations Request
The justification for the 2013 funding and the 2014 advance appropriations

request is provided in the following narrative.

The following table provides an itemized breakout of the obligations by program.
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'VA Medical Services Obligations by Program

(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/ Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
Health Care Services:
Acute Care. $27,048,902 $28,175,853 $27,297,420  $28,425,199 $29,989,428  $1,127,779  $1,564,229
Rehabilitative Care $413,385 $570,000 $454,673 $477,407 $501,608 $22,734 $24,201
Mental Health $3,983,944 $4,244,600 $4,186,472 $4,457,315 $4,721,514 $270,843 $264,199
Prosthetics $2,080,628 $2,489,000 $2,330,000 $2,586,000 $2,870,000 $256,000 $284,000
Dental $480,554 $490,800 $349,647 $414,666 $504,470 $65,019 $89,804
Contingency Funding. $0 $953,000 $0 $0 $0 $0 $0
Total Health Care Services, $34,007,413 $36,923,253 $34,618,212  $36,360,587 $38,587,020  $1,742,375  $2,226,433
Long-Term Care:
VA Community Living Centers (VA CLC)...oo..oonrrviinnrriiinenni $2,373,589 $2,553,500 $2,468,214 $2,564,502 $2,670,136 $96,288 $105,634
Community Nursing Home $607,113 $634,900 $680,233 $757,726 $844,748 $77,493 $87,022
State Nursing Home. $775,069 $750,100 $856,440 $946,772 $1,042,059 $90,332 $95,287
State Home Domiciliary $50,769 $53,300 $54,133 $57,455 $59,608 $3,322 $2,153
Geriatric Evaluation & Management 1/.........cccoococoumrveuinnrrcuinneneees $0 $9,000 $0 $0 $0 $0 $0
Subtotal $3,806,540 $4,000,800 $4,059,020 $4,326,455 $4,616,551 $267,435 $290,096
Total Non-Institutional Care $1,082,541 $1,394,100 $1,270,129 $1,476,523 $1,671,022 $206,394 $194,499
Long-Term Care Total $4,889,081 $5,394,900 $5,329,149 $5,802,978 $6,287,573 $473,829 $484,595
Other Health Care Programs:
CHAMPVA, Spina Bifida, FMP, & CWVV......cccccoomrimmriinninnninnes $1,137,739 $1,228,300 $1,188,348 $1,290,780 $1,403,033 $102,432 $112,253
Readjustment Counseling $169,328 $189,000 $162,533 $169,412 $176,292 $6,879 $6,880
Other 2/ $0 $39,200 $0 $0 $0 $0 $0
DoD-VA Health Care Incentive FUNA 3/ ......c.oovvueriemerinecineris $0 $15,000 $0 $15,000 $15,000 $15,000 $0
Subtotal $1,307,067 $1,471,500 $1,350,881 $1,475,192 $1,594,325 $124,311 $119,133
Initiatives/Legislative Proposals 4/:
Activation $0 $247,700 $892,210 $601,403 $98,774 ($290,807) ($502,629)
Agent Orange $0 $171,000 $171,000 $191,000 $191,000 $20,000 $0
Amyotrophic Lateral Sclerosis (ALS) $0 $43,000 $43,000 $47,000 $47,000 $4,000 $0
Caregivers & Veterans Omnibus Hlth Sves (PL 111-163).............. $0 $181,000 $238,450 $264,100 $264,100 $25,650 $0
DoD/VA Integrated Disability Evaluation Sys. Enh.........cc..cc..... $0 $18,000 $2,700 $3,234 $3,234 $534 $0
Indian Health Service: $0 $52,000 $52,000 $52,000 $52,000 $0 $0
Strategic Planning Major Initiatives 5/:
Homelessness: Zero Homelessness. $0 $449,000 $801,884 $1,063,816 $1,063,816 $261,932 $0
New Models of Patient-Centered Care $0 $108,000 $660,947 $398,957 $0 ($261,990)  ($398,957)
Expand Health Care Access for Veterans. $0 $5,000 $100,771 $102,416 $0 $1,645 ($102,416)
Improving Veteran Mental Health. $0 $0 $8,230 $5,254 $0 ($2,976) ($5,254)
Research on Long-Term Health & Well-Being of Vets $0 $30,000 $0 $0 $0 $0 $0
Improve the Quality of Health Care while Reducing Costs.... $0 $5,000 $29,485 $48,656 $0 $19,171 ($48,656)
Establish World-Class Health Informatics Capability $0 $7,000 $0 $0 $0 $0 $0
Subtotal $0 $604,000 $1,601,317 $1,619,099 $1,063,816 $17,782 (8555,283)
Initiatives Total $0 $1,316,700 $3,000,677 $2,777,836 $1,719,924 ($222,841) ($1,057,912)
Legislative Proposals
Subtotal $0 ($19,568) ($20,068) ($27,093) ($27,042) ($7,025) $51
Operational Improvements 6/
Fee Care Payments Consistent with Medicare.........c.c.cccooovnrvunnne ($161,200) ($314,500) ($314,500) ($361,700) ($406,000) ($47,200) ($44,300)
Fee Care Saving ($388,200) ($200,000) ($200,000) ($200,000) ($200,000) $0 $0
Clinical Staff and Resource Realignment.... $0 ($150,800) ($150,800) ($150,800) ($150,800) $0 $0
Medical & Administrative Support Savings. ($168,100) ($150,000) ($150,000) ($150,000) ($150,000) $0 $0
Acquisition Improvement: ($621,900) ($355,000) ($355,000) ($355,000) ($355,000) $0 $0
VA Real Property Cost Savings & Innovation Plan. $0 ($46,500) $0 $0 $0 30 $0
Subtotal, Operational Improvement: ($1,339,400) ($1,216,800) ($1,170,300)  ($1,217,500) ($1,261,800) ($47,200) ($44,300)
Total Obligation: $40,203,561 $43,869,985 $43,108,551  $45,172,000 $46,900,000  $2,063,449  $1,728,000
Note: Dollars may not add due to rounding in this and subsequent charts
1/ Included in Health Care Services
2/ Residential Care Home Program and Community-Based Domiciliary Care included in Long Term Care and Health Care Services
3/ VA transferred $65 million and $15 million to DoD-VA Health Care Incentive Fund in 2011 and 2012 respectively
4/ The 2011 initiative actuals are included in Health Care Services
5/ Total funding for initiatives in FY 2012 Current Estimate, FY 2013, and FY 2014 are displayed in this section.
6/ 2011 Operational Improvements are non-additive, for display purposes only
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Below, the funding in parenthesis represents the 2013 funding level and 2014
advance appropriations request on an obligation basis.

Health Care Services:

> ($36.361 billion in 2013)

> ($38.587 billion in 2014)

VA projects the following medical services:

Acute Care:

> ($28.425 billion in 2013)

> ($29.989 billion in 2014)
Inpatient Acute Hospital Care: VA delivers inpatient acute hospital care
in its hospitals and through inpatient contract care. Acute care services for
medicine include neurology, surgery and maternity.

Ambulatory Care: This includes funding for ambulatory care in VA
hospital-based and community-based clinics. Contract fee care is often
provided to eligible beneficiaries when VA facilities are not geographically
accessible, services are not available at a particular facility, or when care
cannot be provided in a timely manner.

Pharmacy Services: These services include prescriptions, over-the-counter
medications and pharmacy supplies. VA expects to fulfill 283 million
prescriptions in 2013, an increase of 1.8 percent from 2012, and 291 million
in 2014, an increase of 2.8 percent from the 2013 estimate.

Rehabilitative Care:

> ($477 million in 2013)

> ($502 million in 2014)

These services include Blind Rehabilitation and Spinal Cord Injury programs.
VA is expanding the Blind Rehabilitation program to accommodate the
increased workload due to additional numbers of these injuries among
OEF/OIF/OND Veterans.

Mental Health:

> ($4.457 billion in 2013)

> ($4.722 billion in 2014)
Beginning in 2005, Mental Health has focused on expanding and transforming
mental health services for Veterans to ensure accessible, patient-centered,
recovery-oriented care. These concepts were reflected in the recommendations of
the VHA Comprehensive Mental Health Strategic Plan (MHSP), implemented
beginning in 2005 and completed in 2009. VA Mental Health Services followed
the MHSP with national requirements for mental health programs, reflected in
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VHA Handbook 1160.01, Uniform Mental Health Services in VA Medical Centers and
Clinics, published in September 2008. Further, and more recently, in support of
broad VHA, Patient Care Service and VISN Network Operation initiatives,
mental health has been actively involved in the development of the Patient
Aligned Care Team (PACT) and has been working collaboratively with the
National Center for Prevention to improve and maintain the health of
populations of Veterans treated in VA primary and specialty care. All of this
work has been further enhanced and facilitated by the Department’s major
initiative to Improve Veterans Mental Health (IVMH) as outlined in the VA’s FY
2011-2015 Strategic Plan. VA’s commitment to the IVMH is being tracked
through the Mental Health Initiative’s monthly reporting process during 2011
through 2013.

The Guiding Principles/ Goals of VA Mental Health Services are:
Veteran-centric care

A Recovery/ rehabilitation orientation to health care

Evidence based practices in the delivery of care

Maximizing access to care across clinical sites of care

Decrease stigma associated with mental health treatment

Improve the health of Veterans through the PACT

Increase use of technology to facilitate care

Expand partnerships with other government agencies and communities

PN LN =

These concepts are consistent with VA’s Core Values: Integrity, Commitment,
Advocacy, Respect and excellence (“I CARE”) and demonstrated in the
implementation of the Uniform Mental Health Services in VA Medical Centers and
Clinics handbook.

The primary actions in the transformation of mental health services that meet the
goals listed above include:

1. Enhancing the overall capacity of mental health services in VA medical
centers and clinics with improvements in both access to services and the
continuity of care;

2. Improving the delivery of mental health care by enhancing services for
Veterans at community-based outpatient clinics and those living in rural
areas;

3. Integrating mental health with primary care and other medical care
services;

4. Focusing specialty mental health care on rehabilitation- and recovery-
oriented services;

5. Implementing evidence-based treatments with a focus on specific,
evidence-based psychotherapy and psychopharmacology;

6. Expanding treatment opportunities for homeless Veterans;
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7. Addressing the mental health needs of returning OEF/OIF/OND
Veterans; and
8. Preventing suicide.

Implementation of the MHSP began the process of transformation, which was
codified with the publication of the Uniform Mental Health Services Handbook
(UMHSH). This Handbook defines requirements for those mental health services
that must be available to all Veterans and those that are required to be available
in VA medical centers, very large, large, mid-sized, and small community-based
outpatient clinics (CBOCs). VA is now well along in implementation of the
Handbook. As of June 2011, VA medical centers have implemented 94% of the
Handbook requirements. As further demonstration of achievement of these
transformative goals, VA has hired over 7,700 additional mental health staff since
the start of 2005. With the increased staffing, VA has increasingly recognized,
diagnosed, and treated common mental health conditions overall and through
mental health services incorporated into primary care settings. This has increased
the number of patients receiving mental health treatment in specialty mental
health care settings and in primary care, allowing specialty mental health care
settings to provide more extensive and intensive care and to focus on
rehabilitation and recovery-oriented services to help Veterans with severe mental
illnesses lead fulfilling lives.

Prosthetics:

> ($2.586 billion in 2013)

> ($2.870 billion in 2014)
These funds provide for the purchase and repair of prosthetics and sensory aids,
such as artificial limbs, hearing aids, pacemakers, artificial hip and knee joints,
ocular lenses and wheelchairs.

Dental Care:

> ($415 million in 2013)

> ($504 million in 2014)

This funding provides dental services to Veterans with a "medical condition
negatively impacted by poor dentition" who are eligible for limited dental care
by VA. These patients are placed into dental Classification III and VI
categories and include poorly controlled diabetic patients, patients with head
or neck cancer, organ transplant patients and others. Proper dental treatment
for these patients decreases morbidity and increases longevity while
contributing to an improved medical outcome.

The largest cohort eligible for dental care is Veterans with 100% service-
connected disability. These Veterans are eligible for comprehensive dental
care as needed. In addition, homeless Veterans enrolled in certain residential
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treatment programs are also eligible for dental treatment so that VA can
improve their health and quality of life by eliminating pain and infection, as
well as increasing their likelihood of employment.

Long-Term Care:

> ($5.803 billion in 2013)

> ($6.288 billion in 2014)

VA projects the institutional care average daily census (ADC) will increase
from 40,385 to 40,685 from 2012 to 2013 and from 40,685 to 40,870 from 2013 to
2014. VA will continue to focus its long-term care treatment in the least
restrictive and most clinically appropriate setting by providing more non-
institutional care than ever before and providing Veterans with care closer to
where they live. VA is projecting an increase in the non-institutional ADC
from 113,254 to 120,118 from 2012 to 2013 and from 120,118 to 125,250 from
2013 to 2014 for this progressive type of long-term care.

Civilian Health and Medical Program of the Department of Veterans Affairs
(CHAMPVA):

> ($1.291 billion in 2013)

> ($1.403 billion in 2014)

CHAMPVA was established to provide health benefits for the dependents and
survivors of Veterans who are, or were at time of death, permanently and
totally disabled from a service-connected disability, or who died from a
service-connected condition. VA provides most of the care for these
dependents and survivors under this program by purchasing care from the
private sector. CHAMPVA costs continue to grow as a result of several
factors. First, due to changes in the benefit structure, the mix of users has
changed significantly since 2002. Veterans” Survivor Benefits Improvements
Act of 2001, Public Law 107-14, dated June 5, 2001, amended title 38, United
States Code, to expand eligibility to those 65 and older who would have lost
their CHAMPVA eligibility when they became eligible for Medicare.
CHAMPVA is a secondary payer to Medicare for those individuals. Veterans
Benefits Act of 2002, Public Law 107-330, dated December 6, 2002, also
allowed retention of CHAMPVA for surviving spouses remarrying after age
55. Additionally, the number of claims paid is expected to grow. Along with
the increasing number of claims, the cost of care and transaction fees required
to process electronic claims is increasing.

Readjustment Counseling:

» ($169 million in 2013)

> ($176 million in 2014)

This funding is required to provide readjustment counseling at VA’s Vet
Centers to Veterans that served in a combat zone or area of armed hostilities.

2013 Congressional Submission 1C-7



Vet Centers are essential for helping Veterans access treatment for post-
traumatic stress disorder (PTSD) conditions, and VA expects an increase in
PTSD conditions as Veterans return from OEF/OIF/OND after multiple tours
of duty. This expansion of mental health services to Veterans in rural areas
enables VA to increase access to Veterans who need it most. Vet Centers are
tasked with three major functions: direct counseling for issues related to
combat service, outreach, and referral. Services are also provided to families
for military related issues. In 2003, Vet Centers were authorized to provide
bereavement counseling for families of OEF/OIF/OND service members who
die while on active duty.

DoD-V A Health Care Sharing Incentive Fund:

» ($15 million in 2013)

» ($15 million in 2014)

Congress created the Health Care Sharing Incentive Fund, regularly referred
to as the Joint Incentive Fund (JIF) between Department of Veterans Affairs
(VA) and the Department of Defense (DoD) to encourage development of
sharing initiatives at the facility, intra-regional and nationwide level. The JIF
program has been very successful in fostering collaboration and new
approaches to problem solving that mutually benefits both VA and DoD.
Section 8111(d) of title 38, United States Code requires each Secretary to
contribute a minimum of $15,000,000 from the funds appropriated to the
Secretary’s Department fund. The DoD-VA Health Care Sharing Incentive
Fund was established effective October 1,2003. Public Law 111-84, The
National Defense Authorization Act for Fiscal Year 2010, section 1706,
amended section 8111(d)(3) of title 38, United States Code, to extend the
program to September 30, 2015.

Initiatives:

Activations

» ($601 million in 2013)

» ($99 million in 2014)

Facility activiations provide non-recurring (equipment and supplies) and
recurring (additional personnel) costs associated with the activation of
completed construction of new or replacement medical care facilities.
Resources include assumed rates for medical equipment and furniture reuse
based on the facility type (renovation, replacement, or new)..

Agent Orange

» ($191 million in 2013)

» ($191 million in 2014)

The Agent Orange Presumptive process is part of an existing initiative that
was launched in 2010 to improve access to VA Health Care Service by
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providing timely services to Veterans. VA has identified new presumptive
conditions for awarding Service Connected status to Veterans who were
known to be exposed to Agent Orange.

Amyotrophic Lateral Sclerosis (ALS)

> ($47 million in 2013)

> ($47 million in 2014)

The Amyotrophic Lateral Sclerosis (ALS) Presumptive process is part of an
existing initiative to improve access to care for Veterans with ALS. It is
supported by regulations that have been published in 2009. Recent
assessments of the cost to treat a Veteran with ALS identify costs in excess of
$40,000 per patient. VA has identified that Veterans with ALS will be eligible
to enroll in VA’s health care system under presumptive service connected
determination.

Caregivers and Veterans Omnibus Health Services Act

> ($264 million in 2013)

> ($264 million in 2014)

The Caregivers and Veterans Omnibus Health Services Act of 2010 (Public
Law 111-163) supports significant expansion of benefits for caregivers,
increase of services for women and rural Veterans, new and renewed
authorities for existing programs, new personnel authorities, greater access for
facilities to conduct VA research, authorization of major construction projects,
and new authorities for law enforcement personnel.

DoD/V A Integrated Disability Evaluation System (IDES) Enhancement

» ($3 million in 2013)

> ($3 million in 2014)

The Integrated Disability Evaluation System (IDES) strives to implement an
integrated mechanism to provide wounded, ill, and injured service members
with a single disability evaluation for both the Medical Evaluation
Board/Physical Evaluation Board (MEB/PEB) and VA Compensation and
Pension disability claims. The process is intended to remove significant
procedural and systems barriers for Service Members and truly implement a
seamless transition from DoD to VA.

Indian Health Services
> ($52 million in 2013)
> ($52 million in 2014)
Indian Health Services is an ongoing initiative in support of sections 2901(b)
and 10221 of the Patient Protection and Affordable Care Act (Public Law 111-
148). Section 2901(b) establishes the Indian Health Service (IHS) as the payer
of last resort for all health programs operated by IHS, Indian tribes, tribal
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organizations, and Urban Indian organizations (25 U.S.C. 1603). Section 10221
authorizes IHS to establish or expand arrangements for the sharing of medical
facilities and services between IHS, Indian tribes, and tribal organizations and
VA. This initiative will enable VA to improve coordination with IHS in
providing quality health care to American Indian/Alaskan Native (AI/AN)
Veterans.

Strategic Planning Major Initiatives:

Homelessness: Zero Homelessness

> ($1.064 billion in 2013)

> ($1.064 billion in 2014)

The Department of Veterans Affairs, in concert with the United States
Interagency Council on Homelessness, is taking decisive action toward its
goal of ending homelessness among our nation’s Veterans. To achieve this
goal, VA has developed a plan to end homelessness among Veterans that
will assist every eligible homeless Veteran and at-risk for homeless
Veterans. VA will assist Veterans to acquire safe housing; needed
treatment and support services; homeless prevention services;
opportunities to return to employment; and benefits assistance. The
initiative of eliminating Veteran homelessness is built upon 6 strategies:
Outreach/Education, Treatment, Prevention, Housing/Supportive
Services, Income/Employment/ Benefits, and Community Partnerships.
See Selected Program Highlights for full discussion of this initiative.

New Models of Patient-Centered Care

> ($399 million in 2013)

Patient-Centered Care is the over arching goal of all our major initiatives,
but is organized under our Enhancing the Veteran Experience and Access
to Healthcare (EVEAH) major initiative. Here, we have a specific plan to
support the culture change necessary to become a more patient centered
health care system, but every one of or transformation efforts embody
some component of patient centered care.

Patient-centered care focuses on the whole person rather than the
condition or disease. It establishes a partnership among the primary care
team, Veteran patients, and their families or caregivers. This ensures that
the Veteran’s wants, needs, and preferences are respected and at the center
of decision-making. These preferences and goals are easily retrievable,
modifiable, and reviewed regularly with the Veteran patient. Veteran
patients will have the knowledge and support required to make decisions
and fully participate in the management of their health care. Patient-
centered care establishes continuous healing relationships and provides
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optimal healing environments. The results are better health outcomes,
improved quality of care, greater patient satisfaction, and enhanced quality
of life.

At the core of our Patient-Centered Care (PCC) Culture Transformation
Initiative is an entirely new approach to health care that is a radical shift
from our current system. The medicine of tomorrow moves beyond
problem based disease care to patient-centered health care. This approach
requires a process that is proactive rather than reactive and engages the
patient at the center of their care. There are three key components to this
approach to health care: personalized health planning; whole person,
integrative strategies; and behavior change and skill building that works.
This radical departure requires a rational strategy for change that is
aligned and integrated with the resources, capacities, and ongoing
initiatives throughout VHA.

Personalized Health Planning is a core component of the new approach.
The process begins with the Veteran; hearing what is important to them in
their life, their values, and their priorities. Their Personalized Health Plan
draws on the best interventions and treatments available, and has a strong
emphasis on lifestyle and health behaviors. This requires providing the
paths to resources and skills for the Veteran that support sustained
behavior change. This approach to health care is founded on a
collaborative, team-based model. It is not physician centric, and draws on
a more expansive network of providers and resources than our current
model of care. This requires that the health care team have new processes,
roles, and tools. While the entire team needs training in the new approach
to health care, team must gain a new core competency for integrative
health coaching.

Fundamental to patient centered care is a cultural transformation based on
a true partnership with the Veteran and his/her family and community.
This change requires mutually reinforcing behavior change on the part of
the Veteran and their health care team. Change on this scale only happens
when core the functions of each department and program office are
aligned with intention and design.

Funding for Patient-Centered Care consists of salaries, travel, and supplies
for both the program office staff and the field-based implementation team
(FIT). The FIT staff is responsible for the PCC foundational roll out
throughout the country, and a large portion of the funding is provided to
our 9 Centers of Innovation, and other medical centers that are piloting
innovative programs which will place the Veteran and their values at the
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center of their health care. Extensive partnerships have been developed to
insure communication and alignment of goals across major initiatives, and
with DoD.

The contracts support the staff in building curriculums, providing training,
and developing a national communication plan. All projects incorporate
the Patient-Centered Care guiding principles which lead to more efficient
care, with the Veteran and their values at the center, in an effort to change
behaviors more successfully and ultimately improve outcomes while
reducing costs. The following is a list of some of these projects which are
in various stages of implementation:

Integration of Patient-Centered Care and Lean Thinking
- Perform organizational assessment/ site specific
- Provide Senior Leadership Training

0 Integrated Health Coach Training for Mental Health Providers

0 Integrated Health Coach Training for the Patient Aligned Care
Team (PACT)

0 Expansion of PACT team pilots incorporating Veteran
personalized health planning/behavior changes

0 Integration of Patient-Centered Culture (PCC), PACT and
National Center for Health Promotion and Disease Prevention
(NCP) within several medical centers

0 Integration of PCC tools within Lovell Federal Health Care
Center (integrating VHA and DoD), a Polytrauma Center, a
Community Living Center, and a Vet Center

0 Interactive Patient Tool contract and deployment at 9 medical
centers (inpatient and follow-up home program - goal to
improve outcomes and reduce readmissions). Getwell Network
is already being studied in the Birmingham Center of
Innovation.

0 Maximizing technology (from other Major Initiative projects) to
spread best practices so more Veterans can access Integrative
Medicine, Health Coaching, and other evidenced based medicine
services

0 Scripts Center (Automated Pharmacy Dispensing Center)
including after hours

0 Develop research driven PCC interviewing and hiring models
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0 Pilot effective and efficient employee
recruitment/hiring/orientation with PCC principles integrated
into new medical centers (partnering with Human Resources)

0 Renovation of Mental Health Outpatient Clinic

0 Medical Surgical Unit renovation

Expand Health Care Access for Veterans

» ($102 million in 2013)

Access to health care services, benefits, information and education is vital
to VA’s overall mission of providing exceptional health care to Veterans. It
is VA’s commitment to provide clinically appropriate quality care for
eligible Veterans when they want and need it. It is the goal to provide the
care in the right place, at the right time, by the right clinicians, and by the
right way (including use of technology). This major initiative includes
seven sub-initiatives, which jointly contribute to expanding Veterans
options and availability of services:

e Patient Centered Care and Cultural Transformation - This is an entirely
new approach to health care that is a radical shift from our current
system. The medicine of tomorrow moves beyond problem based
disease care to patient-centered health care. This approach requires a
process that is proactive rather than reactive and engages the patient at
the center of their care.

e Systems Redesign - This will create a culture of continuous process
improvement resulting in increased efficiencies, and improved Veteran
and employee satisfaction. Projects within this operations plan include
a focus on Outpatient Access, Inpatient Flow, Leadership Training, and
Systems Improvement.

e Handbook - VA will consistently communicate personalized benefits to
Veterans and will ensure each Veteran receives an easy to understand
delivery of benefits to which they are entitled. Clinical inventory
information will provide VA clinicians and purchased care staff a quick
reference to existing VA clinical inpatient and outpatient resources and
treatment options.

e Transportation - To ensure our Veterans have convenient and timely
access to transportation services, it is VHA’s vision to establish a
network of community transportation service providers that includes
the Veteran Service Organizations (VSO’s), community transportation
providers, Federal, State and Local government transportation services,
such as United We Ride, operating within each Veterans Integrated
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Service Network (VISN). This initiative is expanding the current
transportation options for Veterans.

e Kiosks (VetLink) - The VA Point of Service program (VPS) shall
develop, deploy and maintain small, stand-alone devices (kiosks) that
will enable Veterans and patients to efficiently and easily perform a
variety of administrative, financial and clinical tasks such as patient
check-in, view and update demographic and administrative
information, allergies view and update, medication reconciliation, and
patient surveys

e Project ARCH (Access Received Closer to Home) - Pilot programs to
provide non-VA health care service to rural populations in their local
community for five sites within Veterans Integrated Service Networks
(VISN). This initiative is part of the effort to provide the appropriate
services in a location that is accessible for the Veteran. This is a
legislatively mandated program.

e Hospital Quality and Transparency - This initiative provides Veterans
and other stakeholders alike with the information necessary to evaluate
care based on value (quality, safety, and reliability). By leveraging
routine customer feedback about health care data, information needs
can be translated into a pertinent, understandable context for informed
customer decision making. There is both an external and internal
reporting mechanism.

Through the implementation of these sub-initiatives, the Veteran will be
able to easily navigate the system to receive the desired services and
outcomes.

Improving Veteran Mental Health

» ($5 million in 2013)

This initiative provides an on-going process to transform VA mental
health. This transformation will ensure mental health services within VA
are evidenced-based, patient-centered, and recovery-oriented; that
Veterans and their families have increased access to mental health services
within VA and in communities; and that mental health programs are
coordinated with DoD to ensure coverage for service members and
Veterans seamlessly throughout their life.
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Improve the Quality of Health Care while Reducing Costs

> ($49 million in 2013)

The goal of this initiative is to develop enterprise-level program changes
that will streamline and automate clinical and business processes, improve
continuity and coordination of health care delivery across VA, and
eliminate system redundancies.

Legislative Proposals

> (-$27 million in 2013)

» (-$27 million in 2014)

There are two 2013 legislative proposal that have budgetary savings: to make the
grounds of all VA health care facilities smoke-free environments, and to allow VA
to release certain patient information to health plans for billing purposes. In
addition, there are five proposals from 2012 resubmitted in 2013 that have
budgetary savings. The proposals concern the removal of the requirement that
VA reimburse certain employees appointed under title 38 for expenses incurred
for continuing professional education; clarification of breach of agreement under
the Employee Incentive Scholarship Program; change in collection and
verification of Veteran’s income; Medicare ambulatory rates for beneficiary travel,
and consider VA a participating provider for purposes of reimbursement. See the
Proposed Legislation chapter for a detailed description of these proposals.

Operational Improvements

To improve VA health care operations and improve the value of services
provided to the Veterans and their families as well as recognizing the federal
deficit challenge this nation faces, VA has proposed a number of management
actions. Many of these proposals will improve VA’s medical services delivery
over the long-term.

Fee Care Payments Consistent with Medicare

> (-$362 million in 2013)

> (-$406 million in 2014)

Dialysis Regulation Savings and other care services are the estimated cost
savings from purchasing dialysis treatments and other care from civilian
providers at the Centers for Medicare & Medicaid Services rates instead of
current community rates.

Fee Care Savings

> (-$200 million in 2013)

> (-$200 million in 2014)

Fee care savings will be generated through application of the following
initiatives: use of electronic repricing tools, use of contract and blanket
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ordering agreements, decrease contract hospital average daily census,
decrease duplicate payments, decrease interest penalty payments, and
increase revenue generation through the use of automated tools.

Clinical Staff and Resource Realignment

» (-$151 million in 2013)

» (-$151 million in 2014)

Conversion of selected physicians to non-physician providers; conversion of
selected registered nurses to licensed practical nurses; and to more
appropriately align the required clinical skills with patient care needs.

Medical & Administrative Support Savings

> (-$150 million in 2013)

» (-$150 million in 2014)

Indirect Cost Savings will be produced by more efficiently employing the
resources in various medical care, administrative, and support activities at
each medical center and in VISN and central office operations.

Acquisition Improvements

> (-$355 million in 2013)

> (-$355 million in 2014)

VHA has eight ongoing initiatives. A brief description of each is as follows:

e Consolidated Contracting - This initiative consists of multi-facility, VISN,
and Regional Contracts. It also involves contracts being administered at
the VHA Health Administration Center (HAC). Contract savings result
from combining requirements and obtaining lower unit pricing.

e Increasing Competition - This initiative relates to competing contracts that
were formerly awarded on a sole source basis. The majority of the savings
in this category come from competing requirements among Service-
Disabled Veteran-Owned Small Business firms.

e Bring Back Contracting In House - Under this initiative, VHA is bringing
contracting workload back into VHA contracting offices from the Army
Corps of Engineers. By bringing the workload back, VHA avoids paying
the Corps of Engineers administrative charges.

e Reverse Auction Utilities - Several VHA facilities are participating in a
program administered by the General Services Administration (GSA),
whereby utilities are procured using reverse auctions. This has produced
savings in utility pricing.

e MED PDB/EZ Save - Through a consolidated effort with DoD, VHA has
been able to obtain visibility of the most favorable government pricing
overall. This has allowed VHA to procure needed supplies at the
identified lower price.
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e Reduce Contracts - This effort involves canceling/avoiding contracts by
performing the required services in house.

e Property Re-utilization - This initiative brings back the practice of
considering “excess as the first source of supply.” VHA has been able to
avoid procurement of new equipment by reutilizing excess equipment.

e Prime Vendor - VHA has been able to use the medical/surgical prime
vendor to achieve additional price concessions. Additionally, the prime
vendor also provides improved inventory management thereby
eliminating the procurement of unneeded supplies.

Medical Care Collections Fund: $2,966,000,000 in Collections in
2013 and $3,051,000,000 in Collections in 2014

Medical Care Collections Fund
(dollars in thousands)
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Description Actual 1/  Estimate Estimate1/  Estimate Adv. Approp. Decrease Decrease
Medical Care Collections Fund:
Pharmacy Co-payments $729,742  $652,000 $696,000 $759,000 $825,000 $63,000 $66,000
3rd Party Insurance Collections . $1,767,165 $2,109,000 $1,792,000  $1,792,000 $1,806,000 $0 $14,000
3rd Party RX Insurance $32,786 $0 $33,000 $33,000 $33,000 $0 $0
1st Party Other Co-payment: $178,469  $161,000 $177,000 $188,000 $189,000 $11,000 $1,000
Enhanced-Use Revenue $1,398 $2,000 $2,000 $2,000 $2,000 $0 $0
Long-Term Care Co-Payments..........ccccceeurrinrinrinrinns $3,174 $3,000 $4,000 $4,000 $4,000 $0 $0
Comp. Work Therapy Collections..........c..ccceereeeeerrens $55,099 $57,000 $57,000 $57,000 $57,000 $0 $0
Parking Fees $3,842 $4,000 $4,000 $4,000 $4,000 $0 $0
Comp. & Pension Living Expenses...........cccccoccverinrunne $871 $2,000 $2,000 $2,000 $2,000 $0 $0
Subtotal Collections $2,772,546  $2,990,000 $2,767,000  $2,841,000 $2,922,000 $74,000 $81,000
Legislative Proposals:
Allow VA to Release Patient info to Health Plans... $0 $0 $0 $34,000 $35,000 $34,000 $1,000
VA as a Participating Provider............cccccooovuiniininnns $0 $88,000 $0 $91,000 $94,000 $91,000 $3,000
Total Collections $2,772,546 $3,078,000 $2,767,000  $2,966,000 $3,051,000 $199,000 $85,000

1/ Includes collections transferred to the Joint DoD-VA Medical Facility Demonstration Fund.
Collections of $2,772,546,846 were received by VA in 2011. Due to a 1-month lag in timing from when the
funds are received and transferred into the Medical Services account, $2,770,663,500 was transferred to the
Medical Services account in 2011, which reflect collections from September 2010 through August 2011. The
funds collected in September 2011 were transferred in 2012.

Medical Care Collections Fund (MCCF) Collections

The Balanced Budget Act of 1997, Public Law 105-33, dated August 5, 1997,
established the Department of Veterans Affairs Medical Care Collections Fund
(MCCF). The legislation required that amounts collected or recovered after June
30, 1997, be deposited into the MCCF and used for medical care and services to
Veterans. In September 1999, VA implemented reasonable charges billing, which
allowed movement from cost-based medical care recovery to an approach closely
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resembling industry market pricing for services and resulted in a marked
improvement in health care collections.

With the establishment of the Chief Business Office (CBO), an expanded revenue
enhancement plan was formulated to implement a series of additional tactical and
strategic objectives. This plan targets a combination of immediate, mid-term, and
long-term improvements to the broad range of business processes encompassing
VA revenue activities. This CBO-directed effort is a formalized validation of
viable activities being pursued that have been extremely successful in addressing
national issues, such as coding, payer agreements, site visits to lower performing
facilities, and improved financial controls to increase collections. ~MCCF
collections totaled over $2.7 billion in 2011, reflecting a nearly five-fold
improvement in total collections since 2000, the result of these activities and an
increased emphasis on improving revenue-cycle processes. VA is
expecting MCCF total collections to approximate $2.7 billion in 2012. The
expected slower growth projected is attributable to current economic market
conditions resulting in fewer Veterans with billable insurance and increased
numbers of Veterans requesting hardship waivers and exemptions from
first-party copayments. VHA also continues to experience a decline in third-party
collections to billings ratios as commercial health insurers shift more
responsibility to the patient for health care costs including copays and
deductibles, which VHA cannot collect. Despite the current constraints affecting
collections growth, VHA continues to pursue opportunities for improved revenue
performance as addressed by initiatives described below.

National Revenue Contracts Office

This initiative is designed to leverage VHA's size and financial purchasing power
to develop national relationships for both payer agreements and contracts for
vendors who provide support for revenue-cycle activities. The National Payer
Relations Office (NPRO) component continues to aggressively pursue strategies
to effectively manage relationships with third-party payers. VHA has executed
seven national payer agreements. In addition, the National Payer Relations Office
has completed 99 regional agreement projects and is currently working on new or
re-verification of existing agreements.

The Revenue Contracts Management Program component was established to
improve management of vendors being utilized in VHA revenue-cycle activities
by developing better rates and consistency in payment terms, expectations, and
performance standards. @ One outcome of this effort has been VHA's
establishment of national Blanket Purchase Agreements (BPA) for coding,
insurance identification/verification products and services, billing, and
third-party AR follow-up; currently 66 BPAs are in place. VHA continues to
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explore other opportunities for using BPAs to assist with revenue-cycle
operations.

eBusiness Initiatives

In an effort to leverage the health care industry’s migration to national standard
electronic data exchanges under the Health Insurance Portability and
Accountability Act (HIPAA) and to comply with other legal requirements, VHA
has implemented a number of eBusiness initiatives to add efficiencies to the
billing and collections processes, including Medicare-equivalent Remittance
Advices; insurance verification; inpatient/outpatient/pharmacy billing; and
payments, including Electronic Funds Transfer. In response to new HIPAA
requirements for the next generation of electronic transaction standards (known
as 5010/D.0), which affect all of the eBusiness Initiatives, VA has established an
Integrated Product Team to manage the development and implementation of
system enhancements.

Consolidated Patient Account Centers (CPACs)

A major driver of VA’s revenue optimization strategy is the Congressionally
mandated deployment of Consolidated Patient Account Centers that will
consolidate traditional VHA business office functions into seven regional centers
by the end of 2012. This initiative will transform VHA billing and collections
activities, and more closely align VHA with industry best practices.

Before moving forward with a national rollout, the CPAC business model was
tested extensively within the VHA environment. In 2006, the Mid Atlantic CPAC
pilot project was established within Veterans Integrated Service Network (VISN
6) in Asheville, North Carolina. Through the pilot project, the VHA Chief
Business Office found that the CPAC way of integrating and standardizing
processes produced higher revenues while reducing operational costs. Most
importantly, these additional revenues can be used to enhance and expand the
services offered to our nation’s Veterans.

2013 Congressional Submission 1C-19



This Page Intentionally Left Blank

1C-20 Medical Services



Medical Services
Program Resource Data

Unique Patients Y
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6.........cccccvuuneene 4,254,470 4,195,294 4,328,562 4,392,645 4,444,519 64,083 51,874
Priorities 7-8 1,327,701 1,411,535 1,327,599 1,324,467 1,320,927 (3,132) (3,540)
Subtotal Veterans... 5,582,171 5,606,829 5,656,161 5,717,112 5,765,446 60,951 48,334
Non-Veterans 2/ ............... 584,020 577,337 598,576 607,925 617,377 9,349 9,452
Total Unique Patients........ 6,166,191 6,184,166 6,254,737 6,325,037 6,382,823 70,300 57,786
Unique Enrollees Y
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6 6,252,197 6,162,611 6,397,289 6,498,081 6,581,477 100,792 83,396
Priorities 7-8.. 2,322,001 2,456,236 2,311,383 2,310,569 2,307,491 (814) (3,078)
Total Enrollees 8,574,198 8,618,847 8,708,672 8,808,650 8,888,968 99,978 80,318
Users as a Percent of Enrollees
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Actual Estimate Estimate Estimate Adv. Approp.  Decrease Decrease
Priorities 1-6 68.0% 68.1% 67.7% 67.6% 67.5% -0.1% -0.1%
Priorities 7-8 57.2% 57.5% 57.4% 57.3% 57.2% -0.1% -0.1%
Total Enrollees.................... 65.1% 65.1% 64.9% 64.9% 64.9% 0.0% 0.0%
1/ Unique patients are uniquely identified individuals treated by VA or whose treatment is
paid for by VA. It includes patients only receiving pharmacy, CHAMPV A patients,
Readjustment Counseling patients, employees seen as patients, collateral patients and other
non-veterans treated in VA.
2/ Non-veterans include spousal collateral, consultations and instruction, CHAMPVA
workload, reimbursable workload with affiliates, humanitarian care, and employees
receiving preventive occupational immunizations such as Hepatitis A&B and flu vaccinations.
3/ Similar to unique patients, the count of unique enrollees represents the count of veterans
enrolled for veterans health care sometime during the course of the year.
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Summary of Workloads for VA and Non-VA Facilities

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Outpatient Visits (000):
Staff.....coooiicc 70,896 74,553 73,487 76,215 78,623 2,728 2,408
Mental Health (included above)..... 10,418 11,659 10,719 11,130 11,529 411 399
Fee..cccccas 12,231 14,837 12,823 13,379 13,832 556 453
Mental Health (included above)..... 221 227 232 242 250 10 8
Readjustment Counseling.............. 1,377 1,444 1,444 1,508 1,574 64 66
Total ..o 84,504 90,834 87,754 91,102 94,029 3,348 2,927
Patients Treated:
Acute Hospital Care...........ccccceuc. 627,242 662,245 641,657 653,863 662,828 12,206 8,965
Rehabilitative Care........c.cccoeuucnee. 15,910 16,332 16,280 16,712 17,063 432 351
Psychiatric Care Total.........ccccc...... 153,648 168,270 156,257 159,942 163,448 3,685 3,506
Acute Psychiatry...........cccocvcueeae. 97,881 97,749 99,224 100,463 101,641 1,239 1,178
Contract Hospital (Psych).............. 13,915 20,093 14,797 14,798 15,151 1 353
Psy Residential Rehab.................... 7,664 12,186 4,065 2,156 1,144 (1,909) (1,012)
Dom Residential Rehab.................. 34,188 38,242 38,171 42,525 45,512 4,354 2,987
Nursing Home Care..........cccccuuuee 97,221 106,348 98,967 100,028 100,990 1,061 962
Subacute Care...... 3,000 2,679 2,287 1,715 1,264 (572) (451)
State Home Domiciliary................ 4,162 4,046 4,039 3,941 3,850 (98) 91)
Inpatient Facilities, Total................... 901,183 959,920 919,487 936,201 949,443 16,714 13,242
Average Daily Census:
Acute Hospital Care..........cccoovunnne 8,921 9,078 9,009 9,112 9,208 103 96
Rehabilitative Care... 1,133 1,140 1,140 1,148 1,154 8 6
Psychiatric Care Total..........ccc...... 9,999 10,378 10,130 10,230 10,275 100 45
Acute Psychiatry...........cccoceucnee 2,874 2,928 2,827 2,781 2,721 (46) (60)
Contract Hospital (Psych) 281 387 283 284 285 1 1
Psy Residential Rehab.................... 1,172 1,420 1,025 803 560 (222) (243)
Dom Residential Rehab.................. 5,672 5,643 5,995 6,362 6,709 367 347
Nursing Home Care.........ccccceueuue. 36,573 38,133 36,673 36,923 37,058 250 135
Subacute Care.........cccocuocueriviirininenne 107 105 87 69 54 (18) (15)
State Home Domiciliary................ 3,662 2,710 3,712 3,762 3,812 50 50
Inpatient Facilities, Total................... 60,395 61,544 60,751 61,244 61,561 493 317
Home & Comm. Bsd. Care............ 95,092 113,926 113,254 120,118 125,250 6,864 5,132
Inpatient & H&CBC, Grand Total..... 155,487 175,470 174,005 181,362 186,811 7,357 5,449
Length of Stay:
Acute Hospital Care...........ccocvunene 52 5.0 51 51 51 0.0 0.0
Rehabilitative Care... 26.0 25.5 25.6 25.1 247 (0.5) (0.4)
Psychiatric Care.........ccccoeuvinirnnnne 23.8 226 23.7 23.3 229 0.4) (0.4)
Nursing Home Care.........ccccoeuuue. 137.3 131.2 135.6 134.7 133.9 0.9) (0.8)
Subacute Care...... 13.0 143 13.9 14.7 15.6 0.8 0.9
State Home Domiciliary................ 321.2 245.1 336.4 348.4 361.4 12.0 13.0
Dental Procedures..........ccceevueurcunnee 4,120,152 4,273457 4,274,083 4,394,018 4,516,240 119,935 122,222
CHAMPVA/FMF/Spina Bifida:
Outpatient Workloads (000).......... 11,019 11,283 11,312 11,862 12,473 550 611
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Summary of Total Request, Medical Services

(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/ Increase/
Description Actual Estimate Estimate Estimate 1/ Approp. Decrease Decrease
Appropriation $37,136,000 $39,649,985 $39,649,985 $41,354,000  $43,557,000 $1,704,015 $2,203,000
Pay Freeze Rescission 80 ($552,000) $0 $0 $0 $0 $0
Contingency Fund $0 $953,000 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-10. ($48,479) $0 $0 $0 $0 $0 $0
Recission (Public Law 112-10) “Across the Board” - .2 percent... ($74,272) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, PL 112-74.................. $0 $0 ($172,750) $0 $0
Transfer to DoD-VA Health Care Incentive Fund. ($65,000) $0 ($15,000) $0 $0 $15,000 $0
Advanced Appropriation Total increase $0 $0 $0 $165,000 $0 $165,000 ($165,000)
Subtotal Appropriation $36,948,249 $40,050,985 $39,462,235 $41,519,000  $43,557,000 $2,056,765 $2,038,000
Collections. $2,770,663  $3,078,000 $2,749,362  $2,966,000 $3,051,000 $216,638 $85,000
Budget Authority $39,718,912 $43,128,985 $42,211,597 $44,485,000  $46,608,000 $2,273,403 $2,123,000
Reimbursements:
Sharing & Other Reimbursement: $254,273 $238,000 $278,000 $284,000 $289,000 $6,000 $5,000
Prior Year Recoveries, $40,000 $3,000 $3,000 $3,000 $3,000 $0 $0
Subtotal $294,273 $241,000 $281,000 $287,000 $292,000 $6,000 $5,000
Adjustments to Obligations:
Unobligated Balance (SOY):
No-Year. $784,543 $600,000 $869,974 $200,000 $0 ($669,974) ($200,000)
HINI1 No-Year $8,070 $0 $2,534 $0 $0 ($2,534) $0
2007 Emergency Supplemental (PL 110-28) (No-Yr)............. $12,855 $0 $7,994 $0 $0 ($7,994) $0
2-Year $402,098 $400,000 $135,452 $200,000 $0 $64,548 ($200,000)
Subtotal $1,207,566  $1,000,000  $1,015,954 $400,000 $0 (8615,954) ($400,000)
Unobligated Balance (EOY):
No-Year ($869,974)  ($450,000)  ($200,000) $0 $0 $200,000 $0
HIN1 No-Year ($2,534) $0 $0 $0 $0 $0 $0
2007 Emergency Supplemental (PL 110-28) (No-YT)............. ($7,994) $0 $0 $0 $0 $0 $0
2-Year ($135,452) ($50,000)  ($200,000) $0 $0 $200,000 $0
Subtotal ($1,015,954)  ($500,000)  ($400,000) $0 $0 $400,000 $0
Change in Unobligated Balance (Non-Add)..........ccccooevrriieninnae ($1,015,954)  ($500,000)  ($400,000) $0 $0 $400,000 $0
Lapse ($1,236) $0 $0 $0 $0 $0 $0
Obligations $40,203,561 $43,869,985 $43,108,551 $45,172,000 $46,900,000 $2,063,449 $1,728,000

1/In FY 2013, VA anticipates transferring a minimum of $15 million from Medical Services to the DoD-VA Health Care Sharing Incentive Fund, as

required by Public Law 107-314.
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Summary of Obligations by Activity
Medical Services
(dollars in thousands)
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Acute Hospital Care........ $7,762,717 $7,600,500 $7,539,014 $7,639,536 $7,865,061 $100,522 $225,525
Rehabilitative Care.......... $413,385 $589,000 $454,673 $477,407 $501,608 $22,734 $24,201
Psychiatric Care................ $3,983,944 $4,161,700 $4,663,356 $5,185,931 $5,441,230 $522,575 $255,299
Nursing Home Care........ $3,755,771 $3,938,500 $4,004,887 $4,269,000 $4,556,943 $264,113 $287,943
Subacute Care................... $57,510 $75,200 $75,477 $79,684 $80,237 $4,207 $553
State Home Domiciliary. $50,769 $53,300 $54,133 $57,455 $59,608 $3,322 $2,153
Outpatient Care................ $23,041,726  $26,223,485  $25,128,663  $26,172,207 $26,992,280  $1,043,544 $820,073
CHAMPVA.... . $1,137,739 $1,228,300 $1,188,348 $1,290,780 $1,403,033 $102,432 $112,253
Total Obligations............. $40,203,561  $43,869,985  $43,108,551  $45,172,000 $46,900,000 $2,063,449  $1,728,000
Summary of FTE by Activity
Medical Services
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate  Estimate  Estimate Adv. Approp. Decrease Decrease
Acute Hospital Care.........ccccceuvunnee. 42,308 42,065 42,805 43,835 44,357 1,030 522
Rehabilitative Care.........cccocovueneeeee 4,333 4,308 4,383 4,488 4,542 105 54
Psychiatric Care.......c.cccccoevvruennnnnes 28,690 28,525 29,026 29,725 30,079 699 354
Nursing Home Care... 19,988 19,873 20,222 20,709 20,955 487 246
Subacute Care.......c.cocecvererreenueennenes 510 506 516 529 535 13 6
State Home Domiciliary.................. 0 0 0 0 0 0 0
Outpatient Care..........cccoeeecinnnne 89,235 89,333 90,903 93,091 95,279 2,188 2,188
CHAMPVA.....coiiriinieeeieeeeees 0 0 0 0 0 0 0
Total FTE.....ccoooiiiieeeeeeees 185,064 184,610 187,855 192,377 195,747 4,522 3,370
FTE by Type
Medical Services
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Account Actual Estimate Estimate Estimate Adv. Approp. Decrease Decrease
Physicians..........ccccoeeiiiiininnns 16,985 16,534 17,133 17,508 17,711 375 203
Dentists......cccceverievieninieienenns 987 1,007 977 1,045 1,068 68 23
Registered Nurses................... 44,939 43,694 45,360 46,335 46,875 975 540
LPN/LVN/NA 22,932 23,728 23,172 23,630 23,900 458 270
Non-Physician Providers...... 10,851 10,955 10,960 11,201 11,336 241 135
Health Techs/Allied Health. 55,880 55,445 56,807 58,467 59,187 1,660 720
Wage Board/P&H................... 5,468 5,490 5,589 5,681 5,810 92 129
All Other.......ccoooevevveeeiieinne. 27,022 27,757 27,857 28,510 29,860 653 1,350
Total...oooeveieeceeee 185,064 184,610 187,855 192,377 195,747 4,522 3,370
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Outlay Reconciliation
Medical Services
(dollars in thousands)

2012 2012 to 2013 2013 to 2014

2011 Budget Current 2013 2014 Increase/ Increase/

Description Actual Estimate Estimate Estimate  Adv. Approp. Decrease Decrease

Obligations, $40,203,561  $43,869,985 $43,108,551  $45,172,000 $46,900,000  $2,063,449  $1,728,000
Obligated Balance (SOY) $4,905,444 $5,918,681 $5,138,959 $6,684,657 $8,016,718  $1,545,698  $1,332,061
Obligated Balance (EOY) ($5,138,959)  ($7,394,675)  ($6,684,657) ($8,016,718)  ($8,904,238) ($1,332,061)  ($887,520)
Adjustments in Expired AcctS..........cccoveveerncreennens ($90,688) $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay. Fed. Sources (Unexp.).. ($8,286) $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay. Fed. Sources (Exp.)....... $7,481 $0 $0 $0 $0 $0 $0
Outlays, Gross $39,878,553  $42,393,991 $41,562,853  $43,839,939 $46,012,480  $2,277,086  $2,172,541
Offsetting Collections ($254579)  ($241,000)  ($281,000)  ($287,000)  ($292,000)  ($6,000)  ($5,000)
Prior Year Recoveries ($40,000) $0 $0 $0 $0 $0 $0
Net Outlays $39,583,974  $42,152,991 $41,281,853  $43,552,939 $45,720,480  $2,271,086  $2,167,541

Medical Services
Employment Summary, FTE by Grade*
2012102013 2013 to 2014
2011 2012 2013 2014 Increase/ Increase/
GS Grade or Title 38 Actual  Estimate Estimate Estimate  Decrease Decrease

0 0 0 0 0 0

71,991 73,061 74,837 75,743 1,776 906

127 129 132 134 3 2

592 600 615 652 15 37

5,417 5,497 5,631 5,811 134 180

10,402 10,556 10,813 11,135 257 322

14,579 14,795 15,155 15,606 360 451

2,046 2,077 2,127 2,172 50 45

8,202 8,324 8,527 8,719 203 192

4,634 4,703 4,817 4,882 114 65

8,455 8,581 8,789 8,980 208 191

24,526 24,894 25,497 25,895 603 398

23,898 24,253 24,843 25,190 590 347

3,848 3,905 4,000 4,067 95 67

705 715 732 765 17 33

136 138 142 146 4 4

38 38 39 40 1 1

Wage Board 5,468 5,589 5,681 5,810 92 129

Total Number of FTE 185,064 187,855 192,377 195,747 4,522 3,370

*Field FTE
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Net Change
Medical Services
2013 Summary of Resource Requirements
(dollars in thousands)
2012 to
Description 2013
2012 President's Budget:
Appropriation $40,050,985
CollectioNS...ccovuenieieienanan. . $3,078,000
Total 2012 President's Budget.... $43,128,985
Adjustments:
Final Appropration Adjustment..................... ($401,000)
Transfer to North Chicago Demo. Fund............................... ($172,750)
Transfer to VA /DoD HCSIF. ...t eeeeeeaeeeaes ($15,000)
Reduction to Collections Estimate..............c.oooiiii .. ($311,000)
Collection Transfer to North Chicago Demo. Fund... ($17,638)
Total Adjustments ($917,388)
Adjusted 2012 Budget Estimate:
Appropriation $39,462,235
CollectONS...cueneneiiiiiiieeane .. . $2,749,362
Total Adjusted 2012 Budget Estimate... $42,211,597
2013 Current Services Increases:
Health Care Services $1,199,929
Payraise Assumption (0.5%) 3/4 of the FY.. $62,924
Other Non-Pay Raise Pay Accounts............cccooeeiiiiiin. $689,476
Long-Term Care. ...ttt $473,829
CHAMPVA & Other Dependent Prgs.... $102,432
Readjustment Counseling $6,879
VA/DoD Sharing $15,000
2013 Total Current Services. $44,762,066
2013 Initiatives:
ACHVATIONIS ..o e ($290,807)
Agent Orange $20,000
Amyotrophic Lateral Sclerosis (ALS)... $4,000
Caregivers & Veterans Omnibus Hlth Sves (PL 111-163) $25,650
Integrated DES EXpPansion.......c.coccooiiiiiiiiiiiiincceeeeeae $534
Indian Health Services $0
Homelessness: Zero Homelessness $261,932
New Models of Patient-Centered Care.............cccooiiiiinn... ($261,990)
Expand Health Care Access for Veterans...........c...coooeoeane. $1,645
Improving Veteran Mental Health................................ ($2,976)
Research on Long-Term Health & Well-Being of Vets...... $0
Improve the Quality of Health Care while Reducing Cosl $19,171
Establish World-Class Health Informatics Capability..... $0
Legislative Proposals...........coiiiiiiiiii e ($7,025)
Clinical and Pharmacy Efficiencies $0
Fee Care Payments Consistent with Medicare ($47,200)
Fee Care Savings $0
Clinical Staff and Resource Realignment $0
Medical & Administrative Support Savings $0
Acquisition Improvements. ... $0
VA Real Property Cost Savings & Innovation Plan....... $0
2013 Total Initiatives . .........ooooiii ($277,066)
2013 Total Budget Authority Request:
Appropriation. $41,519,000
Collections $2,966,000
Total Budget AUthoOrity....ccoooiiiiiiiiiiiiiiiiiiiiiiiiiiiiic e $44,485,000
1/In FY 2013, VA anticipates transferring a minimum of $15 million from
Medical Services to the DoD-VA Health Care Sharing Incentive Fund, as
required by Public Law 107-314.
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Net Change
Medical Services
2014 Summary of Resource Requirements
(dollars in thousands)
2013 to

Description 2014
2012 President's Budget, 2013 Estimate:

APPTOPTIATION..cevereerrereercereeirerieciestsesaesasesisesssessaessessesasse e asse e s et s sisesasessessnecs $41,354,000

COLLECHIOMIS ... eseeeeeseeeeeeeseetesseeeeseeseaeeseesseseseeasesesnen $3,291,000
Total 2012 President's Budget, 2013 Estimate.........c.ccccoouininciriniiciniincicincicinens $44,645,000
Adjustments:

Appropriation Request INCIeaSe............c.ccoiiiiniiiiiniiiiisicc e $165,000

Reduction to Collections ESHMALE.........ccceueuierieniereircireieieiee e ieieiseiseisesseiseiseseeseene ($325,000)
TOtAl AJUSENENES.....ouviveereeeeirciirecrieeiieceee i s essssessesessesssses e s ssssesssses e sssssesssesseses ($160,000)
Adjusted 2013 Budget Estimate:

Appropriation $41,519,000

COLLOCHIONIS .ottt e e et et e e s e eaeease s seeees e easeeseensatesseeneatessesseaeneeseneseseesaeanas $2,966,000
Total Adjusted 2013 Budget Estimate.........c.ccceueueenemininienienirirereeceencnencnenesseeseeees $44,485,000
2014 Current Services Increases:

THEAIEI CAT@ SOIVICES ...t eeeete e seeteeeaesesesaeseeateeseesestensesseseaneseneasseessnenens $1,598,433

Payraise Assumption (0.5%) for 1/4 of FY2014 and (1.7 %) for 3/4 of 2014.......... $240,558

Other Non-Pay Raise Pay ACCOUNLS.......cccvcrmreireiriiimnieneeeeceeeeeeeeesesesensesesseseeneane $462,442

BioMedical Adjustment $320,000

LONG-TErM CaTC.....ccouurvemreerecrrieerrerersineseisecesineens $484,595

CHAMPVA & Other Dependent Prgs $112,253

Readjustment COUNSELING.........c.cuuimiinciriiiciireicieireeensse et es e saees $6,880
2014 Total CUITENT SEIVICES........ooveveeeeeeeereteeeeeereteeeeeteteee oo sese e sesesesessesesssensesesessssseseneaens $47,710,161
2014 Initiatives:

ACHTVATIONIS ..ottt ettt ettt ct s bnenies ($502,629)

New Models of Patient-Centered Care.........cveureureueeneeeeeeeeeneeneeneeneineeseeseesessessesseseseesaes ($398,957)

Expand Health Care Access for Veterans ($102,416)

Improving Veteran Mental Health...........ccvecnenerneeeneeiecrieeriesnieseisesnesessesessenesseneens ($5,254)

Improve the Quality of Health Care while Reducing Costs..........cccccoueuviniincinincinnes ($48,656)

LegiS1ative PrOPOSALS......c.cumceecierieeineeiseesieesieesieesesecsssesseessenesssssesssssssessssessansssnecses $51

Operational Improvements:

Fee Care Payments Consistent with Medicare..........cccccocvvveininininnncincinciccicnnns ($44,300)
20714 TOA] TNTHATIVES ...eveeereeeeeeeeeeeeeree et eete e e te e eetes e seeestesesesessesenensesssenessasesenenessenenen ($1,102,161)
2014 Total Budget Authority Request:

APPTOPTIATION.cc.evereerrerrireeireeire et stsesasesasesise s saesseseessse e asse e s st e essesasesssessaees $43,557,000

COLLECHIOMIS ... eseeeeeseeeeeeeseetesseseeteeseeseesesseseseeasesesaen $3,051,000

Total Budget AUROTIEY ...t $46,608,000
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Obligations by Object
Medical Services
(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
10 Personal Svcs & Benefits:

Physicians. e $4,498111  $4,392,439  $4,619,500 $4,819,200  $5,007,600 $199,700 $188,400
Dentists.......... . $223,655 $229,913 $224,500 $244,300 $250,300 $19,800 $6,000
Registered Nurses $5,177,266  $5,159,781  $5,242,800 $5,393,400  $5,548,000 $150,600 $154,600
LPN/LVN/NA .. $1,432,887 $1514,226  $1,459,800 $1,506,200  $1,554,800 $46,400 $48,600
Non-Physician Providers..........cccccco...... $1,464,343  $1,486,188  $1,486,400 $1,532,700  $1,580,400 $46,300 $47,700
Health Techs/Alllied Health................... $5,040,533  $5,029,915  $5,147,700  $5,342,300  $5,502,800 $194,600 $160,500
Wage Board/P&H.... $293,213 $298,036 $301,200 $308,800 $324,500 $7,600 $15,700
Administration $1,756,813  $1,657,301  $1,788,100 $1,855,900  $2,044,300 $67,800 $188,400
Perm Change of Station...........ccccceeuuenne. $3,993 $4,653 $4,200 $4,400 $4,800 $200 $400
Emp Comp Pay . $174,130 $169,379 $191,700 $211,100 $232,800 $19,400 $21,700
VA Contingency Fund 1/.....cc.couveereeernnes $0 $95,000 $0 $0 $0 $0 $0
Subtotal $20,064,944 $20,036,831 $20,465,900 $21,218,300 $22,050,300 $752,400 $832,000

21 Travel & Trans of Persons:
Employee N $85,662 $82,700 $80,900 $78,200 $79,600 ($2,700) $1,400
Beneficiary $824,376 $797,700 $919,000 $966,100  $1,015,700 $47,100 $49,600
$19,597 $18,000 $20,200 $20,900 $21,600 $700 $700

$929,635 $898,400  $1,020,100  $1,065,200  $1,116,900 $45,100 $51,700
22 Transportation of Things..........cccceu... $12,341 $36,800 $14,100 $16,100 $18,600 $2,000 $2,500

23 Comm., Utilites & Oth. Rent:

Rental of eqUip......cccooeuvuvemeecurcericircnncnnn $84,257 $100,300 $93,800 $104,400 $116,400 $10,600 $12,000
Communications . $192,925 $217,900 $214,500 $238,500 $265,200 $24,000 $26,700
Utilities........... $51 $0 $0 $0 $0 $0 $0
GSA RENT ..ot $144 $0 $0 $0 $0 $0 $0
Other real property rental............cccccco.... $2,657 $0 $0 $0 $0 $0 $0
Subtotal . $280,034 $318,200 $308,300 $342,900 $381,600 $34,600 $38,700
24 Printing & Reproduction: .........ce.c.... $18,087 $31,400 $22,400 $27,700 $27,700 $5,300 $0
25 Other Services:
Outpatient dental fees........cocceerereverunce $102,226 $92,800 $108,800 $115,800 $123,200 $7,000 $7,400
Medical & nursing fees $1,526,121  $2,196,200  $1,787,700  $2,094,100  $2,453,000 $306,400 $358,900
Repairs to furniture/equipment.... $62,255 $93,600 $74,700 $89,600 $214,200 $14,900 $124,600
M&R contract Services.........ooeeeveeueerennens $4,775 $6,800 $4,900 $5,100 $30,800 $200 $25,700

$1,450,578  $1,673,500  $1,668,700 $1,919,700  $2,208,400 $251,000 $288,700
$572,969 $628,500 $610,200 $667,100 $698,100 $56,900 $31,000

Contract hospital

Community nursing homes....

Repairs to prosthetic appliances............ $179,453 $209,000 $185,100 $206,600 $228,300 $21,500 $21,700
Home Oxygen $155,441 $192,700 $170,600 $190,500 $210,500 $19,900 $20,000
Personal services contracts... $90,826 $92,300 $98,500 $106,900 $116,200 $8,400 $9,300
House Staff Disbursing Agreement........ $544,752 $573,200 $584,100 $626,300 $671,600 $42,200 $45,300
Scarce Medical Specialists......................... $195,260 $242,100 $195,300 $195,300 $195,300 $0 $0
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Obligations by Object
Medical Services
(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
25 Other Services (continued)
Other Medical Contract Services $2,518,650  $3,693,054 $3,429,451  $2,637,000  $1,521,400 ($792,451) ($1,115,600)
Administrative Contract Services... $469,121 $309,300 $571,651 $749,562  $1,064,600 $177,911 $315,038
Training Contract Services............oc.ee... $55,386 $76,500 $68,800 $85,500 $106,700 $16,700 $21,200
CHAMPVA $847,514 $896,400 $899,000 $973,100  $1,054,300 $74,100 $81,200
VA Contingency Fund 1/.....ccoovvereveenenen. $0 $572,000 $0 $0 $0 $0 $0
Subtotal $8,775,327 $11,547,954 $10,457,502 $10,662,162 $10,896,600 $204,660 $234,438
26 Supplies & Materials:
Provisions $107,026 $114,600 $111,500 $116,100 $120,900 $4,600 $4,800
Drugs & medicines $4,578,882  $4,551,100 $4,688,800 $4,934,600  $5,212,700 $245,800 $278,100
Blood & blood products............oeeeeereenncer $71,361 $87,200 $81,800 $86,100 $91,000 $4,300 $4,900
Medical/Dental Supplies...........ccccceuuuce $1,203,327  $1,405,200 $1,329,100  $1,468,000  $1,622,300 $138,900 $154,300
Operating supplies.........ccccccocvueiviurininnns $120,063 $164,500 $135,500 $152,900 $173,900 $17,400 $21,000
M&R supplies $1,027 $0 $0 $0 $0 $0 $0
Other supplies $109,377 $212,300 $168,649 $214,538 $226,100 $45,889 $11,562
Prosthetic appliances $1,658,141  $2,106,600 $1,864,900 $2,081,800  $2,300,600 $216,900 $218,800
Home Respiratory Therapy .. $33,522 $37,700 $33,300 $37,200 $41,100 $3,900 $3,900
VA Contingency Fund 1/.......cccccevunenee $0 $286,000 $0 $0 $0 $0 $0
SUDOtAL.....couevmencieicieeiseeeeeserecaes $7,882,726  $8,965,200  $8,413,549  $9,091,238  $9,788,600 $677,689 $697,362
31 Equipment $1,208,984 $858,200  $1,383,600 $1,485,600  $1,334,400 $102,000  ($151,200)
32 Lands & Structures:
Non-Recurring Maint. (NRM)................. $340 $0 $0 $0 $0 $0 $0
Capital Leases $0 $0 $0 $0 $0 $0 $0
All Other Lands & Structures.... $5,242 $0 $0 $0 $0 $0 $0
Subtotal $5,582 $0 $0 $0 $0 $0 $0
41 Grants, Subsidies & Contributions:
State home........cccocvuveeeunce $821,577 $795,800 $733,000 $764,900 $787,400 $31,900 $22,500
Homeless Programs............cccccouevuerunnn. $204,306 $381,200 $290,100 $497,900 $497,900 $207,800 $0
Subtotal......cc.covererreerennenns $1,025,883  $1,177,000  $1,023,100 $1,262,800  $1,285,300 $239,700 $22,500
43 Imputed Interest........ucuvcunrervcrcuncenecs $18 $0 $0 $0 $0 $0 $0
Total, Obligations..........cccccevueerurrieruenns $40,203,561 $43,869,985 $43,108,551 $45,172,000 $46,900,000 $2,063,449  $1,728,000
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Medical Support and Compliance

Medical Support and Compliance
Budgetary Resources*

$7.000 -

$5.252 $5.424 $5.511 $5.746 $6.033

w30 ————W

- ‘ ‘ - 7
2011 Actual 2012 Budget 2012 Current 2013 Estimate = 2014 Adv.
Estimate Estimate Approp.

$0.000

*Reflects Appropriation Transfers.

Appropriation Language

For necessary expenses in the administration of the medical, hospital, nursing
home, domiciliary, construction, supply, and research activities, as authorized by
law; administrative expenses in support of capital policy activities; and
administrative and legal expenses of the Department for collecting and
recovering amounts owed the Department as authorized under chapter 17 of title
38, United States Code, and the Federal Medical Care Recovery Act (42 U.S.C.
2651 et seq.); [$5,746,000,000]$6,033,000,000, plus reimbursements, shall become
available on October 1, [2012]2013, and shall remain available until September 30,
[2013]2014: Provided, That, of the amount available under this heading, $100,000,000
shall remain available until September 30, 2015. (Military Construction and Veterans
Affairs, and Related Agencies Appropriations Act, 2012.)

Appropriation Transfers
See part 1F for a detailed explanation of the appropriation transfers that affect the
Medical Support and Compliance appropriation.
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2013 Funding and 2014 Advance Appropriations Request
The justification for the 2013 funding and the 2014 advance appropriations
request is provided in the following narrative.

The Medical Support and Compliance appropriation provides funds for the
expenses of management, security, and administration of VA’s health care system
of 21 Veterans Integrated Service Networks (VISNs), 153 medical centers and
over 1,100 outpatient clinics and Vet centers throughout the United States.
Included under this appropriation are the costs associated with the management,
operation, and oversight of the Veterans Health Administration’s (VHA)
headquarters and program offices, VHA’s VISNs and medical facilities, and other
support organizations and functions. The functions and activities supported by
this appropriation can be grouped into four categories: medical center support
(72%), centralized field support functions (13%), VISN support (3%), and VHA
central office support (12%). More detailed information on each function is found
below.

FY 2011 Summary of Obligations by
Functional Care

m Medical Center
Support

B Veteran Integrated
Service Networks
(VISN) Support

Centralized Field
Support Functions

m VHA Central Office

Below, the funding in parenthesis represents the 2013 funding level and 2014
advance appropriations request on an obligation basis.

Program Resources:
> ($5.844 billion in 2013)
> ($6.113 billion in 2014)
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Medical Center Support

> ($4.335 billion in 2013)

> ($4.597 billion in 2014)
Provides funds for the management, operation, oversight, security, and
administration of the VA’s health care system located in 153 medical centers and
over 1,100 outpatient clinics and Vet Centers throughout the United States. This
includes: the medical center’s management team (Director, Chief of Staff, Chief
Medical Officer, and Chief Nurse), the medical center’s support functions (quality
of care oversight, sercurity services, legal services, billing and coding activities,
acquisition, procurement, and logistics activities), human resource management,
and financial management. Of the many functions required to operate VHA
facilities, one essential element is the revenue generation function. This function
begins at the medical centers and clinics with the verification of insurance and the
coding of inpatient and outpatient encounters. This support function, comprised
of approximately 3,000 full-time equivelant (FTE) employees, is critical to revenue
generation and resulted in nearly $3 billion in revenue in FY 2011.

Veteran Integrated Service Networks (VISN) Support

» ($162 million in 2013)

> ($162 million in 2014)
Provides funds for 21 VISN offices that deliver regional support, management
and oversight to the medical centers and clinics within its region. This includes
but is not limited to the network leadership team (Network Director, Deputy
Network Director, Chief Finanical Officer, Chief Medical Officer, and Chief
Information Officer) and product line leads who are centrally located to provide
leadership to those programs within each VISN. Each VISN office is responsible
for coordinating the delivery of health care to Veterans by leveraging operations
at all VA health care facilities.

Centralized Field Support Functions
» ($700 million in 2013)
> ($704 million in 2014)
Centralized field support functions use economies of scale to provide efficient

support and direction to VHA-wide programs. A few of these programs are
highlighted below:

» Health Administration Center (HAC), Denver, CO
The HAC is responsible for a broad range of activities to support the
delivery of health care benefits for Veterans and their dependents. The
HAC provides assistance to VHA medical facilities by leading the
transformation of purchased care business practice, implementing health
benefits policy, and supporting the delivery of quality health care
through management of the following programs:
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e (Civilian Health and Medical Program of the Department of
Veterans Affairs (CHAMPVA)

e CHAMPVA In-House Treatment Initiative (CITI)

e CHAMPVA Meds by Mail Program

e Spina Bifida Health Care Program

e Children of Women Vietnam Veterans Health Care Program

The HAC, in partnership with the Department and the General Services
Administration, is responsible for mail delivery to all VHA facilities. In
addition, HAC provides communications support, which includes
translating and publishing multi-lingual documents and spearheading a
comprehensive communications mix for external customers for the
programs it manages. The HAC also offers State Veterans Service Officer
training and beneficiary briefings.

> Health Eligibilty Center (HEC), Decatur, GA

The Health Eligibility Center (HEC) supports VA’s health care delivery
system by providing centralized eligibility verification and enrollment
processing services. The HEC determines Veteran’s health eligibility and
facilitates the process by providing guidance to the field through training
and collaborating with the Chief Business Office and other
administrative offices on policy implementation.

» Consolidated Patient Account Centers (CPACs)

The Consolidated Patient Account Center (CPAC) business model
utilizes industry-proven methods, processes, business tools, and
increased accountability to achieve superior levels of sustained revenue
cycle management. Under the CPAC program, VHA is consolidating
traditional revenue program functions into seven regionalized centers of
excellence. Under this model, each of the 153 Veterans Affairs medical
centers will maintain ownership of key patient-facing revenue functions,
while back-end revenue cycle processes are performed at the CPACs.

The CPAC model was tested in a 2006 pilot that established the Mid-
Atlantic CPAC. Following this, Congress enacted the Veterans’ Mental
Health and Other Improvements Act (Public Law 110-387) in October
2008 which mandated national implementation of the CPAC business
model by FY 2013. Implementation is ahead of schedule, with all seven
centers planned to be operational by the end of 2012.
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CPAC Facility Locations:

Currently Operational:

Mid Atlantic— Asheville, NC (VISNs 5, 6, and 7)

Mid South—Smyrna, TN (VISNs 9, 16, and 17)
Florida/Caribbean — Orlando, FL (VISN 8)

North Central —Middleton, WI (VISNs 10, 11, and 12)

Becoming Operational in 2012:

North East— Lebanon, PA (VISNs 1, 2, 3, and 4)

Central Plains — Leavenworth, KS (VISNs 15, 19 and 23)
West —Las Vegas, NV (VISNs 18, 20, 21 and 22)

> Employee Education Center (EES)

Within VHA, the Employee Education System (EES) partners with VHA
program offices to assess and determine learning requirements, design
curricula and courses, and deliver and evaluate education and training to
meet the workforce development, continuing education, and
competency-based needs of more than 239,000 clinical, administrative,
and technical employees. = EES maintains accreditations with 12
professional organizations in order to ensure quality and relevance of all
training offered to VHA employees who provide or support health care
programs and services to Veterans. Learning is delivered via a
comprehensive set of training modalities which can be offered singularly
or as part of a blended learning strategy.

EES develops and delivers quality educational programs, products, and
services using sound educational design and evaluation and employing a
variety of delivery methods designed to be responsive to VHA
employees’ learning needs and preferences. In addition to traditional
approaches, EES employs contemporary and emerging technologies,
including clinical simulation training, that meet the learning needs of a
highly skilled and mobile workforce.

EES continues to lead the cultural transformation of VHA into a learning
organization, which links learning outcomes to organizational health,
employee engagement and patient satisfaction. EES coordinates inter-
agency sharing initiatives within and beyond VA that benefit learners in
a number of other Federal agencies.
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VHA Central Office
> ($647 million in 2013)
> ($650 million in 2014)

Provides funds for offices that provide national leadership, support, and
direction to the VISNs, medical centers and clinics. This includes: Office
of the Under Secretary for Health (Chief of Staff, Office of Research
Oversight, and the Office of the Medical Inspector), the Principal Deputy
Under Secrearty for Health (Office for Quality, Safety and Value; Office
of Nursing; Office for Workforce Services; and the Office of Finance), the
Deputy Under Secretary for Health for Operations and Management
(Chief Business Office, Office of Clinical Operations, Office of Health care
Transformation, Office of Administrative Operations, and the Office of
Patient Centered Care), and the Deputy Under Secretary for Health
Policy and Services (Office of Policy and Planning, Office for Informatics
and Analytics, Office of Public Health, Office of Patient Care Services,
Office of Intergovernmental Affairs, Office for Ethics in Health Care,
Office of Readjustment Counseling, Office of Health Information, and the
Office of Research and Development).
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Medical Support and Compliance

Program Resource Data

Summary of Total Request, Medical Support & Compliance

(dollars in thousands)

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate  Adv. Approp.  Decrease Decrease
Appropriation $5,307,000  $5,535,000  $5,535,000  $5,746,000 $6,033,000 $211,000 $287,000
Pay Freeze Rescission $0  ($111,000) $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, Sec 2017 PL 112-10............ ($10,087) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo. Fund, P.L. 112-74................... $0 $0 ($24,168) $0 $0 $24,168 $0
Recission (Public Law 112-10) “Across the Board” - .2 percent.. ($10,546) $0 $0 $0 $0 $0 $0
Recission (Public Law 112-10) “Special” ($34,000) $0 $0 $0 $0 $0 $0
Budget Authority $5,252,367  $5,424,000 $5,510,832  $5,746,000 $6,033,000 $235,168 $287,000
Reimbursements:
Sharing & Other Reimbursements $45,697 $66,000 $77,000 $78,000 $80,000 $1,000 $2,000
Prior Year Recoverie: $25,121 $0 $0 $0 $0 $0 $0
Subtotal $70,818 $66,000 $77,000 $78,000 $80,000 $1,000 $2,000
Adjustments to Obligations:
Unobligated Balance (SOY):

HIN1 No-Year $6,962 $0 $6,378 $0 $0 ($6,378) $0

2007 Emergency Supplemental (PL 110-28) (No-Yr).... $6,046 $0 $2,926 $0 $0 ($2,926) $0

2-Year $119,279 $0 $93,814 $20,000 $0 ($73,814) ($20,000)

Subtotal $132,287 $0 $103,118 $20,000 $0 ($83,118) ($20,000)

Unobligated Balance (EOQY):

H1N1 No-Year ($6,378) $0 $0 $0 $0 $0 $0

2007 Emergency Supplemental (PL 110-28) (No-YT).................. ($2,926) $0 $0 $0 $0 $0 $0

2-Year ($93,814) $0  ($20,000) $0 $0 $20,000 $0

Subtotal ($103,118) $0  ($20,000) $0 $0 $20,000 $0
Change in Unobligated Balance (Non-Add)........cccoccccuurvvvimrrivinnnniun $29,169 $0 $83,118 $20,000 $0 ($63,118) ($20,000)
Lapse ($886) $0 $0 $0 $0 $0 $0
Obligation: $5,351,468  $5,490,000  $5,670,950  $5,844,000 $6,113,000 $173,050 $269,000
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(dollars in thousands)

Summary of Obligations by Activity
Medical Support and Compliance

2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate Estimate Estimate Adv. Approp Decrease Decrease
Categories:
Acute Hospital Care $1,129,569  $1,150,900 $1,210,641  $1,253,497  $1,313,137 $42,856 $59,640
Rehabilitative Care $78,191 $106,300 $86,001 $90,301 $94,878 $4,300 $4,577
Psychiatric Care $707,701 $799,700 $915,786  $1,011,011  $1,059,463 $95,225 $48,452
Nursing Home Care $481,030 $578,100 $500,653 $520,648 $542,602 $19,995 $21,954
Subacute Care $9,596 $13,800 $10,995 $11,607 $11,688 $612 $81
State Home Domiciliary........cccccoooviviiiiicincninnnns $70 $0 $75 $79 $82 $4 $3
Outpatient Care $2,866,948  $2,756,200  $2,864,950  $2,867,953  $2,994,515 $3,003 $126,562
CHAMPVA $78,363 $85,000 $81,849 $88,904 $96,635 $7,055 $7,731
Total Obligations, $5,351,468  $5,490,000 $5,670,950  $5,844,000  $6,113,000 $173,050 $269,000
Outlay Reconciliation
Medical Support and Compliance
(dollars in thousands)
2012 2011 to 2012 2012 to 2013
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate  Estimate  Estimate Adv. Approp. Decrease Decrease
Obligations. $5,351,468  $5,490,000 $5,670,950 $5,844,000  $6,113,000 $173,050 $269,000
Obligated Balance (SOY) $1,041,003  $1,292,274 $893,416 $1,084,120  $1,213,305 $190,704 $129,185
Obligated Balance (EOY) ($893,416) ($1,386,673) ($1,084,120) ($1,213,305) ($1,331,264)  ($129,185)  ($117,959)
Adjustments in Expired AcCts........c.cccvvunruniencininns ($83,276) $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay. Fed. Sources (Unexp.)....... ($2,689) $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay. Fed. Sources (Exp.)............ $1,118 $0 $0 $0 $0 $0 $0
Outlays, Gross $5,414,208  $5395,601 $5480,246 $5,714,815  $5,995,041 $234,569 $280,226
Offsetting Collection ($44,915)  ($66,000)  ($77,000)  ($78,000)  ($80,000) ($1,000) ($2,000)
Prior Year Recoveries. ($25,121) $0 $0 $0 $0 30 30
Net Outlays $5,344,172  $5,329,601 $5,403,246 $5,636,815  $5,915,041 $468,138 $558,452
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Summary of FTE by Activity
Medical Support and Compliance
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/ Increase/
Description Actual Estimate  Estimate Estimate Adv. Approp. Decrease Decrease
Categories:
Acute Hospital Care.........ccccoouuee. 9,694 9,424 9,694 9,795 9,815 101 20
Rehabilitative Care........c.ccccocurvuene. 822 799 821 830 832 9 2
Psychiatric Care........cccoooeeivririnnnnes 6,115 5,945 6,115 6,179 6,191 64 12
Nursing Home Care.........cccccceuuueeee. 4,313 4,193 4,312 4,357 4,366 45 9
Subacute Care..........cccoevurririernnnnnn. 102 100 102 103 103 1 0
State Home Domiciliary.................. 0 0 0 0 0 0 0
Outpatient Care 23,398 22,738 23,391 23,634 23,681 243 47
CHAMPVA......coorieiei 814 866 866 916 966 50 50
Total FTE........ccoooiieeceeics 45,258 44,065 45,301 45,814 45,954 513 140
FTE by Type
Medical Support and Compliance
2012 2012 to 2013 2013 to 2014
2011 Budget Current 2013 2014 Increase/  Increase/
Description Actual Estimate  Estimate Estimate Adv.Approp. Decrease  Decrease
Physicians........ccccoooreriniericiicieienians 561 549 564 565 566 1 1
Dentists........ccooueverrernieieinieceenes 13 11 13 13 13 0 0
Registered Nurses...........cccoeuvuruennee. 2,800 2,712 2,818 2,827 2,832 9 5
LPN/LVN/NA......ccooviiiiniiniiinnns 79 77 79 79 79 0 0
Non-Physician Providers................... 197 182 197 197 197 0 0
Health Techs/Allied Health.............. 1,053 1,086 1,059 1,062 1,064 3 2
Wage Board/P&H ..........cccooevvvicnnns 891 915 897 900 902 3 2
AlL Other ... 39,664 38,533 39,674 40,171 40,301 497 130
Total FTE.......ccooviiiiiiicciccicnn 45,258 44,065 45,301 45,814 45,954 513 140
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Medical Support & Compliance

Employment Summary, FTE by Grade, Headquarters

2012 to 2013 2013 to 2014

2011 2012 2013 2014 Increase/ Increase/

GS Grade or Title 38 Actual Estimate Estimate Estimate Decrease Decrease
SES...coeteveereereeserniena 31 31 31 31 0 0
Title 38 192 192 192 192 0 0
15 or higher..........cccccc.... 95 95 95 95 0 0
T 308 308 308 308 0 0
G TN 246 246 246 246 0 0
12, 99 99 99 99 0 0
O 75 75 75 75 0 0
L0 e 0 0 0 0 0 0
D s 57 57 57 57 0 0
B ettt 3 3 3 3 0 0
/2 24 24 24 24 0 0
B 3 3 3 3 0 0
D s 3 3 3 3 0 0
Qoo 1 1 1 1 0 0
Bt 0 0 0 0 0 0
2 ettt e nens 0 0 0 0 0 0
L 0 0 0 0 0 0
Wage Board....................... 1 1 1 1 0 0
Total Number of FTE...... 1,138 1,138 1,138 1,138 0 0

Medical Support & Compliance
Employment Summary, FTE by Grade, Field

2012 t0 2013 2013 to 2014

2011 2012 2013 2014 Increase/ Increase/

GS Grade or Title 38 Actual Estimate Estimate Estimate Decrease Decrease
SES...oieeeeeeeeeenas 133 133 134 135 1 1
Title 38, 3,302 3,305 3,344 3,354 39 10
346 346 350 351 4 1
1,217 1,218 1,233 1,236 15 3
13 2,891 2,893 2,927 2,937 34 10
T2 3,797 3,801 3,846 3,858 45 12
T 4,672 4,678 4,733 4,748 55 15
L0 168 168 170 170 2 0
D s 3,911 3,914 3,960 3,973 46 13
ettt 2,086 2,088 2,112 2,119 24 7
[/ 7,058 7,064 7,147 7,169 83 22
Bt 6,991 6,996 7,079 7,101 83 22
e 4478 4,481 4,534 4,549 53 15
B 1,946 1,948 1,971 1,977 23 6
S s 176 176 178 179 2 1
53 53 54 54 1 0
5 5 5 5 0 0
Wage Board 890 896 899 901 3 2
Total Number of FTE...... 44,120 44,163 44,676 44816 513 140
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Net Change
Medical Support and Compliance

2013 Summary of Resource Requirements
(dollars in thousands)

Description

2012 President's Budget:
APPropriation. ..o
Collections

Total 2012 President's Budget

Adjustments:
Final Appropration Adjustment
Transfer to North Chicago Demo. Fund...
Transfer to VA /DoD HCSIF
Reduction to Collections Estimate

Collection Transfer to North Chicago Demo. Fund....
Total Adjustments.. ...

Adjusted 2012 Budget Estimate:
APPropriation.. ..o
Collections

Total Adjusted 2012 Budget Estimate

2013 Current Services Increases:
Health Care Services
Payraise Assumption (0.5%) 3 /4 of the FY
Other Non-Pay Raise Pay Accounts

Long-Term Care
CHAMPVA & Other Dependent Prgs
Readjustment Counseling
VA/DoD Sharing
2013 Total Current ServiCes........ccciiuiiiiiiiiiiiiiiiiieeeece e

2013 Initiatives:
ACHVAIONIS ..oioi e
Agent Orange
Amyotrophic Lateral Sclerosis (ALS)... .
Caregivers & Veterans Omnibus Hlth Sves (PL 111-163)........
Integrated DES Expansion
Indian Health Services

Homelessness: Zero Homelessness
New Models of Patient-Centered Care...
Expand Health Care Access for Veterans...
Improving Veteran Mental Health .
Research on Long-Term Health & Well-Being of Vets..............
Improve the Quality of Health Care while Reducing Costs....
Establish World-Class Health Informatics Capability...
Legislative Proposals........

Operational Improvements:..
Clinical and Pharmacy Efficiencies
Fee Care Payments Consistent with Medicare....

Fee Care Savings
Clinical Staff and Resource Realignment
Medical & Administrative Support Savings

Acquisition Improvements
VA Real Property Cost Savings & Innovation Plan
2013 Total Initiatives

2013 Total Budget Authority Request:
APPropriation.. .o
Collections
Total Budget Authority

2012 to
2013

$5,424,0

$5,424,0

$111,0

($24,168)

$86,8

$5,510,8

$109,3
$12,7
$66,6
$38,2
$7,0

$

($31,539)

$1,3

00
$0
00

00

$0
$0
$0
32

32
$0
32

$5,510,8

38
37
63
99
55
12
$0
36

$5,744,9

$0
$0
50

$2,777

$43,1

($7,397)

$1

($8,233)

$8

$1,0

$5,746,0

$0
81

06

$0
19
$0
$0

$0
$0
$0
$0
$0
$0
$0
64

00
$0
00

$5,746,0
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Net Change
Medical Support and Compliance
2014 Summary of Resource Requirements
(dollars in thousands)
2013 to
Description 2014
2012 President's Budget, 2013 Estimate:

AP PTOPTIATION. cccovvctrrercercircereriaeciesisectseessetasessessesse et ase e asse ettt $5,746,000 |
Total 2012 President's Budget, 2013 Estimate.........ccccccvevvininrininiicininiincicieincnnes $5,746,000
Adjustments:

TOtal AQJUSEIMENES.......cueerercirciecieciecietteci et sssssns $0
Adjusted 2013 Budget Estimate:

APPIOPIIATION ..ottt ssesise st seet i ssse e ssse s ss st essetsessenase e ssssseseee $5,746,000 |
Total Adjusted 2013 Budget Estimate...........cccoccueiiiinciniinciciicsccisise e $5,746,000
2014 Current Services Increases:

HEAIth CaT@ SEIVICES ..ottt eeeete e eteeesesestessse e sssteseseestesesessesssesesasssenenensas $259,876

Payraise Assumption (0.5%) for 1/4 of FY 2014 and (1.7 %) for 3/4 of FY 2014..... $46,926

Other Non-Pay Raise Pay ACCOUNLS.........cccuinuciuniinceiincniricceseiecsise s seses $40,374

LONG-TEIMN CATE....corvericirrimcerecincireeimcieeisecisesseessessesaessesessssse e ssse e sssesssesssesssessnessnes . $41,850

CHAMPVA & Other Dependent Prgs $7,731

Readjustment Counseling.............cccoecuviviinunnces $12 |
2074 TOtAl CUITENT SEIVICES....cveeieeeeeeeeeeeteeeeteeeeeeeeeeeteeeeesesseseesesteseesestesesteseesessesessssessesessesesenes $6,142,769
2014 Initiatives:

ACHVALIONS ...ceoevrecirircieiereeieienise e ssesese st seetas e sese e see s sase st sase s ssesssenace ($65,225)

New Models of Patient-Centered Care.........ccrreneneineineneneneeeeeensensessessensensenne ($11,265)

Expand Health Care Access fOr VEterans..........ceeeeeeeereerereeneereesesnessesnesseeeseeesessessennes ($6,664)

Improving Veteran Mental Health............ccooiiiiicnincinccnscecseecseeceeeseeeeens ($14,537)

Improve the Quality of Health Care while Reducing Costs.........cccoocuveurecvecnccncnene. ($2,078)

Establish World-Class Health Informatics Capability.........cccccocviniiviniivciniicienieennn. ($10,000)|
2074 TOtAl INTHATIVES . ceeueereceecereeeeceeceeeeeeie st ss e sse s st sb sttt csesins ($109,769)
2014 Total Budget Authority Request:

AP PTOPTIATION. cccovccercercercircieeiseceseeisecaeessetisessee e ase st e ettt $6,033,000 |
Total BUAGEE AULNOTIEY ...ttt essseessse s eisssessesessessenesrens $6,033,000
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Obligations by Object
Medical Support and Compliance

(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate  Estimate  Estimate = Approp.  Decrease Decrease
10 Personal Svcs & Benefits:
Physicians.............. $160,579  $152,078  $165,600  $170,700  $177,300 $5,100 $6,600
Dentists $3,263 $2,857 $3,300 $3,300 $3,400 $0 $100
Registered NUISES..........cccoovrwcieniincrineinniiensines $345,915  $319,387  $350,700  $356,000  $364,600 $5,300 $8,600
LPN/LVN/NA $4,453 $4,736 $4,400 $4,400 $4,400 $0 $0
Non-Physician Providers...........c.ccccouueriniuirinnnnes $29,391 $26,811 $29,600 $29,900 $30,500 $300 $600
Health Techs/Alllied Health........ccccccoveunviunnnnnee $104,394  $117,809  $105,100  $105,900  $107,600 $800 $1,700
Wage Board/P&H.........cccccovvvvinivriniiciniiciccnns $52,469 $53,769 $53,100 $53,700 $54,800 $600 $1,100
Administration $3,086,324  $2,999,480 $3,102,700 $3,169,300 $3,237,200 $66,600 $67,900
Perm Change of Station...........ccccoevvvviiciicinnnnnns $12,652 $13,801 $12,800 $12,900 $13,100 $100 $200
Emp Comp Pay $32,825 $34,567 $33,400 $34,000 $34,500 $600 $500
Subtotal......covevieieiiniiicce $3,832,265 $3,725,295 $3,860,700 $3,940,100 $4,027,400 $79,400 $87,300
21 Travel & Trans of Persons:
ENPLOYEE. ..o $85,852  $81,900  $80,500  $79,200  $79,200 ($1,300) $0
Beneficiary $55 $0 $0 $0 $0 $0 $0
OLheT ...t $3,908 $4,200 $4,000 $4,100 $4,200 $100 $100
Subtotal $89,815 $86,100 $84,500 $83,300 $83,400 ($1,200) $100
22 Transportation of Things $11,960 $12,600 $13,300 $14,700 $16,300 $1,400 $1,600
23 Comm., Utilites & Oth. Rent:
Rental of @qUipP......cccvveuviiiviiciiciicircriccicaes $32,129 $33,200 $33,100 $34,100 $35,100 $1,000 $1,000
Communications $74,387 $78,800 $81,100 $88,400 $96,300 $7,300 $7,900
UHHHES. oo s $3 $0 $0 $0 $0 $0 $0
GSA RENT. $380 $0 $0 $0 $0 $0 $0
Other real property rental..........cccoccovcuvciverun. $181 $0 $0 $0 $0 $0 $0
Subtotal $107,080  $112,000  $114,200  $122,500  $131,400 $8,300 $8,900
24 Printing & Reproduction: ..........cecesseenes $64,175 $16,300 $25,304 $31,607 $31,607 $6,303 $0
25 Other Services:
Outpatient dental fees $0 $0 $0 $0 $0 $0 $0
Medical & nursing fees $4,633 $4,400 $5,000 $5,400 $5,800 $400 $400
Repairs to furniture/equipment... $3,065 $2,600 $3,200 $3,400 $3,600 $200 $200
M&R cONtract SErVIiCes........co.rwerueveermmeuenceenens $424 $0 $0 $0 $0 $0 $0
Contract hospital $0 $0 $0 $0 $0 $0 $0
Community nursing homes............cccccevuveiereeunnce $0 $0 $0 $0 $0 $0 $0
Repairs to prosthetic appliances...........ccccccoecuuenee $0 $0 $0 $0 $0 $0 $0
Home Oxygen .......... $0 $0 $0 $0 $0 $0 $0
Personal services contracts $8,378 $9,100 $8,400 $8,400 $8,400 $0 $0
House Staff Disbursing Agreement $460 $0 $0 $0 $0 $0 $0
Scarce Medical Specialists... $8 $0 $0 $0 $0 $0 $0
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Obligations by Object
Medical Support and Compliance
(dollars in thousands)
2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/  Increase/
Description Actual Estimate  Estimate  Estimate = Approp.  Decrease Decrease
25 Other Services (continued)
Other Medical Contract Services.... $12,379 $31,600 $13,000 $13,600 $14,300 $600 $700
Administrative Contract Services.. $1,009,190 $1,250,405 $1,262,370 $1,292,939 $1,491,039 $30,569 $198,100
Training Contract Services $15,141 $19,500 $15,900 $16,700 $17,500 $800 $800
CHAMPVA $0 $0 $0 $0 $0 $0 $0
Subtotal $1,053,678 $1,317,605 $1,307,870 $1,340,439 $1,540,639 $32,569 $200,200
26 Supplies & Materials:
Provisions $2,542 $0 $0 $0 $0 $0 $0
Drugs & medicines $58 $0 $0 $0 $0 $0 $0
Blood & blood products . $0 $0 $0 $0 $0 $0 $0
Medical/Dental Supplies...........ccocuveuneueniuncuerennn $681 $0 $0 $0 $0 $0 $0
Operating supplies....... $32,395 $41,800 $33,200 $34,100 $35,000 $900 $900
M&R SUPPLIES....orrvermrrermreirneerirereseeeseeseesseessessens $202 $0 $0 $0 $0 $0 $0
Other SUPPLIES......cuurvemererrirerieieneriesrieeeessseenens $76,436 $95,600  $102,376  $120,854  $120,854 $18,478 $0
Prosthetic appliances $0 $0 $0 $0 $0 $0 $0
Home Respiratory Therapy ..........cccccceeunerunnee $0 $0 $0 $0 $0 $0 $0
Subtotal $112,314  $137,400  $135576  $154,954  $155,854 $19,378 $900
31 Equipment $79,653 $82,700  $129,500  $156,400  $126,400 $26,900 ($30,000)
32 Lands & Structures:
Non-Recurring Maint. (NRM).........ccccceueruireris $0 $0 $0 $0 $0 $0 $0
Capital Leases $0 $0 $0 $0 $0 $0 $0
All Other Lands & Structures..............cooc.oeevvenennes $523 $0 $0 $0 $0 $0 $0
Subtotal.......... $523 $0 $0 $0 $0 $0 $0
41 Grants, Subsidies & Contributions:
State home $0 $0 $0 $0 $0 $0 $0
Homeless Programs..........ccoc.cooeveerrenerivnsevnnnnnes $5 $0 $0 $0 $0 $0 $0
Subtotal $5 $0 $0 $0 $0 $0 $0
43 Imputed Interest. $0 $0 $0 $0 $0 $0 $0
Total Obligations $5,351,468 $5,490,000 $5,670,950 $5,844,000 $6,113,000 $173,050 $269,000
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Medical Facilities

Medical Facilities
Appropriation*
$7.000
B
i
1
1
i $5.703
0 $5.441
n $5.376 $5.389
s $4.872
$0.000
2011 Actual 2012 Budget 2012 Current 2013 Estimate 2014 Adv.
Estimate Estimate Approp.

*Reflects appropriation transfers.

Appropriation Language

For necessary expenses for the maintenance and operation of hospitals, nursing
homes, domiciliary facilities, and other necessary facilities of the Veterans Health
Administration; for administrative expenses in support of planning, design,
project management, real property acquisition and disposition, construction, and
renovation of any facility under the jurisdiction or for the use of the Department;
for oversight, engineering, and architectural activities not charged to project costs;
for repairing, altering, improving, or providing facilities in the several hospitals
and homes under the jurisdiction of the Department, not otherwise provided for,
either by contract or by the hire of temporary employees and purchase of
materials; for leases of facilities; and for laundry @ services,
[$5,441,000,000]$4,872,000,000, plus reimbursements, shall become available on
October 1, [2012]2013, and shall remain available until September 30, [2013]2014:
Provided, That, of the amount made available under this heading, $250,000,000 shall
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remain available until September 30, 2015. (Military Construction and Veterans
Affairs, and Related Agencies Appropriations Act, 2012.)

Funding for Biomedical Engineering Services moved from Medical Facilities to
Medical Services

The 2014 appropriation request proposes VA’s Biomedical Engineering Services
costs of $320 million and 1,080 FTE be funded out of the Medical Services
appropriation instead of the Medical Facilities appropriation. In order to
properly align the appropriation requests with the nature of the services provided
funds are moved from the Medical Facilities appropriation to the Medical
Services appropriation. This transfer of services includes personal services and
other costs associated with maintenance and repair of all medical equipment used
in the treatment, monitoring, diagnosis, or therapy of patients.

Medical Facilities Appropriation

This appropriation supports the operation and maintenance of VA hospitals,
community-based outpatient clinics, community living centers, domiciliary
facilities, Vet centers, and the health care corporate offices. It also supports the
administrative expenses of planning, designing, and executing construction or
renovation projects at these facilities. The staff and associated funding supported
by this appropriation are responsible for keeping the VA hospitals and clinics
warm in the winter and cool in the summer; maintaining a clean, germ- and pest-
free environment; sanitizing and washing hospital linens, surgical scrubs, and
clinical coats; cleaning and sterilizing the medical equipment; keeping the
hospital signage clear and current; maintaining the trucks, buses and cars in good
operating condition; ensuring the parking lots and walk ways are sanded and free
of snow and ice; cutting the grass; keeping the boiler plants and air conditioning
units operating effectively; and repairing the buildings to keep them in good
condition.

The Veterans Health Administration operates over 5,000 buildings spread over
33,000 acres in 1,000 locations. In total, Medical Facilities employed 23,908 FTE
and obligated $5.802 billion in 2011. Below are more detailed descriptions of the
largest programs within the Medical Facilities appropriation.

2013 Funding and 2014 Advance Appropriations Request
VA’s request of $4.872 billion in 2014 reflects the movement of Biomedical
Engineering Services from Medical Facilities into Medical Services.

The justification for the 2013 funding and the 2014 advance appropriations
request is provided in the following narrative. VA meets the health care needs of
America’s Veterans by providing a broad range of primary care, specialized care,
and related medical and social support services. VHA has a wide range of land
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(15,607 acres), buildings (5,218), leases (1,525) and equipment to accomplish VA’s
mission. This entails paying for utilities; upkeeping the grounds; performing
preventive and daily maintenance; taking care of sanitation needs; and providing
fuel and repair for the motor vehicles required for VA to deliver medical services
to the Veterans. Construction of new or replacement facilities are paid for under
the Major Construction or Minor Construction appropriations which are covered
in a separate volume.

The submission for the Medical Facilities appropriation is based on an actuarial
analysis founded on current and projected Veteran population statistics,
enrollment projections of demand, and case mix changes associated with current
Veteran patients.

Medical Facilities funding will support research-type projects by ensuring that at
least 5% of the total program allocation in a given year for non-recurring
maintenance and minor construction projects are used to fund projects at research
facilities.

Program Resources
> ($5.564 billion in 2013)

> ($4.916 billion in 2014)

The programmatic needs in this section reflect VA operational changes that
impact resources in 2013 and 2014. The Medical Facilities appropriation provides
funds for the operation and maintenance of the VA health care system’s vast
capital infrastructure. Included under this heading are provisions for costs
associated with utilities, engineering, capital planning, leases, laundry, grounds
keeping, trash removal, housekeeping, fire protection, pest management, facility
repair, and property disposition and acquisition.

Initiatives

Activations
> ($125 million in 2013)

> ($36 million in 2014)

Facility activiations provide non-recurring (equipment and supplies) and
recurring (additional personnel) costs associated with the activation of completed
construction of new or replacement medical care facilities. Resources include
assumed rates for medical equipment and furniture reuse based on the facility
type (renovation, replacement, or new).
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Zero Homelessness
> ($113 million in 2013)

> ($113 million in 2014)

The Department of Veterans Affairs in concert with the United States Interagency
Council on Homelessness is taking decisive action toward its goal of ending
homelessness among our nation’s Veterans. To achieve this goal, VA has
developed a plan to End Homelessness Among Veterans that will assist every
eligible homeless Veteran and at-risk for homeless Veteran. VA will assist
Veterans to acquire safe housing; needed treatment and support services;
homeless prevention services; opportunities to return to employment; and
benefits assistance. The initiative of eliminating Veteran homelessness is built
upon 6  strategies: Outreach/  Education, Treatment, Prevention,
Housing/Supportive Services, Income/Employment/ Benefits, and Community
Partnerships.

VA Real Property Cost Savings and Innovation Plan

> (-$66 million in 2013)

» (-$66 million in 2014)
This is part of VA’s Real Property Cost Savings and Innovation Plan following
the Presidential Memo on Real Property (June 2010). VHA’s portion includes the
following initiatives: Repurpose Vacant and Underutilized Assets - VA has
identified 166 vacant or underutilized buildings to repurpose for homeless
housing and other initiatives. Demolition and Mothballing - VA has identified
199 vacant or underutilized buildings to demolish or mothball which will reduce
operating costs after the cost of demolition. Energy and Sustainability - VA will
achieve these savings by regionally pooling energy commodity purchasing
contracts, aggressively pursuing energy and water conservation, and investing in
the co-generation of electric and thermal energy on-site. Improved Non-Recurring
Maintenance (NRM) Contracting Processes - By improving how it plans and
executes NRM projects, VA is reducing its reliance on external sources of support
for the contracting process, saving fees. Reduction in Leasing - By consolidating
operations previously located on leased properties into owned spaces, VA is
reducing rent expenditures.
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Number of Installations

2012 2014  2012to 2013 2013 to 2014

2011 Budget Current 2013 Advance Increase /  Increase /

Description Actual Estimate  Estimate  Estimate  Approp. Decrease Decrease
Veterans Integrated Service Networks 21 21 21 21 21 0 0
VA Hospitals 1/ 152 152 153 153 153 0 0
VA Community Living Centers 133 133 133 133 133 0 0
VA Domiciliary Resid. Rehab. Trt. Prgs... 107 109 110 112 113 2 1
Independent Outpatient Clinics. 6 6 6 6 6 0 0
Mobile Outpatient Clinics. 11 10 11 11 11 0 0
Vet Centers 2/ 300 300 300 300 300 0 0
Mobile Vet Centers 70 70 70 70 70 0 0
Community-Based Outpatient Clinics.................. 802 824 824 828 829 4 1

1/ The Knoxville, lowa Division of VA Central lowa Health Care System transitioned from operating as medical center /community
living center (VA Nursing Home) to Community-Based Outpatient Clinic (CBOC) in 2010. Increase in 2012 reflects Las Vegas, NV.

2/ Reflects the total number of authorized Vet Centers.
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Composition of 2011 Obligations by Function
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Engineering and Environmental Management Services

Engineering service provides the design, oversight, and management of all
engineering activities that take place in VHA facilities. Examples include the
planning and implementation of disability accessibility projects, sidewalk and
road repairs, and installation of equipment. These services were supported by
2,890 FTE and resulted in $478 million in obligations in 2011.

Plant Operations and Leases

Plant operations and leases support all the basic functioning of the hospitals and
medical clinics. Examples of these activity types include all the purchased utilities
such as water, electricity, steam, gas (including heating gas) and sewage; general
operations supervision; operation of emergency electrical power systems,
elevators, renewable energy, and all plant operations; and the cost of all real
property leases. In 2011, plant operations and leases employed 1,390 FTE and
were supported by $1.162 billion in obligations.

Transportation Services
Transportation costs include all the costs to operate facilities’” motor vehicles
including the purchase and operations of VA vans and buses, facility

1E-6 Medical Facilities



maintenance vehicles, and the clinical motor vehicle pool operations. In 2011
these activities involved 1,102 FTE and obligated a total of $139 million.

Grounds Maintenance and Fire Protection

Grounds maintenance and fire protection costs are associated with the
maintenance of roads, walks, parking areas and lawn management regardless of
the organizational status or location of the program, as well as fire truck
operation, supplies, and materials. In 2011, grounds maintenance services and
the fire protection unit employed 770 FTE and obligated a total of $90 million.

Recurring Maintenance and Repair

These services encompass all projects where the minor improvement is below
$25,000 such as maintenance service contracts and routine repair of facilities and
upkeep of land. Examples include painting interior and exterior walls; the repair
of water leaks in pipes and roofs; the replacement of light bulbs, carpet, and
ceiling and floor tiles. In 2011, these projects were supported by 3,524 FTE with
obligations of $460 million.

Non-Recurring Maintenance (NRM) and Repair

These include all projects where the minor improvement is above the recurring
maintenance threshold of $25,000 but below the minor construction threshold of
$500,000. NRM projects improve the functioning of the medical facilities where
they take place. Examples include upgrades to safety, security, and fire alarms;
interior or exterior renovations; improving accessibility for patients with
disabilities; improvements to the heating, ventilation, and air conditioning; and
projects to improve the roads or grounds. In 2011, NRM projects were supported
by 167 FTE and obligated $1.977 billion.

Efforts to improve energy and water efficiency are another class of projects
included in the NRM program. VA has strengthened its efforts to conserve energy
and water using more efficient lighting technologies, heating and cooling
equipment, as well as the installation of more efficient doors and windows and
water conservation technologies.

Operating Equipment Maintenance and Repair

These projects are categorized into Operating Equipment Maintenance and
Repair and Biomedical Engineering. The total number of FTE involved in
performing these functions in 2011 was 2,055 with total obligations of $462
million.

Operating equipment maintenance and repair costs are associated with
maintenance and repair of all non-expendable operating equipment, furniture
and fixtures, when performed by maintenance personnel or procured on a
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contractual basis, including rental equipment. In 2011, these projects were
supported by 983 FTE with obligations of $193 million.

Biomedical engineering is the application of engineering principles to medical
problems in order to improve healthcare diagnoses and outcomes. Biomedical
engineering services include the maintenance and repair of all medical equipment
used in the treatment, monitoring, diagnosis, or therapy of patients. In 2011
biomedical engineering employed 1,072 FTE and obligated $269 million. In 2014
VA is proposing a transfer of Biomedical Engineering Services from Medical
Facilities to Medical Services.

Environmental Management Service

This function is associated with the oversight and management of environmental
management activities, including the recycling operation; pest management;
grounds management; environmental sanitation operations; bed services and
patient assistance; and collection, removal, and transportation of all waste
materials. In 2011, Environmental Management Service used 10,871 FTE and
obligated $755 million.

Other Facilities Operation Support
This function obligated $84 million in 2011. It includes other costs associated with
inpatient and outpatient providers and miscellaneous benefits and services.

Textile Care Processing and Management

Textile care processing includes the receipt, washing, drying, dry cleaning,
folding, and return of textiles such as bed linens, surgical towels, and nursing
uniforms. Processing also involves the activities concerning the maintenance and
repair of textile processing equipment. Textile management activities include the
procurement, inventory, delivery, issuance, repair, and marking of all the various
types of textiles contained within the facility. In 2011, the textile care processing
and management was supported by 1,355 FTE with costs totaling $194 million.
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Summary of Obligations by Functional Area

(dollars in thousands)

2012
2011 Budget Current 2013 2014 2012 to 2013 2013 to 2014
Description Actual Estimate Estimate Estimate Estimate Inc/Dec  Inc/ Dec
Engineering & Environmental Management................ $478,467 $557,200 $503,700 $530,200 $558,100 $26,500 $27,900
Plant Operations & Leases $1,162,340  $1,392900 $1,673,007 $1,788,550  $1,146,540 $115,543  ($642,010)
Transportation $139,421 $185,700 $145,300 $151,400 $157,800 $6,100 $6,400
Grounds Maintenance & Fire Protection..............cccc.e... $90,093 $92,900 $91,100 $92,100 $93,100 $1,000 $1,000
Recurring Maintenance & Repair............ $459,939 $603,600 $482,900 $507,000 $532,400 $24,100 $25,400
Non-Recurring Maintenance & Repair... $1,976,828 $868,800 $868,800 $710,450 $464,660  ($158,350)  ($245,790)
Operating Equipment Maintenance & Repair........c...... $461,707 $603,600 $467,100 $472,600 $478,100 $5,500 $5,500
Environmental Management Service..... $755297  $882,200  $838500  $930,800  $1,033,300 $92,300  $102,500
Other Facilities Operation Support....... $83,786 $92,900 $111,400 $148,100 $196,900 $36,700 $48,800
Textile Care Processing $193,992 $232,200 $212,500 $232,800 $255,100 $20,300 $22,300
Total Obligations $5,801,870  $5,512,000 $5,394,307 $5,564,000 $4,916,000  $169,693  ($648,000)
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Medical Facilities

Program Resource Data

Summary of Total Request, Medical Facilities

(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance  Increase /  Increase /
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
Appropriation $5,740,000  $5,426,000  $5,426,000  $5,441,000  $4,872,000 $15,000  ($569,000)
Pay Freeze Rescission $0 ($50,000) $0 $0 $0 $0 $0
Transfer to North Chicago Demo Fund, Sec 2017 PL 112-10............... ($10,434) $0 $0 $0 $0 $0 $0
Recission (Public Law 112-10) “Across the Board” - 2 percent. ($11,450) $0 $0 $0 $0 $0 $0
Recission (Public Law 112-10) “Special” ($15,000) $0 $0 $0 $0 $0 $0
Transfer to North Chicago Demo Fund, PL 112-37.........cccccccuuruucnnrunnee $0 $0 ($37,162) $0 $0 $37,162 $0
Budget Authority $5,703,116  $5,376,000  $5,388,838  $5,441,000  $4,872,000 $52,162 ($569,000)
Reimbursements:
Sharing & Other Reimbursements $33,526 $36,000 $42,000 $43,000 $44,000 $1,000 $1,000
Subtotal $33,526 $36,000 $42,000 $43,000 $44,000 $1,000 $1,000
Adjustments to Obligations:
Unobligated Balance (SOY):
No-Year $1,562 $0 $1,919 $0 $0 ($1,919) $0
H1N1 No-Year $1,184 $0 $285 $0 $0 ($285) $0
2007 Emergency Supplemental (PL 110-28) (No-Yr).. $3,445 $0 $763 $0 $0 ($763) $0
2-Year $102,930 $100,000 $40,502 $80,000 $0 $39,498 ($80,000)
Subtotal $109,121 $100,000 $43,469 $80,000 $0 $36,531 ($80,000)
Unobligated Balance (EOQY):
No-Year ($1,919) $0 $0 $0 $0 $0 $0
H1NT1 No-Year ($285) $0 $0 $0 $0 $0 $0
2007 Emergency Supplemental (PL 110-28) (NO-YT).......ccccccvvvuuees ($763) $0 $0 $0 $0 $0 $0
2-Year. ($40,502) $0 ($80,000) $0 $0 $80,000 30
Subtotal ($43,469) $0 ($80,000) $0 $0 $80,000 $0
Change in Unobligated Balance (Non-Add) $65,652 $100,000 ($36,531) $80,000 $0 $116,531 ($80,000)
Lapse, ($424) $0 $0 $0 $0 $0 30
Obligation $5,801,870  $5,512,000 $5,394,307  $5,564,000  $4,916,000 $169,693  ($648,000)
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Summary of Obligations by Activity
Medical Facilities
(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance  Increase / Increase /
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
Categories:
Acute Hospital Care $1,295,687  $1,355,100 $1,141,334 $1,122,433  $1,097,365 ($18,901) ($25,068)
Rehabilitative Care $93,323 $122,700 $79,326 $83,292 $87,514 $3,966 $4,222
Psychiatric Care $826,922 $981,400 $974,993 $992,207 $948,485 $17,214 ($43,722)
Nursing Home Care $578,298 $686,000 $601,520 $625,161 $651,101 $23,641 $25,940
Subacute Care $11,700 $16,900 $10,548 $10,580 $9,946 $32 ($634)
State Home Domiciliary.. $0 $0 $0 $0 $0 $0 $0
Outpatient Care $2,990,745  $2,344,900  $2,581,160  $2,724,433  $2,115,183 $143,273  ($609,250)
CHAMPVA $5,195 $5,000 $5,426 $5,894 $6,406 $468 $512
Total Obligations $5,801,870  $5,512,000 $5,394,307 $5,564,000  $4,916,000 $169,693  ($648,000)
Summary of FTE by Activity
Medical Facilities
2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/ Increase /
Description Actual Estimate  Estimate = Estimate ~ Approp. Decrease Decrease
Categories:
Acute Hospital Care.... 5,183 5,234 5,216 5,359 5,366 143 7
Rehabilitative Care 465 470 468 480 481 12 1
Psychiatric Care.........ccccooeuviuricnnne 3,394 3,427 3,416 3,509 3,513 93 4
Nursing Home Care.........ccceeeuuee. 2,446 2,470 2,461 2,528 2,531 67 3
Subacute Care 61 62 61 63 63 2 0
State Home Domiciliary 0 0 0 0 0 0 0
Outpatient Care 12,359 12,481 12,439 12,782 11,717 343 (1,065)
CHAMPVA.....c.coieeeieeeeeene 0 0 0 0 0 0 0
Total FTE......ccccoooiiviiiiiiiciiniccee 23,908 24,144 24,061 24,721 23,671 660 (1,050)
FTE by Type
Medical Facilities
2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance Increase/ Increase/
Description Actual Estimate Estimate Estimate Approp. Decrease Decrease
Physicians, 0 0 0 0 0 0 0
Dentist 0 0 0 0 0 0 0
Registered Nurses 1 2 0 0 0 0 0
LPN/LVN/NA 1 0 0 0 0 0 0
Non-Physician Providers........c.cccccoouveuninrinne. 0 0 0 0 0 0 0
Health Techs/Allied Health..........ccoovvevveenee. 126 134 126 126 121 0 ®)
Wage Board/P&H 19,151 19,142 19,221 19,804 19,766 583 (38)
All Other 4,629 4,866 4,714 4,791 3,784 77 (1,007)
Total FTE 23,908 24,144 24,061 24,721 23,671 660 (1,050)
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Outlay Reconciliation
Medical Facilities
(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014

2011 Budget Current 2013 Advance  Increase / Increase /

Description Actual Estimate Estimate Estimate Approp. Decrease  Decrease
Obligations $5801,870  $5512,000  $5394307  $5564,000  $4,916,000 $169,693  ($648,000)
Obligated Balance (SOY) $3,029,248  $2,968,263 3,318,174  $3238,281  $3477490  ($79,893) $239,209
Obligated Balance (EOY) ($3318174) (62,988,251) ($3,238,281) ($3A77490) ($3,291,081) ($239,209)  $186,409
Adjustments in Expired Accounts...........ccccccccveeree. $673 $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay Fed. Sources (Unexp.).......... ($170) $0 $0 $0 $0 $0 $0
Chg. Uncoll. Cust. Pay Fed. Sources (Exp.)............... $528 $0 $0 $0 $0 $0 $0
Outlays, Gross $5513975  $5492,012  $5474200  $5324791  $5,102409 ($149,409)  ($222,382)
Offsetting Collections ($35101)  ($36,000)  ($42,000) (543,000  ($44000)  ($1,000)  ($1,000)
PY Recoveries, $0 $0 $0 $0 $0 $0 $0
Net Outlays $5478,874  $5456,012  $5432200  $5281,791  $5,058,409  ($150,409)  ($223,382)

Medical Facilities
Employment Summary, FTE by Grade
2012 t0 2013 2013 to 2014
2011 2012 2013 2014 Increase/ Increase/
GS Grade or Title 38 Actual  Estimate Estimate Estimate Decrease Decrease

0 0 0 0 0 0
134 136 138 110 2 (28)

2 2 2 2 0 0
139 141 144 114 3 (30)
13 534 543 552 438 9 (114)
T2 e 917 933 948 753 15 (195)
T 1,275 1,297 1,316 1,043 19 (273)
98 100 101 81 1 (20)
433 440 447 355 7 92)
38 39 40 32 1 8)
7 ettt 415 422 429 341 7 (88)
Bttt 300 306 310 247 4 (63)
5 e 257 262 266 211 4 (55)
B 92 94 96 76 2 (20)
B et 113 115 117 93 2 (24)
2 et 9 9 10 8 1 ()

T 1 1 1 1 0 0
Wage Board 19,151 19,221 19,804 19,766 583 (38)
Total Number of FTE...... 23,908 24,061 24,721 23,671 660 (1,050)
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Net Change
Medical Facilities
2013 Summary of Resource Requirements
(dollars in thousands)
2012 to
Description 2013 ‘
2012 President's Budget:
AP PTOPTIAtION . ..o e e e $5,376,000
COILECHIOMIS ..t et e et e e e e e e e e e e e e e e e e e e e e e $0
Total 2012 President's Budget..........ccciiiiiiiiiii e $5,376,000
Adjustments:
Final Appropration Adjustment........... $50,000
Transfer to North Chicago Demo. Fund..............cccccciiiiiiiiiiii e ($37,162)
Transfer to VA /DOD HOCSTF .. ...ttt ettt e et e e et e e e e eea e e e eeenaans $0
Reduction to Collections Estimate...........ooooiiiiiiiiiiiiiiccc s $0
Collection Transfer to North Chicago Demo. Fund...........ccccccooiiieees $0 |
Total AdJUusStMENES ... e e e e e e e e e $12,838
Adjusted 2012 Budget Estimate:
AP PTOPTIAION Lo et e e e e e e e e e e e e e e e e e e e e eeeeeean $5,388,838
Collections. ....cccceeiiiiiiciiiicceeaee. . $0 |
Total Adjusted 2012 Budget Estimate............oooiiiiiiiiiiiiic e $5,388,838
2013 Current Services Increases:
Health Care SEIVICES..ccii ittt e et e et e e et e e e e aee e e e at e e e e nseeeeesaneeeeeennnee ($3,144)
Payraise Assumption (0.5%) 3/4 of the FY ......ccccccciiiiiiii e $5,593
Other Non-Pay Raise Pay ACCOUNTS..........iiiiiiiiiiiiiccece s $57,407
LoNE-TerTN CaT@....coiiiiiiiiiiiiiiiee ettt e e s e e e e aae e e e ne e e s eanne e e eennnes $38,272
CHAMPVA & Other Dependent PIrEs. . ... $468
Readjustment Counseling $1,109
Y22V BI) B IS] s = o e ¥ =SSP SPR $0 |
A0 RGN Ko} =1 M @ITEa =) o} dha ] = Ve ol < = S $5,488,543
2013 Initiatives:
ACHIVATIOTIS 1eiiiiiiiiiie ettt e e et e e e e e e e et e e e e e e e e e e nn e e e e eeeeeenn ($60,654)
AN OTATIZE. .ot e e e e e e e e e e $0
Amyotrophic Lateral Sclerosis (ALS).......cccooiiiiiiiiiiiiiiiiieiiceee e $0
Caregivers & Veterans Omnibus Hlth Sves (PL 111-163)....cccoiiiiiiiiiiiiiiiiiiiieeeees $0
Integrated DES Expansion.. $249
Indian Health ServiCes........cooiiiiiiiiiiiiiiie et $0
Homelessness: Zero HoOmMELESSIESS. ... .o e e e e e eenenns $27,738
New Models of Patient-Centered Care.............uuiiiiiiiiiiiiiiiiiiiiiicee s ($15,218)
Expand Health Care Access for Veterans $175
Improving Veteran Mental Health $0
Research on Long-Term Health & Well-Being of Vets $0
Improve the Quality of Health Care while Reducing Costs $167
Establish World-Class Health Informatics Capability........ccccccccoiiiiii. $0
Legislative Proposals......... $0
Operational Improvements:...
Clinical and Pharmacy Efficiencies. ... $0
Fee Care Payments Consistent with Medicare..............ccccoiiiiiiiiiiiies $0
Fee Care SAVITIEZS ..ottt ettt et e e e e e $0
Clinical Staff and Resource Realignment............ccciiiiiiiiiice, $0
Medical & Administrative SUPPOTt SAVINGS......cuuviiiiiiiiiiiii e $0
Acquisition IMpProvVements. ... ..o $0
VA Real Property Cost Savings & Innovation Plan..........ccccccciiiiiiiiien, $0 |
2013 Total Initiatives ($47,543)
2013 Total Budget Authority Request:
AN o] o3 ey o3 o E- X Lo ) o WU RO $5,441,000
(Y ST 3 1 OO $0 |
Total Budget AUt OTity .. ..ot e e e e s e s e en e e e ee e $5,441,000
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Net Change
Medical Facilities
2014 Summary of Resource Requirements
(dollars in thousands)
2013 to
Description 2014
2012 President's Budget, 2013 Estimate:

AP PTOPTIATION. ccouvverreereneircieeeseieerseiaesseeessse et sse s ssse e sese e sese e sese e sese e e senens $5,441,000
Total 2012 President's Budget, 2013 Estimate.........c.ccocveereureureeeececeneeneenerereerenreeeeeeeenennes $5,441,000
Adjustments:

TOtal AQJUSTMENTS........ceereercereeieeeeiereeceerie et ssse e saens $0
Adjusted 2013 Budget Estimate:

APPIOPTIATION. c..vreirerirceeireriecieire ettt saesse s sesebse s st sssetsesaessseasessesisessesssssessscsnssnens $5,441,000
Total Adjusted 2013 Budget Estimate..........cccccoviiicininciiiniicciicscccecnieens $5,441,000
2014 Current Services Increases:

Health Care SEIVICES......cvuurvmermermereeesereeeiserseasse it seseasseessasse e ssse e ssse e ssse e sseses ($84,106)

Payraise Assumption (0.5%) for 1/4 of FY 2014 and (1.7 %) for 3/4 of FY 2014..... $21,035

Other Non-Pay Raise Pay ACCOUNLS.........cocociiiciniiniiniccse i ($106,935)

BioMedical Adjustment..........ccccveeeecureverecerennne. ($320,000)

LoNg-Term Care.........overvrerereeneeererererereneersereesenee $43,109

CHAMPVA & Other Dependent Prgs $512

Readjustment Counseling $1,108
20714 TOtAl CUTITEINLE SEIVICES....oveeieeeeeeeeeeteeeeeeteeeeeseeteeteeetestesesteseesestesesteseesestesessensesessesessesssens $4,995,723
2014 Initiatives:

ACHVATIONS ...ttt sae e nsesi e ssse e saeesse e ettt sese s sast s sasesensscsens ($89,207)

New Models of Patient-Centered Care..........cocvureereereeereerererenneeneeneeseeseeereensensensenesees ($23,173)

Expand Health Care Access fOr VEIETanS..........cccuueueuneuneereereeeemernerensenseuessesseseesesenne ($10,920)

Improve the Quality of Health Care while Reducing Costs..........ccccecveueceniurcuniuneunece ($423)
2074 TOtal INTHATIVES ...ceuvererercerecerecirecieetreeiesisesese st seesssesasestsesasestsesee st sasestsesssesaesssesasesssessnes ($123,723)
2014 Total Budget Authority Request:

AP PIOPTIAON. ...ttt ettt sb sttt ettt se bbbt ses $4,872,000
Total BUAGEt AUTNOTIEY ..o nenees $4,872,000
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Obligations by Object
Medical Facilities

(dollars in thousands)

2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance  Increase/ Increase/
Description Actual Estimate  Estimate  Estimate = Approp. Decrease Decrease

10 Personal Svcs & Benefits:
PhySicians..........occeeveeceereeecemceeeceneees $13 $0 $0 $0 $0 $0 $0
DENEISES. .ocvvrererrerrereeirerieessesiseessesisessecsaees $0 $0 $0 $0 $0 $0 $0
Registered Nurses..........ccccoeevrininiicininns $196 $0 $0 $0 $0 $0 $0
LPN/LVN/NA oo eeeeesese $10 $0 $0 $0 $0 $0 $0
Non-Physician Providers..... $0 $0 $0 $0 $0 $0 $0
Health Techs/Alllied Health................... $8,019 $7,679 $8,100 $8,300 $8,200 $200 ($100)
Wage Board/P&H........cccccovvviivininiinninns $1,128,515 $1,147,544 $1,136,500 $1,178,800 $1,192,800 $42,300 $14,000
Administration..........cccocveceniccnnicenennnne $451,001  $428,592  $464,700  $480,500 $375,200 $15,800 ($105,300)
Perm Change of Station..........cccceeecunennee $1,461 $980 $2,400 $3,900 $6,300 $1,500 $2,400
Emp Comp Pay.....ccocveueveenercrerenenernenee $27,359 $25,754 $30,200 $33,400 $36,500 $3,200 $3,100

Subtotal.........coviiieiniiii $1,616,574 $1,610,549 $1,641,900 $1,704,900 $1,619,000 $63,000 ($85,900)
21 Travel & Trans of Persons:
EMPLOYE®.....rroooeeeeeeseeeeeee $9332  $10,200  $8,600  $7,600 $6,200 ($1,000)  ($1,400)
Beneficiary ... $1 $0 $0 $0 $0 $0 $0
Other ... $24,084 $22,500 $24,800 $25,600 $26,400 $800 $800

Subtotal........ccoviiininiiiie $33,417 $32,700 $33,400 $33,200 $32,600 ($200) ($600)
22 Transportation of Things........cceeceuee $15,842 $12,900 $16,200 $16,600 $16,800 $400 $200
23 Comm., Utilites & Oth. Rent:
Rental of equip.....cccocovuvecuriniciricicinicinee. $4,333 $9,900 $5,300 $6,500 $7,800 $1,200 $1,300
Communications.........cc.ceeweevererereencnnes $1,744 $1,000 $2,100 $2,500 $3,000 $400 $500
Utlities. ..o $536,822  $566,200  $550,300  $564,100  $578,300 $13,800 $14,200
GSA RENT......ooiiiiiniiieisccis $20,803 $19,200 $23,100 $25,600 $28,400 $2,500 $2,800
Other real property rental.........c..ccccoe.... $338,993  $550,600  $492,400  $533,800 $560,500 $41,400 $26,700

SUDOtaL........ceeeecccceeec s $902,695 $1,146,900 $1,073,200 $1,132,500 $1,178,000 $59,300 $45,500
24 Printing & Reproduction: ..........u... $98 $104 $100 $100 $100 $0 $0
25 Other Services:
Outpatient dental fees.........coceervrreuennnee $5 $0 $0 $0 $0 $0 $0
Medical & nursing fees..........ccccecuveucenee $53 $0 $0 $0 $0 $0 $0
Repairs to furniture/equipment............. $114,463  $121,500  $119,300  $124,400 $22,400 $5,100 ($102,000)
M&R contract services. $170,858  $169,400  $176,100  $181,500  $161,600 $5,400 ($19,900)
Contract hospital........cccocveveereerererenenes $0 $0 $0 $0 $0 $0 $0
Community nursing homes................... $0 $0 $0 $0 $0 $0 $0
Repairs to prosthetic appliances............. $1 $0 $0 $0 $0 $0 $0
Home OXYgen ......cccueweemeueeereererenneenns $0 $0 $0 $0 $0 $0 $0
Personal services contracts....................... $12,142 $12,200 $14,600 $17,500 $20,800 $2,900 $3,300
House Staff Disbursing Agreement........ $0 $0 $0 $0 $0 $0 $0
Scarce Medical Specialists..............cc....... $0 $0 $0 $0 $0 $0 $0
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Obligations by Object
Medical Facilities
(dollars in thousands)
2012 2014 2012 to 2013 2013 to 2014
2011 Budget Current 2013 Advance  Increase/  Increase/
Description Actual Estimate  Estimate  Estimate  Approp. Decrease Decrease
25 Other Services (continued)
Other Medical Contract Services............. $10,351 $0 $0 $0 $0 $0 $0
Administrative Contract Services........... $408,154  $768,747  $804,679  $897,136 $528,526 $92,457 ($368,610)
Training Contract Services............cccweeee. $2,963 $2,800 $3,300 $3,700 $3,700 $400 $0
CHAMPVA.......coorieineienissininns $0 $0 $0 $0 $0 $0 $0
Subtotal.... $718,990 $1,074,647 $1,117,979 $1,224,236  $737,026 $106,257  ($487,210)
26 Supplies & Materials:
Provisions........cccceeeueinieniueincscecisieens $27 $0 $0 $0 $0 $0 $0
Drugs & medicines..........ccoocuecureercrcunnce $70 $0 $0 $0 $0 $0 $0
Blood & blood products...........cccc.cevuunnee $0 $0 $0 $0 $0 $0 $0
Medical /Dental Suppli€s........cccoeveeeuennee $949 $0 $0 $0 $0 $0 $0
Operating supplies..........ccccoocvinincininnn. $104,816  $112,100  $110,600  $116,700  $121,800 $6,100 $5,100
M&R supplies... . $146,860  $174,100  $159,500  $173,200 $153,400 $13,700 ($19,800)
Other supplies.......ccoccvuvieurinicinicicinicnnene $56,827 $51,300 $69,828 $89,514 $89,514 $19,686 $0
Prosthetic appliances............cc.cccccveveee. $0 $0 $0 $0 $0 $0 $0
Home Respiratory Therapy . $0 $0 $0 $0 $0 $0 $0
Subtotal.......c.covriiriii $309,549  $337,500  $339,928  $379,414  $364,714 $39,486 ($14,700)
31 Equipment $122,481 $93,100  $162,300  $174,600 $251,400 $12,300 $76,800
32 Lands & Structures:
Non-Recurring Maint. (NRM)................. $1,976,828  $868,800  $868,800  $710,450 $464,660 ($158,350)  ($245,790)
Capital Leases.......ccocceuveucureneucurincueerecuennes $12,542 $74,000 $15,700 $19,700 $24,700 $4,000 $5,000
All Other Lands & Structures................... $92,550  $260,800  $124,800  $168,300  $227,000 $43,500 $58,700
Subtotal.........ooeirininic s $2,081,920 $1,203,600 $1,009,300  $898,450  $716,360  ($110,850)  ($182,090)
41 Grants, Subsidies & Contributions:
State oM. ........cuereeeeeerreeceieeiaeceeennes $0 $0 $0 $0 $0 $0 $0
Homeless Programs............cccocuveeeiununnee $0 $0 $0 $0 $0 $0 $0
Subtotal $0 $0 $0 $0 $0 $0 $0
43 Imputed Interest $304 $0 $0 $0 $0 $0 $0
Total Obligations.........ccccoeeuevveecvnrrecrennn. $5,801,870 $5,512,000 $5,394,307 $5,564,000 $4,916,000 $169,693  ($648,000)
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Appropriation Transfers &
Supplementals

Explanation of Appropriation Transfers in 2011:

$65,000,000 Transfer to the DoD-VA Health Care Sharing Incentive Fund
from Medical Services. Title 38, section 8111(d)(2), states that, “To facilitate
the incentive program, there is established in the Treasury a fund to be known
as the “DoD-VA Health Care Sharing Incentive Fund”. Each Secretary shall
annually contribute to the fund a minimum of $15,000,000 from the funds
appropriated to that Secretary’s Department. Such funds shall remain
available until expended and shall be available for any purpose authorized by
this section.”

$69,000,000 Transfer to the Joint DoD-VA Medical Facility Demonstration
Fund. This reflects a transfer of $69,000,000 to the Joint DoD-VAMedical
Facility Demonstration Fund from Medical Services ($48,479,000), Medical
Support and Compliance ($10,087,000), and Medical Facilities ($10,434,000).
The authority for this transfer is provided in section 2017 of the Department of
Defense and Full-Year Continuing Appropriations Act, 2011 (Public Law 112-
10). This funding supports operations at the Captain James A. Lovell Federal
Health Care Center.

Explanation of Appropriation Rescissions in 2011:

$96,268,000 Rescission to the Three Medical Care Appropriations. This
reflects a 0.2 percent across-the-board rescission of $96,268,000 from Medical
Services ($74,272,000), Medical Support and Compliance ($10,546,000), and
Medical Facilities ($11,450,000). The authority for this across-the-board
rescission is provided in section 1119(a) of the Department of Defense and
Full-Year Continuing Appropriations Act, 2011 (Public Law 112-10).

$49,000,000 Rescission to Medical Support and Compliance and Medical
Facilities. Public Law 112-10, section 2016 states:
“Of the discretionary funds made available to the Department of Veterans
Affairs for fiscal year 2011, $34,000,000 are rescinded from ““Medical
Support and Compliance” and $15,000,000 are rescinded from ““Medical
Facilities”’, which shall be derived from amounts estimated for the January
2011 civilian pay raise.”
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Proposed Legislation

(dollars in thousands)

FY 2013

Legislative Proposals FY2013 Collections

Smoke-Free Environment. . . . ($7,200)

Remove Requirement VA Reimb. Certain Employees for Prof. Educ.........ccccccvcnvevunnevvonenees ($325)

Clarify Breach of Agreement under Employee Incentive Scholarship Prg..........ccccoccvcuuunnee. ($38)

Change in collection and verification of Veteran income ($2,438)

Medicare Ambulatory Rates for Beneficiary Travel ($17,092)

Allow VA to Release Patient Info to Health Plans....... $34,000

Consider VA a Participating Provider for "Purpose of Reimbursement'...............cccccccc..... $91,000

Legislative Proposals Total ($27,093) $125,000
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Smoke-Free Environment

Dollars in Thousands ($000)

Obligations Collections Appropriation FTE
($7,200) ($7,200)

Proposed Program Change in Law:

The proposal would reverse the requirement for designated smoking areas at VA
facilities, as required by Public Law 102-585 §526. It would eliminate all smoking
on the grounds of all VA health care facilities in order to make them completely
smoke-free.

Current Law or Practice:

Section 526 of Public Law 102-585, enacted in 1992, requires the Veterans Health
Administration (VHA) to provide suitable smoking areas, either an indoor area or
detached building, for patients who desire to smoke tobacco products.

Justification:

Currently, there are no VA health care facilities with smoke-free grounds because
of Public Law 102-585 that requires designated smoking areas for patients.
Because of this requirement, the Department of Veterans Affairs continues to fall
far behind the public and private sectors in this area. As a result, Veterans, VHA
health care providers, and visitors do not have the same level of protection from
the hazardous effects of secondhand smoke exposure as patients and employees
in other systems.

For example, as of January 2, 2012 there are 2,994 local and/or

state/territory /commonwealth hospitals, health care systems and clinics, and
four national health care systems (Kaiser Permanente, Mayo Clinic, SSM Health
Care, and CIGNA Corporation), in the United States that have adopted 100%
smoke-free policies that extend to all their facilities, grounds, and office buildings.
Numerous Department of Defense medical treatment facilities (MTF) have
become tobacco-free as well. In addition, on July 1, 2011, the U. S. Department of
Health and Human Services (HHS) adopted a policy banning the use of all
tobacco products (including cigarettes, cigars, pipes, smokeless tobacco, or any
other tobacco products, and e-cigarettes) at all times on its grounds, making all
facilties tobacco-free. With this, HHS became the first Federal agency to
implement a tobacco-free policy.
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Almost 46 years after the landmark 1964 Surgeon General Report on the health
effects of smoking, tobacco use remains the leading cause of preventable death
and disease in the United States, accounting for more deaths than HIV/AIDS,
alcohol and drug abuse, automobile accidents, fires, homicides and suicides
combined. Smoking is responsible for 1 in every 5 deaths or nearly 440,000
preventable deaths in the United States each year (U.S. Surgeon General Report
2006; U.S. Surgeon General Report 2010).

Research on the health effects of secondhand smoke has greatly increased in the
last two decades. In 1992, the Environmental Protection Agency (EPA)
designated secondhand smoke as a Class A carcinogen and the 2006 U.S. Surgeon
General Report concluded that “there is no risk-free level of exposure to
secondhand smoke” (U.S. Surgeon General Report, 2006). It is estimated that
exposures to secondhand smoke account for more than 3,000 deaths from lung
cancer, approximately 46,000 deaths from coronary heart disease, and 430
newborn deaths from sudden infant death syndrome (SIDS) in the United States
each year (U.S. Surgeon General Report, 2006; U.S. Surgeon General Report,
2010).

The U.S. Surgeon General issued its 30t tobacco-related Surgeon General Report
since 1964, How Tobacco Smoke Causes Disease: The Biology and Behavioral Basis for
Smoking-Attributable Disease (December 9, 2010). This report concluded that
“exposure to tobacco smoke-even occasional smoking or secondhand smoke- - -
causes immediate damage to your body that can lead to serious illness or death”.
The U.S. Surgeon General Report reviewed the body of clinical research to date
and reported that even brief exposures to secondhand smoke can “cause
cardiovascular disease and could trigger acute cardiac events, such as health
attack”, by causing damage to blood vessels and increased clotting.

As the Nation’s largest single health care system and a national leader in health
care, VHA has fallen far behind the health care community in this regard. This
was not the case in 1992 when VHA led nationally on smoke-free policies. The
medical research since that time has demonstrated the serious and sometime life-
threatening consequences of secondhand smoke exposures. In a 2009 Institute of
Medicine (IOM) Report, Combating Tobacco Use in Military and Veteran Populations,
an IOM expert committee stated the requirement for smoking areas at VA health
care facilities “has precluded VA from going entirely smoke-free” and it
“prevents VA from protecting its patients, employees, and visitors from exposure
to tobacco smoke and also hinders efforts to encourage tobacco cessation”. The
IOM Committee recommended that Congress provide legislation to allow VHA
health care facilities to adopt smoke-free grounds.
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While in the past there had been resistance to smoke-free policies, there have been
a number of successes in adopting policies that may not have been accepted a
decade ago. A notable example is that of North Carolina, a state that has long
been recognized as a home to the tobacco industry and tobacco farming. As of
July 6, 2009 all public and private hospitals in North Carolina became smoke-free.
A December 2009 publication authored by policy leaders at The Joint Commission
noted that at the end of 2009, the majority of U.S hospitals would have a smoke-
free campus. The article noted the Department of Veterans Affairs health care
system as an exception because of legislation that “makes it virtually impossible
for VA hospitals to adopt a completely smoke-free campus” (Williams, Hafner et
al. 2009).

The provisions of Public Law 102-586 that require smoking areas are not
consistent with nearly two decades of medical and scientific literature that
followed. An October 2009 IOM Report, Secondhand Smoke Exposure and
Cardiovascular Effects: Making Sense of the Evidence, reviewed the U.S. and
international evidence and concluded that secondhand smoke exposure increased
the risk of coronary health disease and heart attacks by 25 to 30 percent and that
smoking bans reduce heart attacks. The IOM Report concluded, “Given the
prevalence of heart attacks, and the resultant deaths, smoking bans can have a
substantial impact on public health. The savings, as measured in human lives, is
undeniable”.

The clear health benefits of smoke-free policies have been supported by a number
of studies to date. An Indiana University study found that after a countywide
smoking ban was implemented, hospital admissions for non-smokers with no
other risk factors for acute myocardial infarction (MI) or heart attack dropped by
70% (Seo & Torabi, 2007). In addition, additional studies have found significant
decreases in the rates of total admissions for heart attacks following smoke-free
policies in Helena, Montana and Pueblo, Colorado When Pueblo, Colorado
banned smoking in all public places, the number of adults hospitalized for heart
disease dropped by 41% in just three years (Sargent, Shepard, and Glantz, 2004;
Bartecchi et al., 2006). International studies have also found similar effects
following the implementation of smoke-free policies in Scotland and Italy (Pell et
al., 2008; Cesaroni et al., 2008).

Because of the increasing knowledge about the health effects of secondhand
smoke, there have also been a number of cases where nonsmoker employees who
have been harmed by such exposures have successtully filed lawsuits or disability
claims against their employers. In 1995, a widower of an employee of a VA
hospital was awarded a death benefit on the grounds that his wife’s fatal lung
cancer was caused by exposure to secondhand smoke while treating patients
(CDC, 2006).
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Legislation to make the grounds of all VA health care facilities smoke-free would
be a Veteran-centric measure that would serve to protect the right and health of
the large majority of Veterans who do not smoke. Currently, approximately 20%
of Veterans enrolled in VA health care are smokers, while approximately 80% are
non-smokers. Many of the non-smokers are also older Veterans who may be at
higher risk for cardiac or other conditions that could make them even more
vulnerable to the cardiovascular events associated with secondhand smoke. As
with patients of other health care systems, Veteran patients have a right to be
protected from secondhand smoke exposures when seeking health care at a VA
facility. For Veterans who are inpatients, nicotine replacement therapy is
currently available so they would not have to experience nicotine withdrawal
during hospital admissions.

10-Year Cost Table:

$ in thousands 2013 2014| 2015| 2016 2017 5 Year
Obligations.........c.c....... ($7,200) ($7,318) ($7,440) ($7,566) ($7,697)  ($37,221)
Collections.........cc.ee...

Appropriation.............. ($7,200) ($7,318) ($7,440) ($7,566) ($7,697)  ($37,221)
$ in thousands | 2018| 2019| 2020| 2021 | 2022| 10 Year
Obligations................... ($7,833) ($7,973) ($8,118) ($8,268) ($8,423) ($77,836)
Collections.........ccccecu...

Appropriation.............. ($7,833) ($7,973) ($8,118) ($8,268) ($8,/423)  ($77,836)
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Removal of Requirement that VA Reimburse Certain Employees Appointed
under Title 38, Section 7401(1) for Expenses Incurred for Continuing
Professional Education

Dollars in Thousands ($000)

Obligations Collections Appropriation FTE
($325) ($325)

Proposed Program Change in Law:

Eliminate title 38, United States Code, section 7411, that states “The Secretary shall
reimburse any full-time board-certified physician or dentist appointed under
section 7401 (1) of this title for expenses incurred, up to $1,000 per year, for
continuing professional education.”

Current Law or Practice:

Section 7411 was added to title 38 as part of the 1991 physician’s pay bill that
increased the special pay available for physicians and dentists. This provision,
which was not part of a VA legislative initiative, created an entitlement to
reimbursement for physicians and dentists. No other occupations in the Veterans
Health Administration (VHA) are entitled to reimbursement for continuing
medical education expenses.

Justification:

VHA has a long history of providing educational and training support to all
clinical and administrative staff. VHA has been supporting the continuing
professional education of physicians and dentists long before the 1991 inclusion
of Section 7411 in title 38. The Employee Education System and VA Learning
University offer a large course catalog with opportunities for physicians and
dentists, as well as other occupations, to obtain continuing professional education
at VA expense. Medical centers and VA networks have either clinical education
coordinators or Associate Chiefs of Staff for Education who oversee professional
education for physicians and dentists. VHA will continue to manage training and
education funding within long standing parameters in conjunction with
published policies at the national and local levels.

Given this infrastructure, there is no value to the Department in having section
7411 remain in the statute. In fact the entitlement for full-time, board-certified,
physicians and dentists to be reimbursed up to $1,000 each year can have a
significant adverse impact on the ability of most facilities to fund needed
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continuing education for employees in other critical health care occupations. If
every full-time, board certified physician and dentist requested $1,000 in
reimbursement, the potential annual cost would be approximately $325 million.
This provision results in physicians and dentists having an entitlement to a share
of the continuing education budget that far exceeds their percentage of the
population that have continuing education needs. Continuance of the entitlement
in section 7411 is no longer necessary since the physician and dentist pay system
makes VHA more competitive in the marketplace for board certified physicians
and dentists, and VA no longer needs this incentive for recruitment purposes.

10-Year Cost Table:

$ in thousands | 2013| 2014| 2015| 2016| 2017| 5 Year
Obligations............. ($325) ($325) ($325) ($325) ($325) ($1,625)
Collections.............

Appropriation........ ($325) ($325) ($325) ($325) ($325) ($1,625)
$ in thousands | 2018| 2019| 2020| 2021 2022 10 Year
Obligations............. ($325) ($325) ($325) ($325) ($325) ($3,250)
Collections.............

Appropriation........ ($325) ($325) ($325) ($325) ($325)  ($3,250)
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Amend 38 USC Section 7675, which Defines Liability for Breach of Agreement
under the Employee Incentive Scholarship Program (EISP)

Dollars in Thousands ($000)

Obligations  Collections Appropriation FTE
($38) ($38)

Proposed Program Change in Law:

This proposal would amend title 38, United States Code, chapter 76, section 7675,
subchapter VI, to provide that full-time student participants in the EISP would
have the same liability as part-time students for breaching an agreement by
leaving VA employment.

Current Law or Practice:

The current statute clearly limits liability to part-time student status participants
who leave VA employment prior to completion of their education program. This
allows a scholarship participant who meets the definition of full-time student to
leave VA employment prior to completion of the education program, breaching
the agreement with no liability. This proposal would require liability for
breaching the agreement by leaving VA employment for both full- and part-time
students. All other employee recruitment/retention incentive programs have a
service obligation and liability component.

Justification:

This proposal would result in cost savings for the Department by recovering the
education funds provided to employees who leave VA employment prior to
fulfilling their agreement. Additionally, by promoting employee retention, the
funds used to recruit and train replacement employees would also be saved. The
proposal provides a direct positive impact on the provision of care for Veterans
by health care professionals as it retains those individuals for service in the
Veterans Health Administration (VHA).

As reflected below, the proposal does not result in costs to the Department. There
are direct cost savings for VHA related to the recovery of funds from scholarship
participants who leave VA employment prior to completion of their education
program. There are 7,412 EISP participants (cumulative 1999 - January 2008). Of
those participants, it is estimated that 0.4% are classified as full-time students and
will leave VA employment prior to completion of their education program.
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10-Year Cost Table:

$ in thousands 2013 2014| 2015| 2016 2017 5 Year
Obligations................. ($38) ($38) ($39) $0 $0 ($115)
Collections............c......

Appropriation.............. ($38) ($38) ($39) $0 $0 ($115)
$ in thousands 2018 2019) 200 2021 2022 10 Year
Obligations $0 $0 $0 $0 $0 ($115)
Collections........ccccceu....

Appropriation.............. $0 $0 $0 $0 $0 ($115)
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Change in Collection and Verification of Veteran Income

Dollars in Thousands ($000)

Obligations  Collections Appropriation FTE
($2,438) ($2,438)

Proposed Program Change in Law:

This proposal revises the way VA conducts collection and verification of income
information from Veterans for enrollment determinations regarding inability to
defray necessary expenses.

VA proposes to adopt the current methodology used for initial benefit
determinations for purposes of Medicare Part B premiums. In determining such
income the Social Security Administration (SSA) electronically queries the
Internal Revenue Service (IRS) Federal income tax database for the beneficiary’s
tax return from 2 years before the effective premium calendar year (e.g., 2010
income determines 2012 premiums) as opposed to asking the beneficiary to self-
report their income.

Specifically, amends title 38 U.S.C. § 1722(f)(1) to state:

(1) The term “attributable income” means the income of a veteran for the most
recently available year determined in the same manner as the manner in
which a determination is made of the total amount of income by which the
rate of pension for such veteran under § 1521 of this title would be reduced
if such veteran were eligible for pension under that section.

Current Law or Practice:

Veterans currently self-report (via a means test) their previous calendar year’s
income and an enrollment determination is made based on this information. In
1986, Public Law 99-972, the Consolidated Omnibus Budget Reconciliation Act of
1985, authorized VA to establish a means test program to determine when a
Veteran shall be considered as unable to defray the expenses of necessary care.
This process determines who is eligible for health care based on income, and
whether they are to be billed for certain copays. The financial evaluation process
under this section includes consideration of a Veteran’s income under 38 U.S.C. §
1722(a)(3).

Once the information is provided, title 5 U.S.C., § 5521, 26 U.S.C. § 6103(1)(7) of
the Internal Revenue Code, and 38 U.S.C. § 5317 established authority for the
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Veterans Health Administration (VHA) to verify Veterans’ self-reported
attributable income information against records maintained by the IRS and SSA.

Justification:

The Health Eligibility Center (HEC) currently verifies the Veteran’s self-reported
income though this may lag up to 2 years after its submission (the IRS tax records
for a previous year are not available until July in a current year). This process can
be further delayed due to the administrative and information technology time it
takes to collect and process the matched data files and then begin working the
potential cases. The HEC’s conversion rate in reassignments to higher priority
groups or disenrollment (e.g., verifying through IRS tax records that a Veteran’s
income is higher than what he/she self-reported) is approximately 95% for
reviewed cases. As a result, affected Veterans are back billed (often more than 1
year) for copayments for their previous medical care and some are disenrolled
due to their income and/or net worth exceeding established means test
thresholds. Despite providing appeal rights during this process, it is not a
Veteran-centric approach or a particularly efficient and effective use of VA
resources.

Finally, once income eligible Veterans are enrolled they are required to submit to
a means test renewal on the anniversary of their verified enrollment date each
year and this process involves multiple mailings of reminders from the medical
centers (90 days to expiration, 60 days, 30 days, etc.). Changing this renewal
process to leverage technology will substantially reduce the opportunity for self-
reported errors, improve client satisfaction, and largely reduce field time in
mailing reminders and manually entering means test responses. This proposal
eliminates this inefficiency after initial enrollment by completely computerizing
the income verification process through automatic IRS queries for each year that a
Veteran is enrolled and is income eligible.

10-Year Cost Table:

$ in thousands | 2013| 2014| 2015 2016 2017 5 Year
Obligations............. ($2,438) ($2,523) ($2,611) ($2,702) ($2,797)  ($13,071)
Collections.............

Appropriation........ ($2,438) ($2,523) ($2,611) ($2,702) ($2,797)  ($13,071)
$ in thousands 2018 2019 2020 2021 2022 10 Year
Obligations............. ($2,895) ($2,996) ($3,101) ($3,210) ($3,210)  ($28,483)
Collections.............

Appropriation........ ($2,895) ($2,996) ($3,101) ($3,210) ($3,210)  ($28,483)
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Medicare Ambulatory Rates for Beneficiary Travel

Dollars in Thousands ($000)

Obligations Collections Appropriation  FTE
($17,092) ($17,092)

Proposed Program Change in Law:

VA proposes to amend 38 U.S.C. 8111 to authorize VA to reimburse vendors for
authorized special mode (ambulance, wheelchair, van, etc.) transportation at the
appropriate local prevailing Medicare ambulance rate when a negotiated contract
rate has not been established.

Current Law or Practice:

VA is currently required to reimburse for any authorized special mode
transportation at the “actual necessary expense”, which equates to either the
contracted or billed rate. This does not include the exception of emergency
transportation in relation to unauthorized non-VA emergency medical care
claims under 38 U.S.C. §1725, “Reimbursement for emergency treatment”, in
accordance with 38 U.S.C. §111, “Payments or allowances for beneficiary travel”.

Justification:

While some VA health care facilities have contracts with local transportation
providers with rates at or below Medicare reimbursement rates, many stations are
unable to secure such contracts, or such contracts are limited to pre-authorized
transport. As a result, facilities find that billed charges for emergency or non-
contract transportation are often significantly higher (up to 3-4 times) than the
Medicare rates. VA expects that it would experience significant savings in
ambulance costs should Medicare payment rates be implemented. Under section
263 of the VOW to Hire Heroes Act of 2011 (Title II of Public Law 112-56), the
provision is limiting and VA will draft proposed legislation to address a
technical change in the law.
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10-Year Cost Table:

$ in thousands | 2013| 2014| 2015| 2016| 2017| 5 Year
Obligations............. ($17,092)  ($16,838) ($15,952) ($15,715) ($15,497) ($81,094)
Collections.............

Appropriation........ ($17,092)  ($16,838) ($15,952) ($15,715) ($15,497) ($81,094)
$ in thousands | 2018| 2019| 2020| 2021| 2022| 10 Year
Obligations............. ($15,281)  ($15,069) ($14,860) ($14,653) ($14,653) ($155,610)
Collections.............

Appropriation........ ($15,281)  ($15,069) ($14,860) ($14,653) ($14,653) ($155,610)
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Allow VA to Release Patient Information to Health Plans

Dollars in Thousands ($000)

Obligations  Collections Appropriation FTE
$0 $34,000 $0

Proposed Program Change in Law:

To amend 38 U.S.C. 7332(b) to include a provision for the disclosure of VA
records of the identity, diagnosis, prognosis or treatment of a patient relating to
drug abuse, alcoholism or alcohol abuse, infection with the human
immunodeficiency virus (HIV) or sickle cell anemia to health plans for the
purpose of VA obtaining reimbursement for care.

Current Law or Practice:

Disclosures of VA records of the identity, diagnosis, prognosis or treatment of a
patient relating to drug abuse, alcoholism or alcohol abuse, infection with HIV or
sickle cell anemia permitted without patient prior written consent are discussed
in 38 U.S.C. 7332(b). The term “consent” is used in the same context as the term
“authorization” in the Department of Health and Human Services (HHS) Health
Insurance Portability and Accountability Act (HIPAA) privacy regulations, 45
CFR Parts 160 and 164. The Veterans Health Administration (VHA) is prohibited
from disclosing information identifying a patient as having been treated for drug
abuse, alcoholism or alcohol abuse, HIV infection, or sickle cell anemia (referred
to as 7332-protected information in the rest of the document) for any purposes not
outlined in 38 U.S.C. 7332 unless a signed, written consent is obtained from the
patient.

Justification:

In 1986, Congress authorized legislation giving VA authority to bill private
insurers for care provided to insured nonservice-connected Veterans. In 1990,
this authority was expanded to allow VA to collect for the treatment of
nonservice-connected conditions of insured service-connected Veterans. In 1997,
Public Law 105-33 established the current Medical Care Collection Fund (MCCEF).
With the enactment of the Balanced Budget Act of 1997 (BBA), Congress changed
the third party program into one designed to supplement VA’s medical care
appropriations by allowing VA to retain all third party collections and some other
copayments. VA can use these funds to provide medical care to Veterans and to
pay for its medical care collection expenses.
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Under 38 U.S.C. 1729, VA has authority to recover from health plans or health
insurance carriers the reasonable charges for treatment of a Veteran's nonservice-
connected disabilities. To recover reasonable charges and obtain reimbursement
for care, VA must submit bills or claims containing diagnostic code information to
the health plan or health insurance carrier for the admission or episode of care. If
during the admission or episode of care the Veteran was diagnosed and treated
for drug abuse, alcoholism or alcohol abuse, infection with HIV or sickle cell
anemia, this information is communicated via the diagnostic codes on the bill or
claim to the health plan or health insurance carrier.

Under the HHS HIPAA privacy regulations, 45 CFR 164.506(c), VA is given
authority to disclose any health information to health plans required for payment
of care and services provided to the patient. In addition, under the Privacy Act,
the Department has promulgated a routine use in the billing and collection
system of records which authorizes disclosure of health information to health
plans for reimbursement for care provided to the patient. However, under 38
U.S.C. 7332 VA must obtain signed, written consents to bill health plans for each
treatment of a patient relating to drug abuse, alcoholism or alcohol abuse,
infection with HIV or sickle cell anemia.

Often it is not possible to obtain the signed, written consent from the patient to
bill the health plan or health insurance carrier for a variety of reasons. Some
patients refuse to sign the written consent, while other patients are incapacitated
at the time of care, and written requests to the patient following treatment often
result in no response.

One of the major clinical areas affected by the current statutory language is
testing for and care of HIV infection within VA. As of 2009, fewer than 10 percent
of all Veterans in VA care had been tested for HIV infection, resulting in delays in
diagnosis, preventable deaths, and avoidable health care expenditures. Congress
recently removed significant statutory barriers to HIV testing in VA by enacting
Public Law 110-387, which repealed long-standing restrictions in 38 U.S.C 7333
against wide-spread HIV testing within VA, as well as an obsolete requirement
for written informed consent prior to such testing. Congress has also directed VA
via House Appropriation Committee reports to implement expanded testing.

VHA'’s Office of Public Health has been proactively removing unnecessary
barriers to HIV testing in VHA, not only as part of VHA policy, but also in
response to Congressional intent and VA’s responsibilities under the President’s
National HIV/AIDS Strategy, for which VA is a lead agency. Requiring patients
to sign the Release of Information form is a remaining obstacle to expanding HIV
testing among Veterans, and is contrary to Congressional intent in passing Pub. L.
110-387. It also exceptionalizes HIV testing, further hampering efforts to
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diagnose Veterans with HIV infection as early as possible and link these Veterans
to care. This likely has negative effects on testing for other blood borne
pathogens such as hepatitis B and hepatitis C viruses. Finally, it decreases
revenue collections connected with HIV care, a significant issue considering that
VA is the largest HIV provider of care in the U.S., with over 24,000 HIV-infected
Veterans in care, and spends over $1B annually on HIV-related care.

VA may not condition treatment on the Veteran signing an authorization to allow
VA to disclose 7332-protected information to health plans or health insurance
carriers for payment activities. In order for VA to bill health plans or health
insurance carriers for all admissions and episodes of care for nonservice-
connected disabilities, a provision authorizing this disclosure activity needs to be
included in 38 U.S.C. 7332(b). This provision would ensure the use of this
information for billing purposes is consistent with the use for treatment purposes
in the VA - that no consent is needed for either purpose.

VA currently has existing procedures in place for Veterans to retain control of
their information, for other than the 7332-protected illnesses, which currently
requires the release of information. VHA Handbook 1605.1 provides Veterans the
right to request their data not be shared with a variety of sources, including
health plans and health insurers. If the proposed amendment to 38 U.S.C. 7332(b)
is passed, VHA Handbook 1605.1 would be updated to reflect the inclusion of the
7332-protected diagnoses as a category of information that Veterans can request
withheld from disclosure, and VHA would ensure that this process is clearly
communicated to Veterans. The currently protected diagnoses would then be
governed by the same regulations governing treatment of all other conditions.

10-Year Cost Table:

$ in thousands | 2013 2014 2015 2016 2017 5 Year
Obligations................... $0
Collections......c.ceceuue.e. $34,000 $35,000 $36,567 $37,920 $39,361  $182,848
Appropriation.............. $34,000 $35,000 $36,567 $37,920 $39,361  $182,848
$ in thousands 2018 2019 2020 2021 2022 10 Year
Obligations........cc...... $0
Collections.........cccue... $40,857 $42,409 $44,021 $45,693 $47,430  $403,258
Appropriation.............. $40,857 $42,409 $44,021 $45,693 $47,430  $403,258
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Consider VA a Participating Provider for “Purposes of Reimbursement”

Dollars in Thousands ($000)

Obligations  Collections Appropriation FTE
$0 $91,000 $0

Proposed Program Change in Law:

For purposes of reimbursement, VA would be treated as a participating provider,
whether or not an agreement is in place with a third-party payer or health
insurer, thus preventing the effect of excluding coverage or limiting payment of
charges for VA care.

Current Law or Practice:

In 1986, Congress authorized legislation giving VA authority to bill private
insurers and third-party payers for care provided to insured nonservice-
connected veterans. In 1990, this authority was expanded to allow VA to collect
for the treatment of nonservice-connected conditions of insured service-connected
veterans. In 1997, Public Law 105-33 established the current Medical Care
Collections Fund (MCCF). With the enactment of the Balanced Budget Act of
1997, Congress changed the health insurer and third-party program into one
designed to supplement VA’s medical care appropriations by allowing VA to
retain all collections and some other copayments. VA can use these funds to
provide medical care to Veterans and to pay for its medical care collection
expenses. This law also granted VA authority to begin billing reasonable charges
versus reasonable costs for care. Reasonable charges are based on the amounts
that health insurers and third-party payers pay for the same care provided by
non-government health care providers in a given geographic area.

VA has authority under 38 U.S.C. §1729 to recover from health insurers and third-
party payers the reasonable charges for treatment of a Veteran's nonservice-
connected disabilities.

Justification:

This proposal would prevent a health insurer or third-party payer from denying
or reducing payment, absent an existing agreement between VA and any health
maintenance organization, competitive medical plan, health care prepayment
plan, preferred or participating provider organizations, individual practice
associations, or other similar plan, based on the grounds that VA is not a
participating provider.
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Providing this authority would increase collections from third-party payers
without adding staff. Currently, VHA provides nonservice-connected care for
Veterans who have health insurance; however, VA is seen as an out of network
provider and therefore benefits are either limited or non-existent. Passing this
legislation and recognizing VA as a participating provider would increase the
ability of VA to bill and collect for all covered services.

NOTE: DoD, by statute as codified under 10 U.S.C. 81095, contains this explicit
authority for these business practices.

10-Year Cost Table:

$ in thousands | 2013| 2014| 2015| 2016| 2017| 5 Year
Obligations...................

Collections.......cccceuee.. $91,000 $94,000 $97,848  $101,468  $105,324  $489,640
Appropriation.............. $91,000 $94,000 $97,848  $101,468 $105,324  $489,640
$ in thousands 2018 2019 2020 2021 2022 10 Year
Obligations...................

Collections.......c.ccuueue.. $109,326  $113,480 $117,793  $122,269  $123,000 $1,075,508
Appropriation.............. $109,326  $113,480 $117,793  $122,269  $123,000 $1,075,508
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VHA Performance Plan

Mission
Honor America’s Veterans by providing exceptional health care that improves
their health and well-being.

Vision
VHA will continue to be the benchmark of excellence and value in healthcare and
benefits by providing exemplary services that are both patient-centered and
evidence-based.

This care will be delivered by engaged, collaborative teams in an integrated
environment that supports learning, discovery and continuous improvement.

It will emphasize prevention and population health and contribute to the
Nation’s well-being through education, research and service in national
emergencies.

Clientele

VHA serves Veterans and their families.

National Contribution
VHA supports the public health of the nation through medical, surgical, and
mental health care, medical research, medical education and training. VHA also
plays a key role in homeland security by serving as a resource in the event of a
national emergency or natural disaster.

Stakeholders

Numerous stakeholders have a direct interest in VHA'’s delivery of health care,
medical research and medical education. They include:

Veterans and their families Academic affiliates

The Administration and Congress Health care professional trainees
DoD and other Federal Agencies Researchers

Veteran Service Organizations Contract providers

State/ County Veterans offices VA employees

State Veterans homes Public-at-large

Local communities
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VHA Strategic Planning Framework

Overview

VHA’s National Leadership Board (NLB), through the Strategic Planning
Committee, developed a strategic planning framework to achieve VHA's vision
cited above. The framework defines how VHA will organize its work to
accomplish its mission.

Goals and Strategies

The VHA strategic planning framework shown on the next page contains eight
specific strategies aligned with the Department’s four strategic goals. VHA’s
strategic planning framework guides decision-making that will enable VA to be
the provider of choice for America’s Veterans through the creation of a health
system unparalleled in the industry in offering outstanding clinical care, research
advancements and educational opportunities for health care professionals.

The framework is based on the Under Secretary’s vision of “Defining
EXCELLENCE in the 21st Century.” This vision encompasses a range of care
beginning immediately to ensure seamless transition and improvement of care for
Veterans; providing Veterans the quality care they want and need when they
want and need it through a Systems Redesign; clinical performance
improvements and better use of “bundled measures,”; business performance
improvements through better measurement and accountability; and Information
Technology business process improvements through measurement and
management.

Key areas VHA will focus on over the next one to three years include:
collaborative health professions education and training programs for safety and
quality to ensure the provision of optimal health care; the delivery of
compassionate, patient aligned care that anticipates patient needs and is seamless
across environments and conditions; and workforce development through
succession planning.

VHA'’s long-term strategy, over the next several years, will include a focus on
evidence-based personalized health care through investigating the potential of
genomic medicine to anticipate the health needs of Veterans.
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VA STRATEGIC GOALS

Improve the quality and
accessibility of health care,
benefits, and memorial services
while optimizing value.

Increase Veteran client satisfaction
with health, education, training,
counseling, financial, and burial
benefits and services.

Raise readiness to provide
services and protect people and
assets continuously and in time of

VHA STRATEGIES

Become the national benchmark for quality, safety, and
transparency of health care, particularly in those health
issues associated with military service.

Provide timely and appropriate access to health care
and eliminate service disparities.

Transform VHA'’s culture through patient-centered
care to continuously improve Veteran and family
satisfaction.

Ensure an engaged, collaborative, and high-
performing workforce to meet the needs of Veterans
and their families.

crisis. e Create value by leveraging scale and skill economies to
4. Improve internal customer achieve consistency and excellence in business

satisfaction with management practices.

systems and support services to e Excel in research and development of evidence-based

achieve mission performance and clinical care and delivery system improvements

make VA an employer of choice designed to enhance the health and well-being of

by investing in human capital. Veterans.

e Promote excellence in the education of the future
workforce to drive health care innovation.

e Promote health within the VA, in local communities,
and across the nation, in collaboration with our
academic affiliates, other government agencies and the
private sector.

Performance Measures

VHA'’s performance measurement system is the final component of the strategic
planning framework. Thirty-seven performance measures serve as indicators of
how and when our objectives will be accomplished. Nine of these measures are
identified as “key measures” while two of these measures support Agency
Priority Goals. The performance measures cover the entire range of clinical,
administrative and financial actions required to support VHA’s strategies cited
above. A VHA performance measure must meet three criteria:

1. wherever possible, measures should address outcomes or processes that
are highly predictive of results as opposed to processes alone;

2. they should be quantitative in nature; and

3. they should be data-driven and based upon sound scientific methodology.

The performance measures contained in the 2013 VHA Budget and Performance
Plan have been screened and determined to satisfy the above criteria and are an
appropriate platform for assessing VHA health care services and programs.
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Veterans Health Administration
Table 1: Performance Summary Table

Integrated Objective 1: Make it easier for Veterans and their families to receive the right benefits, meeting their
expectations for quality, timeliness, and responsiveness
Maj. Performance Measures Data
Initiatives Results History Future Targets
(Mis),
Supp.
Initiatives
(Sls), or
Integrate Organ'Z?F'o Measure
d n-Specific | (key and Dept 2013 2014
Strategie Efforts Mgt. Measures 2012 (Requested Advance | Strategic
s (OSEs) in bold) 2008 | 2009 2010 | 2011 (Final) Funding) Appropr. Target
A. Improve Adopt Center Percent of VA N/Av N/Av N/Av 94% 85% 90% 90% 100%
and for Medicare & Hospitals whose
integrate Medicaid unplanned
services Services (CMS) | readmissions
across VA methodology to rates are less
toincrease | estimate than or equal to
reliability, avoidable other hospitals in
speed, and | hospital their community
accuracy of | readmissions
delivery (OSE)
Design a Prevention 88% 89% 91% 92% 93% 93% 94% 95%
Veteran-centric Index V!
health care
model and
infrastructure to
help Veterans
navigate the Clinical Practice | 84% 91% 92% 91% 92% 92% 93% 94%
health care ol
' Guidelines
delivery system Index V2
and receive
coordinated
care (MI)
(Continuously
improve the
quality and
safety of health
care)

! The 2008 result is PI TII. The 2009-2011 results are PI1V. The 2012-2014 targets are PI V.
% The 2008 result is CPGI II. The 2009-2011 results are CPGI II. The 2012-2014 targets are CPGI IV.
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Integrated Objective 1: Make it easier for Veterans and their families to receive the right benefits, meeting their

expectations for quality, timeliness, and responsiveness

Maj. Performance Measures Data
Initiatives Results History Future Targets
(Mls), Supp.
Initiatives
(Sls), or
Integrat Organ'szmo Measure
ed n-Specific K 2013
. (Key and Dept. (Request 2014 .
Strategi Efforts Mgt. Measures 2012 ed Advance | Strategic
es (OSEs) in bold) 2008 2009 2010 2011 (Final) Funding) | Appropr Target
B. Eliminate Percent of N/Av N/Av 88% 100% 85% 90% 90% 90%
Developa | Veteran Veterans who
range of Homelessness successfully
effective (M) obtain resident
delivery (Establish and status as a result
methods ensure stable of vouchers
that are housing for distributed
convenien | homeless through the
tto Veterans in Department of
Veterans collaboration Housing and
and their with ongoing Urban
families medical care Development
and other (HUD) and
supportive Veterans Affairs
services) Supportive
Housing (HUD-
VASH) program
(Supports
Agency Priority
Goal)
Number of 131,000 75,609 76,329 67,495 59,000 35,000 0 0
Homeless
Veterans (on any
given night)®
(Supports
Agency Priority
Goal)
(Joint VHA-OPIA
Measure)
C. Design a Non-institutional 54,053 72,315 85,940 95,092 113,254 120,118 N/Ap 154,152
Improve Veteran-centric long-term care
VA's health care average daily
ability to model and census (Measure
adjust infrastructure to | being dropped
capacity help Veterans after 2013)
dynamical | navigate the
ly to meet health care
changing delivery system
needs, and receive
including coordinated
preparedn | care (MI)
ess for (Implement
emergenc innovations in
ies services that
enhance VA
capabilities in
Long Term Care
by providing
care in non-
institutional
settings)

® The 2008 number is based on Community Homelessness Assessment, Local Education and Networking Groups

(CHALENG) data. The numbers for 2009 and subsequent years are based upon the Annual Homeless Assessment Report

(AHAR).
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Integrated Objective 1: Make it easier for Veterans and their families to receive the right benefits, meeting their

expectations for quality, timeliness, and responsiveness

Integrate
d
Strategie
S

Maj.
Initiatives
(Mis),
Supp.
Initiatives
(Sls), or
Organizati
on-
Specific
Efforts
(OSEs)

Performance Measures Data

Measure
(Key and Dept.
Mgt. Measures

in bold)

Results History

Future Targets

2008

2009 2010

2011

2012
(Final)

2013
(Requeste
d Funding)

2014
Advance
Appropr

Strategic
Target

D. Provide
Veterans
and their
families
with
integrated
access to
the most
appropriate
services
from VA
and our
partners

Improve
Veterans
mental health
(MI) (Provide
timely and
appropriate
access to
health care by
implementing
best practices)

Percent of Eligible
Patient Evaluations
Documented within
14 days of New
MH Patient Index
Encounter
(Measure being
dropped after
2012)

N/Av

96% 96%

95%

96%

N/Ap

N/Ap

96%

Percent of eligible
patients screened
at required
intervals for PTSD
( (Measure being
dropped after
2012)

84%

96% 98%

99%

97%

N/Ap

N/Ap

97%

Percent of eligible
patients screened
at required
intervals for
alcohol misuse
(Measure being
dropped after
2012)

N/Av

N/Av 97%

97%

97%

N/Ap

N/Ap

98%

Percent of eligible
patients screened
at required
intervals for
depression
(Measure being
dropped after
2012)

N/Av

N/Av 97%

97%

97%

N/Ap

N/Ap

98%

Percent of
OEF/OIF Veterans
with a primary
diagnosis of PTSD
who receive a
minimum of 8
psychotherapy
sessions within a
14-week period

N/Av

N/Av 11%

15%

20%

25%

30%

60%

Percent of eligible
OEF/OIF PTSD
patients evaluated
at required
intervals for level
of symptoms

N/Av

N/Av 5%

TBD

20%

40%

60%

80%
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Integrated Objective 1: Make it easier for Veterans and their families to receive the right benefits, meeting their
expectations for quality, timeliness, and responsiveness

Maj. Performance Measures Data
Initiatives Results History Future Targets
(Mls), Supp.
Initiatives
(Sls), or
Integrate Organlz_a'_[lo Measure
d N-Specific | - (ey and Dept 2013 2014
Strategie Efforts Mgt. Measures 2012 (Requeste Advance Strategic
s (OSEs) in bold) 2008 | 2009 | 2010 2011 (Final) d Funding) Appropr Target
D. Provide Improve Percent of N/Av N/Av N/Av N/Av N/Av 68% 75% 85%
Veterans Veterans mental | patients seen
and their health (M) within 7 days of
families (Provide timely discharge*
with and appropriate NEW
integrated access to health | Percent of mental N/Av N/Av N/Av N/Av N/Av 4% 84% 94%
access to care by health patients
the most implementing with a mental
appropriate | best practices) health treatment
services coordinator
from VA identified in the
and our electronic health
partners record
NEW
D. Provide Enhance the Percent of new N/Av N/Av N/Av N/Av 83% 84% 85% 90%
Veterans Veterans primary care
and their experience and appointments
families access to health completed
with care (M) within 14 days of
integrated (Provide timely the desired date
access to and appropriate for the
the most access to health appointment ®
appropriate care by NEW
services implementing
from VA best practices)
and our Percent of NIAV NIAV NIAV NIAV 94% 95% 96% 98%
partners established
primary care
appointments
completed
within 14 days of
the desired date
for the
appointment®
NEW
Percent of new N/Av N/Av N/Av N/Av 84% 85% 86% 90%
specialty care
appointments
completed
within 14 days of
the desired date
for the
appointment®
NEW
Percent of N/Av N/Av N/Av N/Av 95% 96% 97% 98%
established
specialty care
appointments
completed
within 14 days of
the desired date
for the
appointment®
NEW

4 Mental Health discharges with a face-to-face, telehealth, or telephone encounter within 7 days of the patient treatment file
(PTF) discharge date with a mental health treatment coordinator.

® In 2012, VHA will begin measuring the four appointment performance measures using a 14-day standard.
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Integrated Objective 1: Make it easier for Veterans and their families to receive the right benefits, meeting their
expectations for quality, timeliness, and responsiveness

Performance Measures Data

Maj.
Initiat{ves Results History Future Targets
(Mls), Supp.
Initiatives
(Sls), or
Integrate Organlz_aFlo Measure
d n-Specific | (Key and Dept. 2013 2014
Strategie Efforts Mgt. Measures 2012 (Requeste Advance Strategic
s (OSEs) in bold) 2008 | 2009 | 2010 2011 (Final) d Funding) Appropr Target
D. Provide Enhance the Percent of 76% 79% 4% 78% 75% 76% 7% 85%
Veterans Veterans patients who
and their experience and report being seen
families with | access to health within 20 minutes
integrated care (MI) of scheduled
access to (Provide timely appointments at
the most and appropriate VA health care
appropriate access to health facilities
services care by
from VA implementing
and our best practices) Percent of clinic N/Av N/Av 13% 22% 12% TBD TBD 10%
partners “no shows” and
“after
appointment
cancellations” for
OEF/OIF
Veterans
1H-8 VHA Performance Plan




Integrated Objective 2: Educate and empower Veterans and their families through proactive outreach and effective

advocacy
Maj Performance Measures Data
Initi ati\./es Results History Future Targets
(Mis),
Supp.
Initiatives
(Sls), or
Or%anlz%yo Measure 2013
N-SPECHIC | (Key and Dept. (Request | 2014 _
Integrated Efforts Mgt. Measures 2012 ed Advance | Strategic
Strategies (OSEs) in bold) 2008 2009 | 2010 | 2011 (Final) Funding) | Appropr Target
B. Leverage Perform Progress toward N/Av N/Av N/Av 42% 63% 84% 95% 100%
technology research and researching,
and development to developing, and
partnerships enhance the implementing
to reach long-term innovations in
Veterans and health and well- | clinical practice
their families being of that ensure
and advocate Veterans (MI) improved access
on their behalf (Perform to health care for
research and Veterans,
developmentto | especially in rural
provide areas
evidence-based | Percent of N/Av N/Av 25% 35% 45% 55% 64% 100%
findings that milestones
enhance the completed
health and well- | leading to the
being of use of genomic
Veterans) testing to inform
the course of
care (prevention,
diagnosis, or
treatment) of
patients with
mental illness
(including PTSD,
schizophrenia,
and mood
disorders)
Percent of N/Av N/Av N/Av 22% 55% 66% 7% 100%
milestones
completed
towards
development of
one new objective
method to
diagnose mild
Traumatic Brain
Injury (TBI)
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Integrated Objective 2: Educate and empower Veterans and their families through proactive outreach and effective
advocacy

Maj. Performance Measures Data

Initiatives
(Mis),
Supp.

Initiatives

(Sls), or
Organiz.a\@io Measure
n-Specific | (key and Dept. 2013 2014

Integrated Efforts Mgt. Measures 2012 (Requested | Advance | Strategic
Strategies (OSEs) in bold) 2008 2009 | 2010 | 2011 (Final) Funding) Appropr Target

Results History Future Targets

B. Leverage Design a Percent increase N/Av N/Av N/Av 24% 45% TBD TBD 75%
technology Veteran-centric in number of

and health care enrolled Veterans
partnerships model and participating in

to reach infrastructure to telehealth®
Veterans and help Veterans
their families navigate the
and advocate health care

on their behalf | delivery system
and receive
coordinated
care (M)
(Expand “real
time” virtual
medicine to
meet the needs
of Veterans and
their families)

® This focus is on the following Office of Telehealth Services only: Home Telehealth and Store and Forward Telehealth
services.

1H-10 VHA Performance Plan



Integrated Objective 3: Build our internal capacity to serve Veterans, their families, our employees, and other
stakeholders efficiently and effectively

Maj. Performance Measures Data
Initiatives Results History Future Targets
(Mis),
Supp.
Initiatives
(Sls), or
Organlzgyo Measure
n-Specific | (Key and Dept. 2013 2014 | Strategi
Integrated Efforts Mgt. Measures 2012 (Requested | Advance c
Strategies (OSEs) in bold) 2008 | 2009 2010 2011 (Final) Funding) Appropr Target
B. Recruit, hire, Promote Percent of VHA N/Av 2T% 29% 29% 29% 29% 30% 33%
train, develop, excellence in clinical health (Base-
deploy, and the education care professionals line)
retain a diverse of future health who have had VA
VA workforceto | care training prior to
meet current professionals employment
and future and enhance
needs and VHA
challenges partnerships
with affiliates
(OSE)
C. Create and Deploy best Obligations per $5891 | $6,317 $6,551 $6,417 $6,429 $6,428 $6,312 TBD
maintain an practices in unique patient
effective, financial, user’
integrated, business, and
Department- clinical
wide processes Gross Days 56 55 45 48 46 40 38 37
management (OSE) Revenue
capability to Outstanding
make data- (GRDO) for 3rd
driven party collections
decisions,
allocate Total amount NAV | NAV NiAV $84.0 $85.7 $86.4 $88.1 $92.0
resources, and expended for
manage results health care
services rendered
to VA
beneficiaries at a
DoD facility ($
Millions)
Amount billed for N/Av N/Av N/Av $183.6 $187.3 $191.0 $194.9 $198.8
health care **
services provided
to DoD
beneficiaries at
VA facilities ($
Millions)
**Corrected
Dollar value of 1st
party and 3" party
collections ($
Millions)
18t Party $922 $892 $870 $911 $877 $951 $1,018 $952
39 Party $1,497 | $1,843 | $1,904 | $1,800 $1,825 $1,825 $1,839 $1,807
Improving the Percent of NonVA N/Av N/Av N/Av 79% 95% 97% 98% 98%
quality of health | claims paid in 30 **
care while days
reducing cost **Corrected
(M)

! Results/Future Targets are expressed in constant dollars based on the Bureau of Labor Statistics Consumer Price Index
(CPI). The CPI for all Urban Consumers (CPI-U) released in the OMB November 2011 Economic Assumptions was used for
the 2008-2011 results and for the 2012-2014 targets.
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Integrated Objective 3: Build our internal capacity to serve Veterans, their families, our employees, and other
stakeholders efficiently and effectively

Performance Measures Data

Maj.
Initiatives
(MIs), Supp. Results History Future Targets
Initiatives
(Sls).’ Or. Measure
Organlzgyo (Key and
n-Specific | pept. mgt. 2013 2014 _
Integrated Efforts Measures in 2012 (Requested | Advance | Strategic
Strategies (OSEs) bold) 2008 | 2009 | 2010 2011 (Final) Funding) Appropr Target
D. Create a Enhance the Percentage of
collaborative, Veterans patients
knowledge-sharing | experience and rating VA
culture across VA access to health | health care as
and with DoD and care (M) ad9orl0ona
other partners to (Develop and scale from 0
support our ability implement t010.8
to be people- cultural Inpatient 79% 63% 64% 64% 65% 66% 67% 75%
centric, results- transformation **Corrected (Base- **
driven, and to continuously line)
forward-looking at improve Veteran
all times and family
satisfaction with Outpatient 8% 57% 55% 55% 58% 58% 59% 70%
VA care by (Base-
promoting line)
patient-centered
care and
excellent
customer
service)
Enhance the Percent of N/Av N/Av 1% 2% 1% 2% 3% 75%
Veterans Veterans who
experience and report ‘yes” to
access to health | the Shared
care (M) Decision-
(Enhance making
Veteran questions in
Centered Care the Inpatient
and Shared Surveys of the
Decision- Health
making) Experiences of
Patients
(SHEP)®

8 VHA has moved to a nationally standardized tool, a family of surveys known as Consumer Assessment of Health Care
Plans and Systems (CAHPS). 2009 was a re-baseline year to determine both annual and strategic targets. The 2009 results
are not comparable with prior years and cannot be compared to 2010 due to additional changes to the survey instrument
and administration protocol that were implemented in 2010.

%2011 was a re-baseline year after measure validation was completed in 2010.
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Integrated Objective 3: Build our internal capacity to serve Veterans, their families, our employees, and other
stakeholders efficiently and effectively

Integrated
Strategies

Maj.
Initiatives
(Mls), Supp.
Initiatives
(Sls), or
Organization
-Specific
Efforts
(OSEs)

Performance Measures Data

Measure
(Key and
Dept. Mgt.
Measures in
bold)

Results History

Future Targets

2008

2009 | 2010

2011

2012
(Final)

2013
(Requested
Funding)

2014
Advance

Appropr

Strategic
Target

E. Manage
physical and
virtual
infrastructure
plans and
execution to meet
emerging needs

Transform health
care delivery
through health
informatics (MI)

Percent of
Milestones
completed
towards
development
of AViVA
infrastructure
and User
Interface (UI)
functionality to
modernize
VA’'s
Electronic
Health Record
NEW

N/Av

N/Av N/Av

N/Av

95%

95%

95%

100%

Percent of
Milestones
completed
towards
Increasing
Informatics
and Analytics
literacy in
healthcare
delivery
workforce
NEW

N/Av

N/Av N/Av

N/Av

95%

95%

95%

100%
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Table 2: Performance Measure Supporting Information

Prevention Index V (Key Measure)

a) Means and Strategies:

e The index is composite measure comprised of evidence- and outcome-based indicators
of preventative care to promote health, including programs for obesity and diabetes
prevention/ treatment, awareness of healthy lifestyle choices, and advancement of
genomic research and medicine.

b) Data Source(s):

e Data sampling and electronic databases. Sampling methodology relies upon
“established patients,” defined as being seen within the past 13-24 months and who
have been seen at least once in one of either a main medical or mental health clinic
during the current study year.

c) Data Verification:

e External Peer Review, electronic and on-site review. Contractor evaluates the validity

and the reliability of the data using accepted statistical methods.
d) Measure Validation:

e Elements of care are reviewed annually to ensure the quality efforts are focused on

clinical areas identified as areas critical to improving care.
e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information:

e The Prevention Index demonstrates the degree to which VHA provides evidence-based
clinical interventions to Veterans seeking preventive care in VA. This measure changes
over time and new versions of the measure are added when the previous target level is
reached. These changes continuously improve the measure. The 2008 results are PI III.
The 2009-2010 results and 2011 target are PLIV. The FY 2012--2014 targets are PI V.

h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy A: Improve and integrate services across VA to increase reliability,
speed, and accuracy of delivery
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Table 2: Performance Measure Supporting Information

Clinical Practice Guidelines Index IV (Key Measure)

a) Means and Strategies:
e The index is a composite measure comprised of over 80 evidence- and outcome-based
indicators of high prevalence and high risk diseases that impact overall health status.
b) Data Source(s):
e Same as Prevention Index measure
c) Data Verification:
e Same as Prevention Index measure
d) Measure Validation:
e Same as Prevention Index measure
e) Cross-Cutting Activities:

e Ongoing work with DoD to implement and refine Clinical Practice Guidelines which
serves as a basis and references for many of the Clinical Practice Guidelines Index
(CPGI) measures.

f) External Factors: None
g) Other Supporting Information:

e (PGl is an index that assesses our progress and results associated with our treatment
of patients with chronic diseases. This measure changes over time and new versions
of the measure are added when the previous target level is reached. These changes
continuously improve the measure: The 2008 results are CPGI II. The 2009-2010
results and 2011 target are CPGI III. The FY 2012-2014 targets are CPGI IV.

h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the

right
benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy A: Improve and integrate services across VA to increase reliability,

speed, and accuracy of delivery
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Table 2: Performance Measure Supporting Information

Percent of Veterans who successfully obtain resident status as a result of vouchers
distributed through the Department of Housing and Urban Development (HUD) and
Veterans Affairs Supportive Housing (HUD-VASH) program (Supports Agency Priority
Goal)

a) Means and Strategies:

e HUD and VA collaboratively determine distribution of vouchers to areas where there is
“demonstrated relative need” utilizing national population-based needs data and data
on homeless Veterans from bi-annual counts of homeless conducted by local continuums
of care. HUD then distributes the Housing Choice vouchers to Public Housing
Authorities (PHAs) willing to administer them. Staffing requirements for case
management services based on vouchers assigned to a specific area are then determined
by VHA. Case manager staff and transportation funds are deployed to the medical
centers, and case managers are hired, oriented and trained. After this has been
completed, screening, acceptance, and interventions with homeless Veterans are
initiated. In collaboration with the PHAs, Housing Choice vouchers are assigned to the
eligible Veteran and VHA case managers provide the supportive case management
services necessary to place and maintain the Veteran in permanent housing.
Collaborative relationships between HUD, VA, PHAs, and several hundred non-profit
homeless service agencies are critical to engaging homeless Veterans and moving the
Veteran into the permanent housing provided by this program.

b) Data Source(s):
e VHA Support Service Center Data will be compiled, tracked and reported by the
VHA Homeless program Office to the Office of Quality and Performance.
c) Data Verification:
e A review of the source data will be done each quarter.
d) Measure Validation:
e Homelessness remains a significant problem with the Veteran community. Veteran
Homelessness: A Supplemental Report to the 2010 Annual Homeless Assessment
Report (AHAR) to Congress estimates that there are 76,329 Veterans who are
homeless on any given night. Additionally, based on this report, homeless Veterans
make up approximately 13% of all homeless adults who access emergency shelter or
transitional housing in communities across the US. The HUD-Veterans Affairs
Supportive Housing (HUD-VASH) voucher program combines HUD Housing
Choice Voucher rental assistance for homeless Veterans with case management and
clinical services provided by VA at its medical centers and in the community.
Leadership and managers will use this data to assure the vouchers are being
awarded and Veterans are obtaining resident status.
e) Cross-Cutting Activities:
e Ongoing collaboration with HUD and local Public Housing Authorities to expedite
processes and provide best housing match for the Veteran.
f) External Factors:
e Availability of suitable housing where needed.
g) Other Supporting Information:
e This measure requires careful monitoring and validation to assure accuracy and
completeness of reporting.
h) Link to New Strategic Planning Framework: This measure supports:
e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness.
e Integrated Strategy B: Develop a range of effective delivery methods that are
convenient to Veterans and their families.
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Table 2: Performance Measure Supporting Information

Number of Homeless Veterans (on any given night) (Supports Agency Priority Goal)

a) Means and Strategies:

e The Department of Housing and Urban Development (HUD) publishes an Annual
Homeless Assessment Report (AHAR). HUD’s AHAR reports provide the latest
counts of homelessness nationwide —including counts of individuals, persons in
families, and special population groups such as veterans and chronically homeless
people. The report also covers the types of locations where people use emergency
shelter and transitional housing; where people were just before they entered a
residential program; how much time they spend in shelters over the course of a year;
and the size and use of the United States inventory of residential programs for
homeless people.

b) Data Source(s):

¢ The AHAR is based on three data sources.

0 An annual PIT count conducted by thousands of volunteers and staff across
the country working with local Continuums of Care (CoC).

0 The Homeless Management Information System (HMIS), an electronic
database designed to record information about the characteristics and service
needs of homeless persons staying in shelters and transitional housing.

0 Reports from VA on Veterans who are being treated in transitional treatment
programs for homeless Veterans.

c) Data Verification:

e VA and HUD work closely together to ensure that the counts used in the Veterans’
AHAR chapter factor in all significant data sources and adjust for known confounding
variables. It is expected this collaborative approach will produce the best available
estimates on homelessness among Veterans.
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Table 2: Performance Measure Supporting Information

d) Measure Validation:

e Involvement of providers, homeless cares/case managers, and providers of services to
homeless Veterans are situated at the “front lines” of homelessness. Their involvement
with outreach and provision of services make them one of our most reliable sources for
locating and engaging the homeless Veteran and engaging that Veteran in
participation. HUD works closely with the community, training local CoCs to conduct
PITs. HUD also maintains HMIS, working closely with CoCs to insure approximate
technical support and accurate data entry. VA and HUD’s collaborative approach in
this process will insure that the most accurate estimate of the number of homeless
Veterans is available.

e Calculation is a risk adjusted HUD PIT count. The PIT uses a simple count to calculate
the numbers of homeless Veterans. The PIT is then risk adjusted.

e) Cross-Cutting Activities:

o There is ongoing interagency collaboration between VA and HUD, as well as other
agencies that includes state, federal, county, city, profit and not for profit agencies, to
accomplish the goal of ending homelessness among Veterans by 2015.

f) External Factors:

e Continued outreach will be core to success, availability of needed services will be
critical.

g) Other Supporting Information:

e A PIT estimate has been in place for some time, but 2011 was the first year that VA and
HUD collaborated to produce this PIT estimate.

h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy B: Develop a range of effective delivery methods that are
convenient to Veterans and their families
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Table 2: Performance Measure Supporting Information

Non-institutional, long-term care average daily census (ADC) (Key Measure)

a) Means and Strategies:

e In addition to expanding prior year services, VHA awarded funding totaling nearly $20
million dollars per year for two years to initiate 59 innovative pilots of patient centered
non-institutional extended care and to augment the Veteran-Directed Home and
Community-Based Care program in 2011and 2012. These funded pilots will expand
and add diverse options in non-institutional care to include “Hospital at Home” and
“Acute Care for the Elderly” designed to reduce the need for hospitalization and to
reduce post-hospitalization dependency; “Program for All-inclusive Care for the
Elderly” (PACE) in both urban and rural settings (VHA partners with PACE centers in
the community targeting Veterans that are at high risk for Nursing Home admission);
Geriatric Primary Care/ Specialty Care Outpatient Clinics, several with special
emphasis on Veterans” mental health needs and “Care Management/Transitional
Care” focusing on lowering readmission rate by providing support, follow up, and
caregiver assistance during and after discharge from hospital or nursing home. These
resources, which currently span 20 Veteran Integrated Service Networks (VISNs) and
62 VA Medical Centers, will enhance options for Veterans choosing to receive their
extended care in the home and community rather than in an institution. The pilots
have all begun enrolling Veterans and are transforming VA services for Veterans of all
ages who are in need of extended care.

b) Data Source(s):
e These reported results are the census of home and community home-based non-
institutional care available for eligible Veterans. The data are collected and tracked by
VHA's Office of Geriatrics and Extended Care (G&EC) Strategic Health Care Group.
Data are generated through Austin Information Technology Center workload capture,
DSS reporting, and Fee Basis reporting.
c) Data Verification:

e The census data have data verification and validation methodologies built into their
programming and G&EC staff routinely check verification of workload through
monitoring of the stop codes used by the participating programs.

d) Measure Validation:

e This measure was designed to promote and capture the expansion of access to non-
institutional care within VHA programs and contracted services. These underlying
data serve to identify expansion opportunities both in terms of the type of services that
may be offered and the specific geographic areas that can be better served.

e) Cross-Cutting Activities: None
f) External Factors:

e The success of achieving this performance goal will partially depend on the capacity of

community agencies that can provide long term care.
g) Other Supporting Information:

e This measure changed in FY 2009 from “ Annual percent increase of non-institutional,
long-term care average daily census using 2006 as the baseline. (Baseline = 43,325)” to
the strategic target ADC in the Long-Term Care Strategic Plan.

h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy C: Improve VA’s ability to adjust capacity dynamically to meet
changing needs, including preparedness for emergencies
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Table 2: Performance Measure Supporting Information

Percent of new primary care appointments completed within 14 days of the desired date for
the appointment (Key Measure)

a) Means and Strategies:

e VHA fully implemented Advanced Clinic Access (ACA), an initiative that promotes
the smooth flow of patients through the clinic process and increase availability of open
clinic appointments.

b) Data Source(s):

e This measure is calculated using the VistA scheduling software. A patient is defined in
the primary care Decision Support System (DSS) stop series as a patient not seen in the
previous 24 months at the facility the appointment is being scheduled

c) Data Verification:

e This data is available on a monthly basis. Databases are reviewed for accuracy on an
ongoing basis by the data validation committee at each facility and by reviews of
Veteran satisfaction surveys. In addition, VA requires staff entering data be trained to
ensure accurate entry.

d) Measure Validation:
e This measure was designed to capture the timeliness of new primary care appointment
scheduling from the perspective of the Veteran.
e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information: None
h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy D : Provide Veterans and their families with integrated access to the
most appropriate services from VA and our partners
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Table 2: Performance Measure Supporting Information

Percent of established primary care appointments completed within 14 days of the desired
date for the appointment (Key Measure)

a)Means and Strategies:

e VHA fully implemented Advanced Clinic Access (ACA), an initiative that promotes
the smooth flow of patients through the clinic process and increase availability of open
clinic appointments.

b) Data Source(s):

e This measure is calculated using the VistA scheduling software. A patient is defined in
the primary care Decision Support System (DSS) stop series as a patient seen within the
previous 24 months at the facility the appointment is being scheduled

c) Data Verification:

e This data is available on a monthly basis. Databases are reviewed for accuracy on an
ongoing basis by the data validation committee at each facility and by reviews of
Veteran satisfaction surveys. In addition, VA requires staff entering data be trained to
ensure accurate entry.

d) Measure Validation:
e This measure was designed to capture the timeliness of established primary care
appointment scheduling from the perspective of the Veteran.
e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information: None
h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy D : Provide Veterans and their families with integrated access to the
most appropriate services from VA and our partners
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Table 2: Performance Measure Supporting Information

Percent of new specialty care appointments completed within 14 days of the desired date for
the appointment (Key Measure)

a) Means and Strategies:

e VHA implemented Advanced Clinic Access (ACA), an initiative that promotes the
smooth flow of patients through the clinic process by predicting and anticipating
patient needs at the time of their appointment and taking steps to:

0 eliminate backlogged appointments, so more open slots are available
0 arrange for tests that should be completed either prior to or at the time of the
visit; and
0 start appointments on time by better synchronizing space, staff, and
information needs
b) Data Source(s):

e This measure is calculated using the VistA scheduling software. A patient is defined in
the specialty care Decision Support System (DSS) stop series as a patient not seen in the
previous 24 months at the facility the appointment is being scheduled

c) Data Verification:

e This data is available on a monthly basis. Databases are reviewed for accuracy on an
ongoing basis by the data validation committee at each facility and by reviews of
Veteran satisfaction surveys. In addition, VA requires staff entering data be trained to
ensure accurate entry.

d) Measure Validation:
e This measure was designed to capture the timeliness of new specialty care
appointment scheduling from the perspective of the Veteran.
e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information: None
h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

¢ Integrated Strategy D: Provide Veterans and their families with integrated access to the
most appropriate services from VA and our partners
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Table 2: Performance Measure Supporting Information

Percent of established specialty care appointments completed within 14 days of the desired
date for the appointment (Key Measure)

a) Means and Strategies:

e VHA implemented Advanced Clinic Access (ACA), an initiative that promotes the
smooth flow of patients through the clinic process by predicting and anticipating
patient needs at the time of their appointment and taking steps to:

0 eliminate backlogged appointments, so more open slots are available
0 arrange for tests that should be completed either prior to or at the time of the
visit; and
0 start appointments on time by better synchronizing space, staff, and
information needs
b) Data Source(s):

e This measure is calculated using the VistA scheduling software. A patient is defined in
the specialty care Decision Support System (DSS) stop series as a patient seen within
the previous 24 months at the facility the appointment is being scheduled

c) Data Verification:

e This data is available on a monthly basis. Databases are reviewed for accuracy on an
ongoing basis by the data validation committee at each facility and by reviews of
Veteran satisfaction surveys. In addition, VA requires staff entering data be trained to
ensure accurate entry.

d) Measure Validation:
e This measure was designed to capture the timeliness of established specialty care
appointment scheduling from the perspective of the Veteran.
e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information: None
h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #1: Make it easier for Veterans and their families to receive the
right benefits, meeting their expectations for quality, timeliness and responsiveness

e Integrated Strategy D: Provide Veterans and their families with integrated access to the
most appropriate services from VA and our partners
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Table 2: Performance Measure Supporting Information

Percent of milestones completed leading to the use of genomic testing to inform the course
of care (prevention, diagnosis, or treatment) of patient with mental illness (including PTSD,
schizophrenia, and mood disorders (Key Measure)

a) Means and Strategies:

e The study aims to enroll 9,000 Veterans suffering from schizophrenia and 9,000
Veterans suffering from bipolar disorder. About 20,000 reference controls (Veterans not
diagnosed with either condition) will be obtained from another VA genomic study. The
goal of the study is to obtain genetic material from blood samples for genome scanning
to identify genetic variants that contribute to functional disability associated with
bipolar illness and schizophrenia. In addition, the study will assess the relationship
between the characteristics of functional disability and the genetics that influence the
likelihood of succumbing to mental illness.

b) Data Source(s):

e Enrollment data are obtained from the Cooperative Studies Program (CSP)
Coordinating Center. Results will be compiled by staff in the Office of Research and
Development

¢) Data Verification:

e The data will be requested from the CSP Coordinating Center at least once a quarter.
The enrollment numbers will be compared with those reported the previous quarter.
Audits may also be performed, as needed.

d) Measure Validation:

e Asmedical science advances, there is a growing ability to use genetic information for
better understanding of how individual differences can affect and/or improve
treatment outcomes, as well as improve diagnosis resulting in prevention or early
intervention. It is important to obtain and advance knowledge in the science,
methodology and application of genomics and personalized medicine to our Veterans.
This performance measure will ensure that VA research helps place the VA healthcare
system in a position for delivering state-of-the-art healthcare in a key disease area
affecting the Veteran population, namely, serious mental illness.

e) Cross-Cutting Activities:
e The Office of Research and Development has initiated other genomic studies,
including:

0 The Million Veteran Program: A Partnership with Veterans, which will enroll
as many as 1 million Veterans over the next 5 to 7 years to establish a large
group of Veterans that would allow linking genetic, lifestyle and military
exposure information to Veterans’ health longitudinally.

0 A study investigating the roles of genes and environment in the development
of amyotrophic lateral sclerosis (ALS) in 1,200 Veterans.

f) External Factors:
e External factors that could have a negative impact on reaching the goal are:

0 competing studies in the same local area;

0 difficulty obtaining informed consent from Veterans with schizophrenia or
bipolar disorder; and

0 number of potential subjects (Veterans) in the immediate geographical area
with schizophrenia or bipolar disorder.

g) Link to New Strategic Planning Framework
e Integrated Objective #2: Educate and empower Veterans and their families through
proactive outreach and effective advocacy
¢ Integrated Strategy B: Leverage technology and partnerships to reach Veterans and
their families and advocate on their behalf
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Table 2: Performance Measure Supporting Information

Percentage of patients rating VA health care as a9 or 10 on a scale from 0 to 10 (Key

Measure)

a) Means and Strategies:

e To improve patient satisfaction level in both the inpatient and outpatient categories,
VHA will implement methods for advancing patient self-management that enables
patients and caregivers to share in decision making and improve health outcomes.

b) Data Source(s):

e Consumer Assessment of Health Care Plans and Systems (CAHPS) Surveys are used.
The surveys are administered to a sample of inpatients and a sample of outpatients.

¢) Data Verification:

e VHA’s Office of Quality and Performance, Performance Analysis Center for Excellence
(OQP/PACE) conducts national satisfaction surveys that are validated using
recognized statistical sampling and analysis techniques.

d) Measure Validation:

e VHA’s strategic objective to address the strategic goal and the Secretary’s priority are
to improve patients’ satisfaction with their VA health care. The measure allows VHA to
better understand and meet patient expectations. Results are based on surveys that
target the dimensions of care that concern Veterans the most.

e) Cross-Cutting Activities: None
f) External Factors: None
g) Other Supporting Information:

e The survey instrument used in previous years has been discontinued and the VHA has
moved to a nationally standardized tool, which include a family of surveys know as
CAHPS. FY 2009 was a re-baseline year to determine both annual and strategic targets.

h) Link to New Strategic Planning Framework: This measure supports:

e Integrated Objective #3: Build our internal capacity to serve Veterans, their families,
our employees, and other stakeholders efficiently and effectively

e Integrated Strategy D: Create a collaborative, knowledge-sharing culture across VA
and with DoD and other partners to support our ability to be people-centric, results-
driven, and forward-looking at all times
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Introduction

Selected Program Highlights

This section provides narrative descriptions of the various programs supported

by the Veterans Health Administration (VHA).

Selected Program Highlights

2012 2014 2012-2013 2013-2014
2011 Budget Current 2013 Advance Increase/ Increase /
Actual Estimate  Estimate  Estimate Approp.  Decrease Decrease
Obligations ($000)
AIDS $845,777 $949,983 $916,150 $990,000  $1,067,440 $73,850 $77,440
Blind Rehabilitation Service $117,828 $138,509 $126,000 $134,000 $143,000 $8,000 $9,000
CHAMPVA/FMP/Spina Bifida/CWVV.......cccccceeueunnnee $1,221,297 $1,318,300 $1,275,623 $1,385,578  $1,506,074 $109,955 $120,496
Education and Training $1,550,110 $1,667,110 $1,667,110 $1,745,880 $1,843,230 $78,770 $97,350
Emergency Care $395,803 $451,049 $475,000 $570,000 $684,000 $95,000 $114,000
Energy / Green Management. $297,396 $144,565 $169,600 $181,300 $186,200 $11,700 $4,900
Enh. of Comp. Emerg. Mgmt. Prog. (CEMP)..................... $156,478 $159,931 $155,331 $156,095 $164,385 $764 $8,290
Gulf War Programs $1,586,037 $1,800,946 $1,759,000 $1,941,000 $2,135,000 $182,000 $194,000
Health Care Sharing:
Services Purchased by VA $1,009,618 $1,614,751 $1,050,003 $1,092,003 $1,135,683 $42,000 $43,680
Services Provided by VA $39,118 $53,470 $40,683 $42,310 $44,002 $1,627 $1,692
VA/DoD Sharing;:
Services Purchased from DoD..........ccocvuucununeirereienrnnnns $84,025 $73,429 $85,705 $86,419 $88,147 $714 $1,728
Serivces Provided by VA $183,624 $93,439 $187,296 $191,041 $194,861 $3,745 $3,820
Health Professional Educ. Asst. Prog..........ccccecveeuveuncuenee $49,090 $63,858 $60,605 $69,361 $81,069 $8,756 $11,708
Homeless Veterans Programs:
Homeless Veterans Treatment Costs............cccoovuevevnnnne. $3,573,567 $3,961,058 $3,994,343 $4,410,369 $4,816,132 $416,026 $405,763
Programs to Assist Homeless Veterans............c...ccoooeeen.. $933,562 $938,575  $1,019,000 $1,351,851 $1,351,851 $332,851 $0
Income Verification Match (IVM)......c.ccccuvvuniniiniincicincnnnns $17,248 $18,762 $17,855 $18,759 $19,580 $904 $821
Long-Term Care $6,154,626  $6,880,600 $6,670,556  $7,220,956  $7,790,510 $550,400 $569,554
Mental Health $5,518,567  $6,153,000 $5,871,735 $6,184,098 $6,453,027  $312,363 $268,929
National Center for Post-Traumatic Stress Disorder....... $22,639 $15,276 $16,500 $16,664 $16,836 $164 $172
Non-Recurring Maint. & Leases $2,352,868 $1,512,600 $1,400,000 $1,289,550 $1,078,260 ($110,450) ($211,290)
OEF/OIF/OND $2,264,078  $2,991,487 $2,769,407 $3,279,147 $3,820,985  $509,740 $541,838
Pharmacy $5,509,902  $4,837,100 $5,757,931 $6,071,280 $6,389,336 $313,349 $318,056
Prosthetics $2,080,628 $2,546,000 $2,330,000 $2,586,000 $2,870,000 $256,000 $284,000
Readjustment Counseling $196,902 $189,000 $214,000 $222,000 $230,000 $8,000 $8,000
Rural Health . $267,941 $250,000 $250,000 $250,000 $250,000 $0 $0
Spinal Cord Injury $508,111 $531,270 $547,200 $583,000 $620,600 $35,800 $37,600
Traumatic Brain Injury (TBI)-All Vets.. $230,465 $298,956 $259,409 $280,139 $306,910 $20,730 $26,771
Traumatic Brain Injury (TBI)-OEF/OIF/OND... $50,555 $75,751 $58,849 $60,401 $60,560 $1,552 $159
Women Veterans Health Care:
Gender Specific Health Care $287,475 $270,002 $343,000 $403,000 $465,000 $60,000 $62,000
Total Care $2,837,852  $3,220,884 $3,138,200 $3,467,400 $3,812,600  $329,200 $345,200
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AIDS

2012 2014 20122013 2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate ~ Estimate  Estimate  Approp. Decrease ~ Decrease
Obligations ($000) $845,777  $949,983  $916,150 $990,000  $1,067,440 $73,850 $77,440

This program ensures that Veterans with Human Immunodeficiency Virus (HIV)
infection receive the highest quality, comprehensive clinical care, including
diagnosis of their infection, timely linkage to care, and reduction in HIV-related
disparities. = The program also promotes evidence-based HIV preventative
services. In July 2010, President Obama released a National HIV/AIDS Strategy
(NHAS) and identified VA as one of the six lead Federal agencies required to
implement the plan by 2015. As such, VA’s National HIV Program is
implementing a plan to meet the President’'s NHAS goals.

Goal one: Reduce the incidence of new HIV infections

This goal will be accomplished by increasing HIV testing rates and, thus, the
number of Veterans who are aware of their HIV status. It is VA policy that all
Veterans are offered HIV testing at least once in a lifetime, with testing offered
annually to those who have on-going risk of exposure. Multiple published
studies have shown that individuals who are unaware that they have HIV
infection are more likely to transmit infection to others. HIV-positive individuals
who are aware of their diagnosis are likely to change their high-risk behaviors,
decreasing disease transmission. Specifically, the HIV Program Office will
intensify HIV testing efforts amongst all Veterans, especially in communities
where HIV is most heavily concentrated to identify those who are positive and
link them to care.

The VHA National HIV Program Office will support HIV testing quality
improvement efforts in all VHA medical settings, provide educational
opportunities, develop best practices, and monitor HIV testing rates annually
within VHA. Specifically, the HIV Program Office will educate VA providers
about the benefit of routine HIV testing and how it can lead to the reduction of
HIV incidence.

This program will also disseminate evidence-based HIV prevention strategies for
Veterans who are HIV-negative so that they may remain uninfected, and for HIV-
positive Veterans to reduce the risk of transmission to others.

Goal 2: Improve access to care and HIV-related health outcomes

The VHA National HIV Program Office will work to make sure that all Veterans
diagnosed with HIV in VA are linked to an appropriate provider within 90 days
of that diagnosis. Under VA policy, VA providers are expected to follow
Department of Health and Human Services (HHS) treatment guidelines to ensure
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that all HIV-positive Veterans are receiving the same high quality of care.
Providers and facility leaders will be held accountable to these standards by
annual reports produced by VHA’s Office of Public Health on the quality of care
HIV-positive Veterans receive. The HIV Program Office will provide feedback to
VA providers, leadership, and the public about quality indicators of HIV/AIDS
care delivered to Veterans. The Program Office will also ensure that educational
opportunities about managing and treating HIV and HIV co-morbidities are
made available to all VA providers.

In addition to ensuring that all eligible HIV-positive Veterans have access to VA
care, the Program Office will work toward improving coordination of HIV testing
efforts in primary care and linkage to HIV care, mental health services, and
substance use disorder services.

Goal 3: Reduce HIV-related health disparities

All HIV-positive Veterans will have equal access to highly active antiviral
therapy, appropriate laboratory testing, and HIV support services. The VHA
National HIV Program Office will continue to support integrated care models
that address HIV prevention, care, treatment of co-morbidities, and routine
immunization to all Veterans infected with HIV. HIV care will be provided in a
manner consistent with the Patient Aligned Care Teams (PACT) model that is
being promoted in VHA.

Additionally, the HIV Program Office will work with other program offices to
improve HIV screening rates and educational efforts in primary care; women’s
health; mental health and substance use programs; homelessness and jail re-entry
programs; and at community-based outpatient clinics. It will promote the use of
a clinical reminder that prompts providers to offer HIV testing to all Veterans.
Also, the program office will support pilot projects to develop best practices for
improving HIV testing, education, and care in a variety of VA health care
settings. These resources and programs will be evaluated over the next year and
those programs that achieve the intended goals will be further developed and
disseminated to other facilities in the VHA over the next 5 years.

VHA’s HIV Program Office is also committed to collaborating with other federal
agencies to ensure that HIV-positive Veterans are linked to the appropriate
providers in a timely manner and receive the highest standard of care. Also, this
office is organizing a large, national social marketing effort to ensure that all
Veterans are aware of the importance of routine HIV testing and the high quality
of care that Veterans with HIV receive.

These resources will help VHA remain a leader among health care organizations
in responding to the challenges posed by the HIV / AIDS epidemic.
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Blind Rehabilitation Service

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate  Estimate  Estimate = Approp.  Decrease  Decrease
Obligations ($000) $117,828  $138509  $126,000  $134,000  $143,000 $8,000 $9,000

The mission of Blind Rehabilitation Service is to assist eligible blind and visually
impaired Veterans and service members in developing the skills needed for
personal independence and successful integration into the community and family
environment. These services include inpatient and outpatient blind and vision
rehabilitation programs, adjustment to blindness counseling, patient and family
education, and assistive technology.

VA’s Blind Rehabilitation Service provides a model of care that extends from the
Veteran's home to: the local VA care site, the regional low vision clinics, and
lodger and inpatient training programs. Components of the model include:

Intermediate and Advanced Low-Vision Clinics

When basic low-vision services available at all VA eye clinics are no longer
sufficient, intermediate and advanced low-vision clinics provide clinical
examinations, a full spectrum of vision-enhancing devices and specialized
training in visual perceptual and visual motor skills as well as ergonomic and
environmental enhancements. Eye care specialists and Blind Rehabilitation
Specialists work together in interdisciplinary teams to assure that individuals
with low vision are provided with technology and techniques to enhance their
remaining sight in the performance of daily activities in order to remain
independent and active.

Vision Impairment Service in Qutpatient Rehabilitation (VISOR) Programs
VISORs provide short-term (about 2 weeks) blind and vision rehabilitation. They
provide comfortable overnight accommodations for patients who require
temporary lodging. Those who attend VISOR must be able to perform basic
activities of daily living independently, including the ability to self-medicate.

Visual Impairment Services Team (VIST) Coordinators

VIST coordinators are case managers who have responsibility for the information,
referral, coordination of services, and adjustment counseling for severely visually
impaired Veterans and active duty service members and their families.

Blind Rehab Outpatient Specialists (BROS)

BROS are multi-skilled professionals who provide direct rehabilitation care.
BROS serve Veterans in their homes, VA medical centers or clinics, colleges or
universities, work sites, and long-term care environments.
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Inpatient Blind Rehabilitation Centers (BRCs)

The inpatient BRCs provide the most intense and in-depth rehabilitation.
Comprehensive, individualized blind rehabilitation services are provided in an
inpatient VA medical center environment by a multidisciplinary team of
rehabilitation specialists. The management of chronic medical conditions is
addressed as part of the training regimen as well. Blind rehabilitation specialists
guide the individual through a rehabilitation process that leads to adjustment to
blindness, new skill development, use of specialized technology, and
reorganization of the person’s life. New skills and attitudes foster new abilities to
contribute to family and community life.

Civilian Health and Medical Program of the VA (CHAMPVA)

2012 2014 2012-2013  2013-2014

2011 Budget Current 2013 Advance  Increase / Increase /

Actual Estimate  Estimate = Estimate ~ Approp.  Decrease  Decrease

Obligations ($000)
CHAMPVA $1,092,829 $1,179,334 $1,133,581 $1,229,808  $1,336,259 $96,227  $106,451
Foreign Medical Program (includes Foreign C&P Exams). ~ $22,010  $22762  $24062  $25759 $27,587 $1,697 $1,828
Spina Bifida Program $22,900 $26,004 $24,804 $26,691 $27,901 $1,887 $1,210
Children of Women Vietnam Vets................wereererrerrennes $0 $200 $200 $200 $200 $0 $0
Subtotal $1,137,739  $1,228,300 $1,182,647 $1,282,458  $1,391,947 $99,811  $109,489
Operating Expense:

Administrative $78,363 $85,000 $87,497 $97,342  $108,034 $9,845 $10,692
Facilities $5,195 $5,000 $5,479 $5,778 $6,093 $299 $315
Total $1,221,297  $1,318,300 $1,275,623 $1,385578  $1,506,074  $109,955  $120,49%6

Under the Veterans Health Care Expansion Act of 1973, Public Law 93-82, VA is
authorized to provide a health benefits program which shares the cost of medical
supplies and services with eligible beneficiaries. To be eligible for CHAMPVA
benefits, the beneficiary must be the spouse or child of a Veteran who has a total
and permanent service-connected disability, or the widowed spouse or child of a
Veteran who: (a) died as a result of a service-connected disability; or (b) had a
total, permanent disability resulting from a service-connected condition at the
time of death; and (c) not eligible for medical benefits under TRICARE.

CHAMPVA by law is a secondary payer to other health insurance plans and
Medicare. CHAMPVA assumes primary payer status for Medicaid, Indian Health
Service, and State Victims of Crime Compensation Programs. The Veterans'
Survivor Benefits Improvements Act of 2001, Public Law 107-14, was signed into
law June 5, 2001. Section 3 of the Act extended CHAMPVA benefits, as a
secondary payer to Medicare, to those over age 65.
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CHAMPVA was expanded to include Caregiver Eligibility. Under the Veterans
Caregivers and Veterans Omnibus Health Services Act of 2010, Public Law 111-
163, section 102, caregivers of certain seriously injured Veterans are affored
health care benefits through the existing CHAMPVA Program for Caregivers
when they have no other health care coverage.

Foreign Medical Program (FMP) - The Foreign Medical Program is a health care
benefits program for United States Veterans with VA-rated service-connected
conditions who are residing or traveling abroad (excluding the Philippines).
Under FMP, VA assumes payment responsibility for certain necessary medical
services associated with the treatment of Veterans’ service-connected conditions.

Spina Bifida Health Care Program - Under the Departments of Veterans Affairs
and Housing and Urban Development, and Independent Agencies
Appropriations Act of 1997, Public Law 104-204, section 421, VA administers the
Spina Bifida Health Care Program for birth children diagnosed with spina bifida
of Vietnam Veterans. Additionally, the Veterans Benefit Act of 2003, Public Law
108-183, section 102, authorized birth children with spina bifida of certain
Veterans who served in Korea to be eligible for care under this program. Prior to
October 10, 2008, the program provided reimbursement for medical services
associated with spina bifida; under the Veterans” Mental Health and Other Care
Improvements Act of 2008, Public Law 110-387, the program provides
reimbursement for comprehensive medical care.

Children of Women Vietnam Veterans Health Care Program (CWVYV) - Under the
Veterans Benefits and Health Care Improvement Act of 2000, Public Law 106-419,
section 401, VA administers the CWVV program for children with certain birth
defects born to women Vietnam Veterans. The CWVV Program provides 100%
reimbursement on the allowable charges for conditions associated with certain
birth defects.
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Education and Training - Health Care Professionals

2012 2014 2012-2013 2013-2014
2011 Budget Current 2013 Advance Increase / Increase /
Actual Estimate  Estimate  Estimate =~ Approp. Decrease Decrease
Obligations ($000)

Education and Training Support............c....... $852,009 $851,304 $851,304 $890,029 $938,544 $38,725 $48,515
TIAINEES.....oeeveciicireteieee et $698,101 $815,806  $815,806  $855,851 $904,686 $40,045 $48,835
Total. oo $1,550,110 $1,667,110 $1,667,110 $1,745,880 $1,843,230 $78,770 $97,350

Health Profs. Individuals Rotating thru VA
Physician Residents & Fellows..................... 35,559 35,789 35,789 36,019 36,249 230 230
Medical Students...........ocoun... 21,967 22,667 22,667 23,367 24,067 700 700
Nursing Students...................... 31,780 31,980 31,980 32,180 32,380 200 200
Associated Health Residents & Students..... 23,916 24,416 24,416 24,916 25,416 500 500
TOtALu e . 113,222 114,852 114,852 116,482 118,112 1,630 1,630

As one of its statutory missions, VA works in partnership with medical and
associated health professions schools to provide high-quality health care to
America’s Veterans while training new health professionals to meet the patient care
needs of VA and the Nation. Nearly a third of currently employed VA health
professionals have received some or all of their clinical training in VA. To
continue to meet its workforce needs while providing innovative Veteran care
programs, VA has identified and expanded training positions in critical areas of
need, such as Patient-Centered Primary Care, Mental Health, Inter-professional
Team-based care, and Rural Health.

Each year, over 115,000 trainees, representing more than 40 health care
disciplines, receive all or part of their clinical training in VA health care facilities.
VA maintains affiliations with 127 of 162 U.S. medical schools and over 1,200
other educational institutions. VA is the second largest federal supporter (after
the Centers for Medicare & Medicaid Services) of education for health care
professionals. Health professional trainees contribute substantially to VA's
ability to deliver high-quality, cost-effective patient care and to recruit highly
trained health care providers. As the Nations’ health care system evolves, VA
represents the leading edge of innovative educational and clinical training
programs that benefit Veterans and all Americans.

Emergency Care

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate ~ Estimate  Estimate =~ Approp. Decrease ~ Decrease
Obligations ($000) $395,803  $451,049  $475000  $570,000  $684,000 $95,000  $114,000

Under the Veteran’s Millennium Health Care Act, Public Law 106-117, Veterans
who are eligible for reimbursement of emergency services at non-VA facilities are
defined as individuals who are enrolled in the VA health care system; have

2013 Congressional Submission 1I-7



received VA care within the 24-month period preceding the furnishing of such
emergency treatment for a nonservice-connected condition; and are financially
liable to the provider of the emergency nonservice-connected treatment.
Veterans who have health insurance coverage for emergency care, entitlement to
care from any other Department or Agency of the United States (Medicare,
Medicaid, TRICARE, Workers Compensation, etc.) are not eligible for this
provision. VA is the payer of last resort. The Secretary has the authority to
establish maximum amounts and circumstances under which payment is made.

Energy / Green Management Program

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate  Estimate  Estimate =~ Approp.  Decrease  Decrease
Obligations ($000)* $297,396  $144,565  $169,600  $181,300  $186,200 $11,700 $4,900

*Includes costs from Medical Care and other accounts.

The Energy/Green Management Program, residing in VA’s Office of
Management, addresses energy, environmental, vehicle fleet, and sustainable
(green) building management challenges in an integrated fashion at the
Department level. In 2011, the program also began addressing climate change
adaptation planning and environmental justice. The program’s scope and
funding covers all VA administrations and staff offices.

Among other mandates, the Energy Policy Act of 2005, Executive Order (EO)
13423 (January 2007), the Energy Independence and Security Act of 2007, and EO
13514 (October 2009), require Federal agencies to achieve a number of green
management performance benchmarks, such as annual energy and water
consumption intensity reductions, increases in renewable energy and alternative
vehicle fuel use, deployment of environmental management systems, creation of
sustainable buildings, and reduction of greenhouse gas emissions. To meet these
requirements, VA maintains Department-level task forces that develop, update
and coordinate implementation of multi-year action plans for energy
management, environmental stewardship, vehicle fleet management, sustainable
building, and greenhouse gas emissions reduction. Each action plan and task
force includes representation from, and actions for, all VA administrations and
relevant staff offices. VA’s overall Departmental effort is captured in its annually
updated Strategic  Sustainability = Implementation Plan, available at
WWw.green.va.gov.

In 2011, key actions included: 1) Continued funding of regional environmental
coordinator positions and creation of additional environmental management
systems; 2) completion of third-party assessments of 178 medical buildings for
sustainable building status; 3) installation of building-level advanced electricity
meters for all VA-owned facilities; 4) award of over 20 renewable energy projects
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and over 60 studies (solar, wind, geothermal and renewably fueled combined
heat and power); 5) energy and water conservation measure implementation at
tive facilities; 6) and award of building system retro-commissioning projects in six
Veterans Integrated Service Networks (VISNs). The Green Management Program
also continued funding of facility and regional level energy manager positions.

In 2012 and 2013, VA plans to implement additional solar, wind and geothermal
energy projects based on the results of the detailed feasibility studies. Other
planned initiatives include: 1) implementing up to ten combined heat and power
projects (renewably fueled where possible); 2) retro-commissioning of building
systems in 10 additional VISNs; 3) energy assessments of 25% of VA-owned
facilities each year; 4) VA’s national metering data collection and analysis system;
5) obtaining green building certification for 100 buildings; 6) additional renewable
energy feasibility studies; and 7) continued funding of facility and regional level
energy managers and environmental coordinators.

Enhancement of Comprehensive Emergency Management Program (CEMP)

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual ~ Estimate  Estimate  Estimate =~ Approp.  Decrease  Decrease

Obligations ($000) $156478  $159931  $155331  $156,095  $164,385 $764 $8,290

VA is committed to achieving the readiness necessary to meet its health care
responsibilities in national emergencies in times of disaster or attack and ensuring
continuity of care to its patients during any emergency. The Emergency
Management Strategic Health care Group (EMSHG) manages, coordinates, and
implements VHA’s Comprehensive Emergency Management Program (CEMP) to
help VA meet these mission requirements. CEMP includes preparedness and
response actions as mandated through various federal laws and regulations to
ensure continuity of care and operation, supporting the Department of Defense
medical system in wartime, providing medical backup for national emergencies
through the National Disaster Medical System, and providing support as
requested under the National Response Framework. The major components of
the VHA medical emergency preparedness budget include performance
improvement funds to the facilities to meet the identified gaps, pharmaceutical
caches, decontamination program, personal protective equipment, deployable
clinics, environmental safety specialists/emergency coordinators, training needs
and continuity of operations plans for essential functions and personnel. The
major initiatives are recent programs that include VISN-based patient evacuation
capabilities, a federal emergency regional coordination program, field evaluation,
and contingency support for CEMP.
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Gulf War Programs

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate ~ Estimate  Estimate Approp. Decrease  Decrease
Obligations ($000) $1,586,037  $1,800,946  $1,759,000  $1,941,000  $2,135,000 $182,000 $194,000

VA’s Gulf War Veteran programs provide a range of services, including: ready
entry for Gulf War Veterans to access VA clinical care and the Gulf War Registry
Program; special clinical care to all combat Veterans with difficult to diagnose
illnesses; world-class research on Veteran health issues; meeting the special
medical needs of Gulf War Veterans who served in Southwest Asia who are
concerned about depleted uranium munitions or other forms of embedded-
fragment wounds during combat; and developing effective outreach and
educational tools for Gulf War Veterans with environmental and deployment
health concerns and their VA health care.

Health Care Sharing
2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate Estimate Estimate Approp. Decrease  Decrease
Services Purchased by VA:
Obligations ($000)..........cccverecrrvereens $1,009,618  $1,614,751  $1,050,003 $1,092,003  $1,135,683 $42,000 $43,680
Services Provided by VA:
Reimbursements ($000)...........ccccecrveeennees $39,118 $53,470 $40,683 $42,310 $44,002 $1,627 $1,692

VA has been procuring health care resources with affiliated institutions and
community providers based on authority included in Title 38 U.S.C., section 8153,
enacted in 1966 and last amended by the Veterans Health Care Eligibility Reform
Act of 1996, Public Law 104-262. VA also procures health care resources using
Federal Supply Schedules. These authorities are the contracting mechanism of
choice for VHA and all other non-Department of Defense (DoD) health care
entities, including medical specialists and the shared use of medical equipment.
This authority, along with the use of competitive procurements, allows VHA
facilities to maximize the effective use of internal and community resources to
eliminate any diminution of services to Veterans. Procurements with affiliated
institutions, such as Schools of Medicine, medical practice groups and other
entities associated with the academic institution, allow quality service and
promote VHA to effectively support goals in education and training in
accordance with 38 U.S.C. 7302. The primary goal of the VA health care system is
to furnish high quality medical care to our Veterans on a timely basis and at a fair
and reasonable price. All revenue generated from the sale of services is used to
enhance care for enrolled Veterans.
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VA/DoD Sharing

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance Increase / Increase /
Actual Estimate Estimate Estimate Approp. Decrease  Decrease
VA Services Purchased from DoD:
Obligations ($000)..........ccceevirrerireirninnns $84,025 $73,429 $85,705 $86,419 $88,147 $714 $1,728
VA/DoD Sharings Svcs, VA Provided:
Reimbursements ($000)..........cocvvveriereeennee $183,624 $93,439 $187,296 $191,041 $194,861 $3,745 $3,820

Section 721 of the 2003 National Defense Authorization Act (NDAA), Public Law
107-314 established a Joint Incentive Program that requires the Departments of
Defense and Veterans Affairs to identify, fund, and evaluate creative sharing
initiatives at the facility, interregional, and national levels. Title 38 U.S.C., Section
8111 authorizes VA and DoD to enter into sharing agreements to buy, sell and
barter health care resources to better utilize excess capacity at their medical
facilities.

Health Professional Educational Assistance Program (HPEAP)

2012 2014 2012-2013  2013-2014

2011 Budget Current 2013 Advance  Increase / Increase /

Actual ~ Estimate  Estimate  Estimate ~ Approp.  Decrease  Decrease

Obligations ($000)

Education Debt Reduction Program (EDRP).........cc.ccocumvvemnseniiienss $17,777 $25,608 $26,533 $31,333 $40,933 $4,800 $9,600
Employee Incentive Scholarship Program (EISP)........cccccvverresenn $1,891 $2,040 $2,000 $2,000 $2,000 $0 $0
VA Nursing Education for Employees Program (VANEEP).d......... $11,260 $14,864 $14,573 $14 573 $14,573 $0 %0
Nat'l Nursing Education Initiative (NNEI)........c.ccoovrmsivrrsiiersinn $18,162 $17,390 $17,049 $17,049 $17,049 $0 $0
Health Professional Scholarship Program (HPSP)........c.cccccccccvee. $0 $3,506 $0 $3,506 $5,614 $3,506 $2,108
Visual Impairment Education Assistance Program ...............c.... $0 $450 $450 $900 $900 $450 $0
Total $49,090 $63,858 $60,605 $69,361 $81,069 $8,756 $11,708

The Education Debt Reduction Program (EDRP) was authorized with the
enactment of the Veterans Programs Enhancement Act of 1998 (Public Law 105-
368). It was amended by the Department of Veterans Affairs Health Care
Programs Enhancement Act of 2001 (Public Law 107-135) and the Caregivers and
Veterans Omnibus Health Services Act of 2010 (Public Law 111-163). The EDRP
was implemented in May 2002. The program serves as both a recruitment and
retention tool. EDRP authorizes VA to provide education debt reduction
payments to employees with qualifying loans who are in Title 38 and Hybrid Title
38 U.S.C. positions providing direct-patient care services or services incident to
direct patient care for which recruitment and retention of qualified personnel is
difficult. While the law allows EDRP participants who are full-time employees to
receive education debt reduction payments up to a maximum of $60,000, VA has
capped these payments at $48,000 for budgetary purposes. Award payments are
made annually for 1 to 5 years and are further limited to a maximum of $8,000 for
the first year, and $10,000 for the second, third, fourth and fifth years. The first
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payment occurs one year from the date that a participant’'s award was
authorized. EDRP awards to part-time employees are pro-rated based on the
proportion of their regular part-time schedules to full-time employment. Local
facilities prioritize those occupations for which EDRP is then used as a
recruitment and retention tool. Educational assistance, such as that afforded
under EDRP, is an excellent tool that helps VHA achieve its staffing goals and
enhance the value of health care that it provides to the Nation’s Veterans. From
2002 through July 31, 2011, VA authorized 9,485 EDRP awards with a total multi-
year value (award obligations) of approximately $175,173 million through 2016.

The Employee Incentive Scholarship Program (EISP) authorizes VA to award
scholarships to employees pursuing degrees or training in health care disciplines
for which recruitment and retention of qualified personnel is difficult. The
National Nursing Education Initiative (NNEI) and the VA Nursing Education for
Employees Program (VANEEP) are policy-derived programs that stem from the
legislative authority of EISP. EISP awards cover tuition and related expenses
such as registration, fees, and books. The academic curricula covered under this
program includes education and training programs in fields leading to
appointments or retention in Title 38 or Hybrid Title 38 health care positions
listed in 38 U.S.C. section 7401. The maximum amount of a scholarship that may
be awarded to an employee enrolled in a full-time curriculum is $37,494 for the
equivalent of 3 years of full-time coursework. As of September 2011, VA has
awarded 12,227 scholarships to EISP, NNEI, and VANEEP participants since the
program started in 2000.

The VA Health Professional Scholarship Program and the Visual Impairment and
Orientation and Mobility Professional Scholarship Program were authorized
under Public Law 111-163. This legislation allows VA to provide scholarship
awards to non-VA employees. Section 302 directs the Secretary to institute a
Visual Impairment Professional Education Assistance Program, to provide
financial assistance to individuals pursuing a program of study leading to a
degree or certificate in visual impairment or orientation and mobility. Section 603
reinstates the Health Professional Scholarship Program which allows VA to
provide tuition assistance, a monthly stipend, and other required education fees
for students pursuing education/training that would lead to an appointment in a
Title 38 or Hybrid Title 38 occupation.

For the Visual Impairment and Orientation and Mobility Professional Scholarship
Program, each scholarship recipient would receive tuition (up to $15,000) for each
year of a degree program (not to exceed a total of $45,000). For the VA Health
Professional Scholarship Program, each scholarship recipient would receive
tuition, stipend, and other reasonable costs (up to $35,000) for each year of a
graduate/training program. Scholarship recipients would commit to a minimum
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two-year service obligation with VHA in a permanent, full-time position. It is
assumed that the regulatory process for the new scholarship programs will be
completed during 2012.
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Homeless Veterans Programs

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate Estimate Estimate Approp. Decrease Decrease
Obligations ($000)
Homeless Veterans Treatment Cost $3,573,567  $3,961,058  $3,994,343  $4,410,369  $4,816,132 $416,026 $405,763
Permanent Housing/Supportive Services
HUD-VASH case management $119,603 $201,500 $201,500 $244,602 $244,602 $43,102 $0
Subtotal $119,603 $201,500 $201,500 $244,602 $244,602 $43,102 $0
Transitional Housing
Grant & Per Diem $148,097 $194,477 $194,477 $202,468 $202,468 $7,991 $0
Grant & Per Diem Liaison $24,312 $29,700 $29,700 $32,857 $32,857 $3,157 $0
Other - Sustainment $19,261 $3,594 $12,673 $14,885 $14,885 $2,212 $0
Health Care for Homeless Vets (HCHV) - Sustainment.........ccccceecveeee. $103,535 $62,012 $55,639 $58,564 $58,564 $2,925 $0
Health Care for Homeless Vets (HCHV) -Initiative........c.cccccovuieriinnunnce $97,273 $79,099 $79,099 $137,013 $137,013 $57,914 $0
Subtotal $392,478 $368,882 $371,588 $445,787 $445,787 $74,199 $0
Prevention Services
Supportive Services Low Income Vets & Families $60,541 $100,000 $100,000 $300,000 $300,000 $200,000 $0
National Call Center for Homeless Veterans (NCCHYV). $5,316 $3,100 $3,100 $3,200 $3,200 $100 $0
Justice Outreach Homelessness Prevention Initiative. $22,489 $21,621 $21,621 $20,850 $20,850 ($771) $0
HUD-VA Pilots (VHPD) $1,128 $5,366 $5,366 $3,412 $3,412 ($1,954) $0
Subtotal $89,474 $130,087 $130,087 $327,462 $327,462 $197,375 $0
Treatment
Domiciliary Care for Homeless Vets - Sustainment. $194,105 $121,974 $164,934 $183,192 $183,192 $18,258 $0
Domiciliary Care for Homeless Vets - Initiative. $27,833 $36,370 $36,370 $31,560 $31,560 ($4,810) $0
Substance Abuse/Mental Health Enhancement... $1,928 $5,700 $5,700 $6,800 $6,800 $1,100 $0
Expansion of Homeless Dental Initiative $9,198 $9,954 $9,954 $10,342 $10,342 $388 $0
Subtotal $233,064 $173,998 $216,958 $231,894 $231,894 $14,936 $0
Employment/Job Training
Homeless Veterans Supported Employment Program (HVSEP)............ $22,886 $31,784 $31,784 $33,822 $33,822 $2,038 $0
Homeless Ther. Empl, CWT & CWT/TR - Sustainment.............cc.cccoeuueee $73,420 $22,984 $57,743 $62,402 $62,402 $4,659 $0
Subtotal $96,306 $54,768 $89,527 $96,224 $96,224 $6,697 $0
Administrative
Getting to Zero. $2,637 $3,340 $3,340 $3,466 $3,466 $126 $0
National Homeless Registry $0 $6,000 $6,000 $2,416 $2,416 ($3,584) $0
Subtotal $2,637 $9,340 $9,340 $5,882 $5,882 ($3,458) $0
VA Require Total
Grand Total $933,562 $938,575 $1,019,000 $1,351,851  $1,351,851 $332,851 $0

On a single night in January 2010, 76,329 Veterans were homeless; however, it is
estimated that over the course of the year, approximately 144,842 Veterans
experienced homelessness. As of January 2011, the number of Homeless Veterans
was 67,495. This data is being closely monitored and will be updated in future
budget submissions as more information becomes available.! Returning homeless
Veterans to self-sufficiency, improved mental and physical health, and
independent, stable living is the primary goal of Homeless Veterans Programs.
To achieve this goal, VA will assist every eligible homeless Veteran willing to
accept services. VA will help Veterans acquire safe housing; needed treatment
services; opportunities to return to employment; and benefits assistance.
Working collaboratively with other Federal agencies, VA is striving to eliminate

1 U.S. Department of HUD and U.S. Department of VA. Veteran Homelessness: A Supplemental
Report to the Annual Homeless Assessment Report to Congress. October 2011.
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homelessness among Veterans. These efforts are intended to end the cycle of
homelessness by preventing Veterans and their families from entering
homelessness and to rapidly exit homelessness if they fall into it.

To achieve the goal, VA continues to expand existing programs and initiatives to
prevent Veterans from becoming homeless and to aggressively treat those who
are currently homeless. The plan to eliminate homelessness among Veterans is
built upon six strategic pillars: outreach and education; treatment; prevention;
housing with supportive services; assistance in securing income through
employment or benefits; and community partnerships. The plan has increased
the number and variety of housing options, including permanent, transitional,
contracted, community-operated, and VA-operated; provided more supportive
services through partnerships to prevent homelessness, improve employability,
and increase independent living for Veterans; and improved access to VA and
community-based mental health, substance use, and support services.

Housing Urban Development-VA Supportive Housing (HUD-VASH) case
management: The Consolidated Appropriations Act of 2008, Public Law 110-161,
provided funding to the Department of Housing and Urban Development (HUD)
and VA to expand the HUD-VASH Program by adding approximately 10,000
new Section 8 “Housing Choice” vouchers in 2008. An additional 10,000
vouchers were provided in both fiscal year (FY) 2009 and FY 2010 and
approximately 7,500 more in FY 2011. HUD-VASH is a collaborative effort,
combining HUD Section 8 “Housing Choice” rental assistance vouchers and VA’s
provision of intensive case management services. The primary goal of HUD-
VASH is to move Veterans and their families out of homelessness and into
permanent housing.

HUD-VASH is the nation’s largest supportive permanent housing initiative that
targets homeless Veterans by providing permanent housing with case
management and supportive services that promote and maintain recovery and
housing stability. Based on planned program expansion, approximately 42,000
Veterans and their families will be housed in permanent supportive housing by
the end of 2013. Planned program

expansion will provide additional permanent housing opportunities for Veterans
by allocating 10,000 new Housing Choice vouchers in 2012 and 2013.

Grant and Per Diem (GPD) Program: Under authority of the Veterans Benefits,
Health Care, and Information Technology Act, Public Law 109-461, through the
Homeless Providers GPD Program, VA assists community-based organizations
with the provision of services for homeless Veterans. The GPD Program provides
operational costs, as well as partial capital costs, to create and sustain transitional
housing and service programs for homeless Veterans. VA will continue the
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development of these services by offering both grants and per diem funding. VA
will also continue to fund those community-based organizations that offer
services for special need populations including the chronic mentally ill, elderly,
terminally ill, and homeless women Veterans, including women Veterans with
children. It is estimated that program expansions will create capacity to serve
approximately 32,000 Veterans in 2013.

Health Care for Homeless Veterans (HCHV):

Outreach: VA will continue its extensive outreach efforts to homeless
Veterans in the community. HCHV outreach teams work closely with
community agencies and homeless Veterans throughout the country.
Outreach efforts receive significant support from locally held Stand Down
programs. Stand Downs bring community agencies together to work with
VA, identifying and aiding homeless Veterans. This community-based
collaboration has served hundreds of thousands Veterans and their family
members since its inception in 1988.

Contract Residential Treatment: HCHV provides “in place” emergency
housing, low demand/safe haven, and residential treatment beds through
contracts with community partners, in conjunction with VA outreach and
clinical assessments to homeless Veterans, including those with serious
psychiatric and substance use disorders. These residential programs will
ensure that every VA medical center has the capacity to offer services that
are targeted to and prioritized for chronically homeless Veterans who are
transitioning from literal street homelessness.

Community Resource and Referral Centers (CRRC): The VA National
Homeless Program Office has established CRRCs in strategically selected
locations to provide “one stop services” to assist homeless and at-risk for
homeless Veterans and their families. All of the centers are being located
in community settings that will facilitate access for homeless Veterans and
their families. These sites are being established in collaboration with local
community based homeless providers and other Federal and state partners
engaged in providing services to the homeless. These partners will be co-
located at the centers and VA and community providers will
collaboratively offer services such as enhanced 24-hour-per-day, 7-day-
per-week (24/7) outreach and case management, access to VA, other
benefits and vocational services, and immediate access to treatment,
shelter, residential care, and housing services.

Combined, it is expected that more than 120,000 visits will occur with
homeless and at-risk Veterans through these programs in 2013.
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Supportive Services for Low Income Veterans and Families (SSVF): VA has used
the authority mandated in the Veterans Mental Health and Other Care
Improvements Act of 2008, Public Law 110-387, and authority provided in other
legislation to establish the SSVF program. SSVF funds community-based non-
profits to provide supportive services specifically designed to prevent
homelessness. The SSVF program provides grants and technical assistance to
community non-profit organizations to provide supportive services to very-low
income Veterans and their families. Program regulations were published in 2010
and 85 grants, worth $60 million, were awarded in FY 2011. In the first year of
grant funding, these 85 grantees will serve 40 states and the District of Columbia.
These sites encompass both rural and urban locations with the goal of preventing
homelessness and maintaining housing stability for the Veteran’s family. A $100
million FY 2012 Notice of Funding Availability was announced December 1, 2011,
with applications due February 15, 2012. This expansion will allow SSVF to serve
approximately 42,000 Veterans and their families in 2012. An anticipated
expansion of SSVF would allow VA to serve approximately 67,000 Veterans and
their families in 2013.

National Call Center for Homeless Veterans (NCCHV): The NCCHYV began full
operation in March 2010. The purpose of the NCCHYV is to provide homeless
Veterans and Veterans at-risk of homelessness with timely and coordinated
access to VA and community services, and to disseminate information to
concerned family members and non-VA providers about all the programs and
services available to assist these Veterans. It is anticipated that in 2013, the
NCCHYV will provide information and referral to approximately 52,000 Veterans
and other interested parties. The NCCHYV is a primary vehicle for VA to
communicate with Veterans and community providers, assisting them in
connecting to local VA and community resources that provide prevention
services to Veterans or assist Veterans in exiting homelessness.

Justice Outreach Homelessness Prevention Initiative/Veterans Justice Outreach
(VIO) Program: The VJO program, formally launched in 2009, aims to prevent
homelessness by providing outreach and linkage to VA services for Veterans at
early stages of the justice system, including Veterans’ courts, drug courts, and
mental health courts. The VJO Specialists based at each medical center work with
local justice system partners to facilitate access and adherence to treatment for
justice-involved Veterans. Funding for 125 full-time VJO Specialist positions was
distributed in 2010 and 2011, and these Specialists supported collaboration with
the Department of Labor’s Incarcerated Veterans Transition Program. Program
enhancement is expected to provide services for 24,000 Veterans in 2013.

HUD/VA Pilot: This prevention initiative is a multi-site 3-year pilot project,
started in 2011, designed to provide early intervention to recently discharged
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Veterans and their families to prevent homelessness. Site selection for this pilot
project gave priority to communities with high concentrations of returning
Operation Enduring Freedom/Operation Iraqi Freedom/Operation New Dawn
(OEF/OIF/OND) service members, and to rural communities. This program is
expected to provide services to nearly 800 Veterans and their families in 2012.
Currently, 58 percent of those served are families, 36 percent are OEF/OIF/OND
Veterans, and 27 percent are women Veterans. A total of 2,000 Veterans are
projected to receive services from this program between 2011 and 2014.

VA Residential Rehabilitation Treatment Programs/Domiciliary Care for
Homeless Veterans (DCHV): DCHV provides homeless Veterans with 24/7,
time-limited, residential rehabilitation and treatment services that includes
medical, psychiatric, substance abuse treatment, and sobriety maintenance. There
are currently 237 operational Mental Health Residential Rehabilitation Treatment
Programs providing nearly 8,500 treatment beds. Program expansion has
increased capacity and access by establishing five 40-bed DCHV programs in
large urban locations. Three of the five new DCHV programs (Philadelphia,
Denver and San Diego) have acquired leased property and are expected to open
in the second quarter of FY 2012. The Atlanta DCHYV is under development in a
building acquired from the U.S. Army at Fort McPherson and is expected to open
by the first quarter FY 2013. The South Florida DCHYV is being developed as part
of a new construction project on the West Palm Beach VAMC campus and is
expected to open in FY 2013. A total of 36,900 Veterans are projected to receive
services from the DCHV program between 2011 and 2014.

Substance Abuse Mental Health Enhancement: Providing access to and ongoing
engagement with treatment services for substance use and mental health is
critical in assisting Veterans to avoid and/or exit homelessness. Through this
initiative, VA has enhanced community-based substance use and mental health
services to include clinicians with special expertise in substance use and
community mental health treatment to work in the community with VA HCHV
outreach teams, GPD Providers, HUD-VASH and VA substance use treatment
programs to ensure Veterans have access to ongoing treatment services.

Homeless Veterans Dental Initiative (HVDI): Dental problems, such as pain
and/or missing teeth, can be tremendous barriers in seeking and obtaining
employment, thus dental care is an important aspect of the overall concept of
homeless rehabilitation. This funded initiative enhances the accessibility of
quality dental care to homeless Veteran patients to help assure success in VA-
sponsored and VA partnership homeless rehabilitation programs. Currently, 119
VA facilities are participating in the funded HVDI. Based on planned program
expansion, in 2013, approximately 20,000 Veterans will receive dental care
through HVDL
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Homeless Veterans Supported Employment Program: This program, jointly
operated by the Compensated Work Therapy (CWT) and Homeless Programs,
was initiated in 2011 and provides vocational assistance, job development, job
placement, and on-going employment supports to improve employment
outcomes among homeless Veterans. Over 400 homeless or formerly homeless
Veterans were hired as Vocational Rehabilitation Specialists (VRS) and have been
integrated into HCHV, GPD, HUD-VASH, Domiciliary Care for Homeless
Veterans, Health care for Re-Entry Veterans and VJO treatment teams for the
purpose of providing community-based vocational and employment services to
Veterans engaged with these services. Vocational and employment services to
homeless Veterans will be based on rapid engagement, customized job
development, and competitive community placement, with on-going supports for
maintaining employment.

Getting to Zero: The Office of Public and Intergovernmental Affairs Homeless
Veteran Program Office (HVPO) is primarily responsible for the coordination,
communication, and monitoring of the plan to eliminate homelessness among
Veterans. The Getting to Zero initiative provides funding for additional
administrative support for HVPO.

National Homeless Registry: VA has established a database to track and monitor
homeless expansion and prevention initiatives and treatment outcomes for
approximately 200,000 Veterans in 2011. The Registry serves as a data warehouse
identifying and monitoring the utilization and outcomes for VA funded homeless
services. It enhances VA’s capacity to monitor program effectiveness and the
long-term outcomes of Veterans who have utilized VA funded homeless services.
As part of the development of the Homeless Registry, the Homeless Operations,
Management and Evaluation System (HOMES) was created to track case
management services provided to Veterans who are homeless or at-risk of
homelessness. HOMES was activated in April 2011.

Building Utilization Review and Repurposing (BURR): VA has undertaken a
strategic effort to identify and re-purpose unused and underutilized Veterans
Health Administration land and buildings nationwide with a major focus on
reuses that support VA’s goal to eliminate Veteran homelessness. The BURR
initiative has assessed existing real estate assets with the potential to develop new
housing opportunities for homeless or at-risk Veterans and their families, in part
through public-private partnerships and VA’s enhanced-use lease (EUL)
program. The Department’s expired EUL authority allowed VA to match supply
(available buildings and land) and demand among Veterans for housing with
third-party development, financing, and supportive services. Although the
Department’s EUL authority has expired, the Administration will work with
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Congress to develop future legislative authorities to enable the Department to
further repurpose the properties identified by the BURR process. Beyond
reducing homelessness among our Veterans, additional opportunities identified
through BURR may include housing for returning OEF/OIF/OND Veterans and
their families, assisted living for elderly Veterans and other possible uses that will
enhance benefits and services to Veterans and their families.

Income Verification Match (IVM)

2012 2014 2012-2013  2013-2014
2011 Budget Current 2013 Advance  Increase / Increase /
Actual Estimate ~ Estimate  Estimate =~ Approp.  Decrease  Decrease
Obli