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I, Ralph D. Tillman, do hereby declare:

1. Tam employed by the U.S. Department of Veterans Affairs (“VA”),
and have served as the Chief of Communications And External Affairs for the
Greater Los Angeles Healthcare System (“GLAHS”) since November 2009 . From
January 2000 to November 2009, I previously served as the Chief of Asset
Management for GLAHS. During the timeframe January 2000 to January 2012
I’ve been a warranted VA Contracting Officer for the GLAHS. In that capacity as
to VA’s Enhanced Sharing Authority, I was authorized to enter into land use-
related and other types of Enhanced Sharing Agreements (“ESAs™) on VA’s
behalf, with sharing partners at VA’s West Los Angeles (“WLA”) campus. In that
regard, my authority and responsibilities included conducting negotiations with
potential sharing partners, including for contemplated land use ESAs on the WLA
campus; determining with input from other VA personnel, whether VA should
agree to enter proposed ESAs; and serving as VA’s authorized signatory for
consummated ESAs. I also assist with administering executed ESAs.

2. Thereby certify that the attached administrative record, to the best of
my knowledge, information, and belief, reflects the non-privileged information and
materials (exclusive of information and materials that implicate the privacy of third
parties, or that constitute or consist of confidential business information)
considered by VA in reaching decisions to enter into each of the eleven ESAs
identified in the administrative record as the subjects of that record.

I certify under penalty of perjury that the foregping is true and correct.

Dated: Octobera_l , 2012

Ralph D. Tillman
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Westlaw
3§ U.S.C.A. § 8152 Page |

C
Effective: January 23, 2002

United States Code Annotated Curreniness
Title 38, Veterans' Benefits (Refs & Annos)
Part V1. Acquisition and Disposition of Property {Refs & Annes)
=g Chapter 81. Acquisition and Operation of Hospital and Domiciliary Facilities; Procurement and Sup-
ply: Enhanced-Use Leases of Real Property
sl Subchapter IV, Sharing of Medical Facilities, Equipment, and Information (Refs & Annos)
==+ § 8152, Definitions

For the purposes of this subchapter—

(1) The term *health-care resource” includes hospital care and medical services (as those terms are defined in
section 1701 of this title), services under sections 1782 and 1783 of this title, any other health-care service,
and any health-care support or administrative resource.

(2) The term “health-care providers” includes health-care plans and insurers and any organizations, institu-
tions, or other entities or individuals who furnish health-care resources.

(3) The term “hospital”, unless otherwise specified, includes any Federal, State, local, or other public or
private hospital,

CREDIT(S)
(Added Pub.L. 89-785, Title 11, § 203, Nov, 7, 1966, 80 Stat. 1373, § 5053, and renumbered Pub.L. 102-40, Title
IV, § 402(b)(1), May 7, 1991, 105 Stat. 238: amended Pub.L. 102-54, § 14(f)(8), June 13, 1991, 105 Stat. 288;

Pub.L. 103-210, § 3(b), Dec. 20, 1993, 107 Stat. 2497, Pub.L. 104-262, Title 111, § 301(b), Oct. 9, 1996, 110
Stat. 3191; Pub.L. 107-133, Title 11, § 208(e)(8), Jan. 23, 2002, 115 Stat. 2464.)

Current through P.L. 112-174 (excluding P.L. 1 12-140, 112-141, and 112-166) approved 9-20-12,

Westlaw. (C) 2012 Thomson Reuters. No Claim 1o Orig. U.S. Govt. Works.

END OF DOCUMENT

i 2012 Thomson Reuters. No Claim to Orig. US Gov. Works.
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Westlaw
3BUSCA.§8153 Page |

C
Effective: January 4, 2011

United States Code Annotated Currentness
Title 38. Veterans' Benefits (Refs & Annos)
Part V1. Acquisition and Disposition of Property (Refs & Annos)
“g Chapter 81. Acquisition and Operation of Hospital and Domiciliary Facilities; Procurement and Sup-
ply; Enhanced-Use Leases of Real Property
=g Subchapter 1V, Sharing of Medical Facilities, Equipment, and Information (Refs & Annos)
=+ =+ § 8153, Sharing ol health-care resources

{a)(1) To secure health-care resources which otherwise might not be feasibly available, or to effectively utilize
certain other health-care resources, the Secretary may, when the Secretary determines it to be in the best interest
of the prevailing standards of the Department medical care program, make arrangements, by contract or other
form of agreement for the mutual use, or exchange of use, of health-care resources between Department health-
care facilities and any health-care provider, or other entity or individual,

(2) The Secretary may enter into a contract or other agreement under paragraph (1) if such resources are not,
or would not be, used to their maximum effective capacity.

(3HA) If the health-care resource required is a commercial service, the use of medical equipment or space, or
research, and is to be acquired from an institution affiliated with the Department in accordance with section
7302 of this title, including medical practice groups and other entities associated with affiliated institutions,
blood banks, organ banks, or research centers, the Secretary may make arrangements for acquisition of the re-
source without regard to any law or regulation (including any Executive order, circular, or other administrat-
ive policy) that would otherwise require the use of competitive procedures for acquiring the resource.

(B)(i) 1T the health-care resource required is a commercial service or the use of medical equipment or space,
and is not to be acquired from an entity described in subparagraph (A), any procurement of the resource
may be conducted without regard to any law or regulation that would otherwise require the use of competit-
ive procedures for procuring the resource, but only if the procurement is conducted in accordance with the
simplified procedures prescribed pursuant to clause (ii),

(ii) The Secretary, in consultation with the Administrator for Federal Procurement Policy, may preseribe
simplified procedures for the procurement of health-care resources under this subparagraph. The Secret-
ary shall publish such procedures for public comment in accordance with section 1707 of title 41, Such
procedures shall permit all responsible sources, as appropriate, to submit a bid, proposal, or quotation (as
appropriate) for the resources 1o be procured and provide for the consideration by the Department of bids,
proposals, or quotations so submitted.

2012 Thomson Reuters, Mo Claim to Orig. US Gov, Works,
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38 US.C.A. § 8153 Page 2

(iii) Pending publication of the procedures under clause (i), the Secretary shall (except as provided under
subparagraph (A)) procure health-care resources referred to in clause (i) in accordance with all procure-
ment laws and regulations.

(C) Any procurement of health-care resources other than those covered by subparagraph (A) or (B) shall be
conducted in accordance with all procurement laws and regulations.

(D) For any procurement to be conducted on a sole source basis other than a procurement covered by sub-

paragraph (A), a written justification shall be prepared that includes the information and is approved at the
levels prescribed in section 3304(e) of title 41.

(E) As used in this paragraph, the term “commercial service” means a service that is offered and sold com-
petitively in the commercial marketplace, is performed under standard commercial terms and conditions,
and is procured using firm-fixed price contracts,

{b) Arrangements entered into under this section shall provide for payment to the Department in accordance
with procedures that provide appropriate flexibility to negotiate payment which is in the best interest of the Gov-
emment. Any proceeds to the Government received therefrom shall be credited 10 the applicable Department
medical appropriation and to funds that have been allotted to the facility that furnished the resource involved,

{¢) Eligibility for hospital care and medical services furnished any veteran pursuant to this section shall be sub-
ject to the same terms as though provided in a Department health care facility, and provisions of this title applic-

able to persons receiving hospital care or medical services in a Department health care facility shall apply 1o vel-
erans treated under this section.

(d) When a Department health care facility provides hospital care or medical services, pursuant to a contract or
agreement authorized by this section, to an individual who is not eligible for such care or services under chapter
17 of this title and who is entitled to hospital or medical insurance benefits under title XVIII of the Social Secur-

ity Act (42 U.S.C. 1395 et seq.), such benefits shall be paid, notwithstanding any condition, limitation, or other
provision in that title which would otherwise preclude such payment to such facility for such care or services or,

if the contract or agreement so provides, to the community health care facility which is a party 1o the contract or
agreement.

{e) The Secretary may make an arrangement that authorizes the furnishing of services by the Secretary under
this section to individuals who are not veterans only if the Secretary determines--

(1) that veterans will receive priority under such an arrangement; and

(2) that such an arrangement--

© 2012 Thomson Reuters. No Claim to Orig. US Gov, Works.
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38 U.S.C.A. § 8153 Page 3

(A) is necessary to maintain an acceptable level and quality of service to veterans at that facility; or
(B) will result in the improvement of services to eligible velerans at that facility.

() Any amount received by the Secretary from a non-Federal entity as payment for services provided by the

Secretary during a prior fiscal year under an agreement entered into under this section may be obligated by the
Secretary during the fiscal yvear in which the Secretary receives the payment,

{g) The Secretary shall submit to the Congress not later than February | of each year a report on the activities
carried out under this section during the preceding fiscal year. Each report shall include--

(1) an appraisal of the effectiveness of the activities authorized in this section and the degree of cooperation
from other sources, financial and otherwise; and

(2) recommendations for the improvement or more effective administration of such activities,

CREDIT(S)

(Added Pub.L. 89-785, Title 11, § 203, Nov. 7, 1966, 80 Stat. 1374, § 5053; amended Pub.L. 91-496, § 4, Oct.
22, 1970, 84 Stat. 1092; Pub.L. 93-82, Title 111, § 303, Aug. 2, 1973, 87 Stat. 195; Pub.L. 94-581, Title 1, §
115¢a)(1), Title 11, §§ 206(c), 210()(11), Qct. 21, 1976, 90 Stat. 2852, 2859, 2865; Pub.L. 96-151, Title 111, §
304, Dec. 20, 1979, 93 Stat. 1096; Pub.L. 97-295, § 4(93)(A), Oct. 12, 1982, 96 Stat, 1313; Pub.L. 98-160, Title
VII, § 702(20), Nov. 21, 1983, 97 Stat. 1010; Pub.L. 99-576, Title 11, § 231(c)(1), Oct. 28, 1986, 100 Stat. 3264;
Pub.L. 101-366, Title 11, § 202(b), Aug. 15, 1990, 104 Stat. 438; renumbered § 8153, Pub.L. 102-40, Title 1V, §
402(b)(1), May 7, 1991, 105 Stat. 238; amended Pub.L. 102-54, § 14(f)(9), June 13, 1991, 105 Stat. 288; Pub.L.
102-83, § 4(a)3), (4), (B)1) (2ND), (E), Aug. 6, 1991, 105 Stat. 404, 405; Pub.L. 103-210, § 3(c), Dec. 20,
1993, 107 Stat. 2498; Pub.L. 104-262, Title 111, § 301(c), (d)(1), Oct. 9, 1996, 110 Stat. 3191 to 3193; Pub.L.
105-114, Title 1V, § 402(d),(¢), Nov, 21, 1997, 111 Stat. 2294; Pub.L. 106-419, Title 1V, § 404(b)(2), Nov. 1,
2000, 114 Stat. 1866; Pub.L. 108-170, Title IV, § 405(d), Dec. 6, 2003, 117 Stat. 2063; Pub.L. 111-350, §
5(7)(8), Jan. 4, 2011, 124 Stat. 3850.)

Current through P.L. 112-174 {excluding P.L. 112-140, 112-141, and 112-166) approved 9-20-12.

Westlaw. (C) 2012 Thomson Reuters, Mo Claim to Orig. U5, Govt, Works.
END OF DOCUMENT

£ 2012 Thomson Reuters, No Claim to Orig. US Gov. Works.
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Westlaw
JBC.F.R.§17.142

Cc

Effective:[See Text Amendments|

Code of Federal Regulations Currentness
Title 38. Pensions, Bonuses, and Veterans' Relief
Chapter 1. Department of Veterans Affairs
{Refs & Annos)
% Part 17, Medical (Refs & Annos)
=g Delegations of Authority

= § 17.142 Authority to approve shar-
ing agreements, contracis for scarce
medical specialist services and con-
tracis for other medical services.

The Under Secretary for Health is delegated author-
ity to enter into

(a) Sharing agreemenis authorized under the provi-
sions of 38 U.S.C. 8153 and § 17.210 and which
may be negotiated pursuant to the provisions of 41
CFR 8-3.204(c);

(b) Contracts with schools and colleges of medi-
cine, osteopathy, dentistry, podiatry, optometry,
and nursing, clinics, and any other group or indi-
vidual capable of furnishing such services to
provide scarce medical specialist services at De-
partment of Veterans Affairs health care facilities
(including, but not limited to, services of physi-
cians, dentisis, podiairists, optometrists, nurses,
physicians' assistants, expanded function dental
auxiliaries, technicians, and other medical supporn
personnel); and

{c) When a sharing agreement or contract for scarce
medical specialist services is nol warranted, con-
tracts authorized under the provisions of 38 US.C.
513 for medical and ancillary services. The author-
ity under this section generally will be exercised by
approval of proposed contracts or agreements nego-

Page |

tiated at the health care facility level. Such approv-
al, however, will not be necessary in the case of any
purchase order or individual authorization for
which authority has been delegated in § 17.99. All
such contracts and agreements will be negotiated
pursuant to 41 CFR Chapters | and 8.

{Authority: 38 US.C. 512, 513, 7409, 8153)

[45 FR 6938, Jan. 31, 1980; 61 FR 21965, May 13,
1996; 62 FR 17072, April 9, 1997]

SOURCE: 54 FR 34978, Aug. 23, 1989; 37 FR
J10153-31018, July 13, 1992; 57 FR 38610, Aug
26, 1992; 57 FR 41701, Sept. 11, 1992 59 FR
28265, June 1, 1994; 59 FR 49579, Sept, 29, 1994,
59 FR 53355, Oct. 24, 1994; 61 FR 21965, May 13,
1996; 70 FR 71774, Nov. 30, 2005; 73 FR 65353,
Mov. 4, 2008; 74 FR 30228, June 23, 2009; 75 FR
69883, Nov. 16, 2010, unless otherwise noted.

AUTHORITY: 38 U.S.C. 501, and as noted in spe-
cific sections,

3BC.F.R. §17.142, 38 CFR § 17.142

Current through October 4, 2012; 77 FR 60802

£ 2012 Thomsoen Reuters.
END OF DOCUMENT

i 2012 Thomson Reuters. Mo Claim to Orig. US Gov. Works.
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Pub. L. No. 110-161, Section 224, 121 Stat. 1844 (2007)

SEC. 224. PROHIBITION ON DISPOSAL OF DEPARTMENT OF VETERANS
AFFAIRS LANDS AND IMPROVEMENTS AT WEST LOS ANGELES
MEDICAL CENTER, CALIFORNIA. (a) IN GENERAL.—The Secretary
of Veterans Affairs may not declare as excess to the needs of

the Department of Veterans Affairs, or otherwise take any action

to exchange, trade, auction, transfer, or otherwise dispose of, or

reduce the acreage of, Federal land and improvements at the

Department of Veterans Affairs West Los Angeles Medical Center,
California, encompassing approximately 388 acres on the north

and south sides of Wilshire Boulevard and west of the 405 Freeway.

(b) SPECIAL PROVISION REGARDING LEASE WITH REPRESENTATIVE
OF THE HOMELESS.—Notwithstanding any provision of this

Act, section 7 of the Homeless Veterans Comprehensive Services

Act 0of 1992 (Public Law 102-590) shall remain in effect.

(¢) CONFORMING AMENDMENT.—Section 8162(c)(1) of title 38,
United States Code, is amended— _

(1) by inserting “‘or section 224(a) of the Military Construction

and Veterans Affairs and Related Agencies Appropriations

Act, 2008" after ‘‘section 421(b)(2) of the Veterans’ Benefits

and Services Act of 1988 (Public Law 100-322; 102 Stat. 553)"’;

and

(2) by striking ‘“that section’’ and inserting ‘‘such sections’’.

(d) EFFECTIVE DATE.—This section, including the amendment

made by this section, shall apply with respect to fiscal year 2008

and each fiscal year thereafter.

000008



P.L. 105-368, Section 707:

SEC. 707. MASTER PLAN REGARDING USE OF DEPARTMENT OF VETERANS
AFFAIRS LANDS AT WEST LOS ANGELES MEDICAL
CENTER, CALIFORNIA.

(a) REPORT.—The Secretary of Veterans Affairs shall submit

to Congress a report on the master plan of the Department of
Veterans Affairs relating to the use of Department lands at the
West Los Angeles Department of Veterans Affairs Medical Center,
California.

(b) REPORT ELEMENTS.—The report under subsection (a) shall
set forth the following:

(1) The master plan referved o 11 nat subsection, i such

a plan currently axists.

(2) A current assessirant of the master piar.

(3) Any proposal of the Depatment for a veierans park

on the lands referred to in subsection {a), and an assessment

of such proposals.

(4) Any proposal to use a poition of those lands as dedicated
green space, and an assessment of such proposals.

(c) ALTERNATIVE REPGRT ELEMIENT.—f a master plan referred
to in subsection (a) does not exiat as of the date of the enactment
of this Act, the Secretairy shall set laih o tie reoait under that
subsection, in lieu of the matters speciied in paragraphs (1) and
(2) of subsection (b), a plan lor the developiment of a master plan
for the use of tha lands refarisa (0 in subseclion {a) uver the

next 25 years and over tha naxt B yeus,
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Federal Register/Vol. 76. No. 121/ Thursday, June 23, 2011/ Notices

36855

Shell Lake Municipal Airpart. Shell
Lake, W1,

A recently-completed boundary
survey ol the airpor! found that a
privately-owned slructure encroaches
onto land owned by the airport. This
finding has resulted in a proposal to
transfer the affected parcel of airport
land 1o the neighboring owner in
exchange lor that owner transferring a
parcel of its own land to the airport.
Release of the 0,101 acre parce! from
land assurances would allow the
encroaching structure to remain
standing. The parcel to be acquired by
the airport in the land exchange (0.021
acres) would give the airport ownership
of a key parcel of land located within
the 14 CFR part 77-defined, primary
surface of Runway 14/32.

A categorical exclusion for this land
release action was prepared by
Wisconsin Depl. of Transportation—
Bureau of Aeronautics and issued on
February 28, 2011,

The aforementioned land is not
needed for aeronautical use, as shown
on the Airport Layou! Plan, There are no
impacts to the airport by allowing the
airport to dispose of the praperty.

The parcel to be released was
originally acquired with local funds in
19671, To compensate for the uneven
exchange of land area (0.101 acres to be
released by the airpor! vs. 0.021 acres lo
be acquired by the airport), the airport
will receive $1.000 in additional
compensation to be used al the airport
for maintenance and/or improvement
purposes.

In accordance with section 47107(h)
of title 49, United States Code, this
notice is required to be puhlished in the
Federal Register 30 days before
modifying the land-use assurance that
requires the property Lo be used for an
aeronautical purpose.

DATES: Comments mus! be received on
or before July 25, 2011,

ADDRESSES: Mr. Daniel J. Millenacker,
Program Manager, Federal Aviation
Administration, Airports District Office,
6020 28th Avenue South, Roont 102,
Minneapalis, MN 55450-2706.
Telephone Number (612) 713-4350/Fax
Number (612) 713-4364. Documentis
reflecting this FAA aclion may be
reviewed at the following locations:
Federal Aviation Administration,
Minneapolis Airporls District Office,
Delta F Building, 7200 34th Ave. So.,
Suile B, Minneapolis, MN 55450; or at
the Wisconsin Departinen! of
Transportation, 4802 Shebovgan Ave.,
Room 701, Madison, WI 53707

FOR FURTHER INFORMATION CONTACT: Mr,
Daniel |. Millenacker, Program Manager,
Federal Avialion Administralion.

Airports District Office. 6020 28th
Avenue South, Room 102, Minneapolis,
MN 55450-2706. Telephone Number
(612) 718—-4350/Fax Number (612)713-
4364. Documents rellecting this FAA
action may be reviewed at the following
locations: Federal Aviation
Administration, Minneapolis Airports
District Office, Della F Building, 7200
34th Ave. So., Suite B, Minneapaolis, MN
55450: or at the Wisconsin Department
of Transporlation, 4802 Sheboygan
Ave., Room 701, Madison, W1 53707.
SUPPLEMENTARY INFORMATION: Following
is a description of the subject airport
property to be released at Shell Lake
Municipal Airport in Shell Lake.
Wisconsin and described as [ollows:

Parcel of land in Government Lot 3,
Section 36, T38N, R13W, 4th Principai
Meridian extended, City of Shell La{:e.
Washburn County, Wisconsin,

Said parcel subject to all easements,
restrictions, and reservations of record.
Issued in Minueapolis, MN uit May 31,

2011,

Steven J. Obenauer,

Manager, Minneapolis Airports District
Office. FAA. Great Lakes Region.

[FR Dot 2011-15744 Filed 6-22-11; 1:45 am|
BILLING CODE 4810-13-p

DEPARTMENT OF VETERANS
AFFAIRS

West Los Angeles VA Medical Center
Veterans Programs Enhancement Act
of 1998; Master Plan

AGENCY: Department ol Velerans Affairs,
ACTION: Final Notice,

SUMMARY: On January 19, 2011, the
Department of Velerans Affairs (VA)
published a notice in the Federal
Register inviting public comment on the
Draft Master Plan (DMP) for the West
Los Angeles VA Medical Center, This
document responds to the public
commenls received and alfirms as final,
with no changes, thal Draft Master Plan,
FOR FURTHER INFORMATION CONTACT: Fur
Master Plan issues, contact Ralph
Tillman, Chief of Communications and
External Affairs, Greater Los Angeles
Healtheare System (00PA), Department
of Veterans Affairs, 11301 Wilshire
Boulevard, Los Angeles, CA 90073,
Telophone: (310) 268-3340 (this is nol
a toll-free number).

SUPPLEMENTARY INFORMATION: In & notice
published on January 19, 2011 [76 FR
3209], VA presented its Dralt Master
Plan for the: West Los Angeles VA
Medical Cenler campus (hereafter
“WLA campus™) of the VA Greater Los
Angeles Healthcare Syslem (VA

GLAHS). and soliciled public comment
on the DMP for & period of 30 days. The
purpose of the DMP was to satisty the
legislative mandate of the Vetorans
Programs Enhancement Act of 1998
regarding “a master plan for the use of
the lands = * * over the nex! 25 years
and over the next 50 years.” This is a
land use plan that guides the physical
development of the campus to support
its mission of patient care, (eaching, and
research. The plan reflects legislative
restrictions on Lhe property and
discusses developmental goals and
design objectives for the campus. The

lan includes guidelines and criteria for
and use and reuse on the campus.
which provides a variety ol services
including inpatient and outpatient
medical care, rehabilitation, residential
care, mental health care and long-term
care services. In addition, the campus
serves as a center for medical research
and education,

We received 29 comments on the
DMP, All of the commenls opposed at
least one portion of the DMP. The
majority of comments included one or
more of the following lopics: homeless
housing for veterans on the WLA
vampus, existing land use, bicyele
access within or through the campus.
and the plan's level of detail regarding
spedailic projects. The subject matter of
most of the comments can be grouped
inlo several categories, and we have
organized vur discussion of the
comunents accordingly.

Comments Concerning Homeless
Housing

There were & number of communts
regarding how the DMP addressed
homeless housing {or veterans,
particularly permanent housing on the
grounds of the WLA campus. A single
commenler expressed concern thal
increasing services to homeless veterans
would negatively impact the
surrounding community. stating that the
VA already attracts “homeless
pedestrians” who “offend customers by
raquesting donations.” The eradication
of homelessness among velerans has
been deemed a priority mission by
Secretary Shinseki, and it is only in
pursuing that mission that vagrancy
problems are likely to be eliminated. We
therafore make no change based on this
comment,

The majority of commenlors believed
the DMP should address the mcreased
need for housing and services by
veterans who are homeless. The DMP
did address this issue. under the
heading, “Community Care/Homeless
Programs.” (p, 38) This seclion details
the numbers of emergency shelter bads
[55), transitional housing beds (1,500},
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Department of Housing and Urban
Development (HUD) Section 8
permanent housing vouchers (940). and
community residential beds for veterans
with chronic disabilities (300). In
addition, under the heading,
“Domiciliary Residential Rehabilitation
and Treatmenl.” the plan describes the
existing 321-bed facility, which houses
both male and female veterans and
provides coordinaled, integrated,
rehabililative, and restorative mental
health care in & residential program. (p.
38)

Several commenlers expressed
concern thal plans o renovate Building
209 were not sufficient to meet the need
for homeless velerans housing. Citing a
pressing need and possible cost
efficiencies, several commenters
suggested that Buildings 205 and 208 be
renovated al the same time as building
209, The DMP states that Buildings 205,
208. and 209 have been identified for
potential renovation. to serve as housing
for homeless veterans. As stated in the
DMP, VA “* * * does nol commit 1o
any specific project. construction
schedule, or funding priority.” As
projects are furthor evaluated and
aulhorized, both the needs ol the
veterans and the historical and
environmental impacts of the projects
will be considered. We therefore make
no change based on this comment.

Some commenlers suggested that VA
was negligen! in ils responsibility
towards homeless veterans, specifically
stating that VA CLAHS was remiss in
nol providing sheller. In response, we
note that VA GLAHS has one of the
mosl recognized programs in the nation
for serving homeless veterans, called the
Comprehensive Homeless Center. The
Comprehensive Homeless Center has
many components dedicated to
providing shelter for homeless veterans
including: access o extended
residential care for veterans with serious
merital health and medical problems
through the aforementioned VA GLAHS
Domiciliary, which has 321 beds; case
management of over 1,500 veterans with
mental health issues living
independently in the communily
through the HUD-VA Supported
Housing Program; case managemeni of
approximalely 300 velerans with a
diagnosis of mental illness in board and
care and assisted living facilities: same-
day access to primary care, mental
health care, and housing placemen! at
the centralized screening clinic: and
specialty dual diagnosis housing
programs [or velerans with both mental
health and substance abuse issues. Tn
particular, we nole that VA operates s
widely recognized Iransitional housing
program on the WLA campus, where

approximately 1,200 community
transitional housing beds have been
secured for homeless voterans. Veterans
in transitional housing prograimns stay for
3-to-18 months while receiving a range
of medical. mental health and
rehabilitative services: a high percenlage
of veterans who complete this
transitional housing program move on
to independent housing.

In addition, the Comprehensive
Homeless Center helps homeless
veterans develop the skills they need (o
find jobs that will keep them off the
streels. Homeless velerans are provided
access to vocational rehabilitation and
job-finding programs through private
agencies with funding provided by the
VA and the Department of Labor's
Homeless Veterans Reintegration
Program.

The Comprehensive Homeless Center
has an sctive outreach program. Greal
efforts are made 1o locate homeless
veterans al homeless congregating areas
like shelters #nd rescue missions.
Outreach efforts also include area jails
far incarcerated homeless veterans.

Because VA GLAHS is already
providing these extensive programs to
end homelessness among velerans. we
make no changes based on these
comments.

One commenter was concerned with
the fact thal the WLA campus has a
zero-lolerance policy loward alcohol
and drug use on campus, and how that
policy affects our programs for homeless
velerans.,

Substance abuse is a persistent and
recurring issue among homeless
vaterans, especially those coping with
mental health problems such as PTSD.
The WLA campus is a drug- and
alcohol-free campus, and as such does
not support a “housing first” model of
care, The "housing first"” approach
provides housing for individuals
regardless of whether or not they are
currenlly abusing drugs and/or alcohol.
This model differs from traditional
approaches that require clients (o reach
a certain level of functioning through
treatment( before receiving long-term
housing. In order o maintain a
substance-free campus for the benefit of
veterans undergoing treatment, VA
GLAHS partners with varions off-
campus organizations and agencies
throughout Greater Los Angeles to safely
house and work with veterans who [all
within the “housing lirst’ criteria. We
therelore make no change based on this
comment.

Comments on Existing Land Use
Agreemenls

A number of commenters expressed
concerns regarding existing land use

agreements on the WLA campus. These
commenters listed the various
agreements, and called for the
cancellation of all agreements with

#x % % 4]l commercial, non-profit,
special-interest, non-Veteran entilies,”
expressing the belief that these
agreements were a misappropriation of
veterans land. The approved Capital
Assel Realignment Enhanced Services
[CARES) plan. which includad public
participation, allowed for retaining
existing Enhanced Sharing Agreements
(ESA) until their respective expiration.
Il is expected that renewal of these
ESAs, as well as any new ESAs will
need o adhere (o the guiding principles
and criteriy set forth in the DMP, once
the DMP is finalized. Furthermore, each
of the existing agreements was execuled
pursuant o and in accordance with 38
U.S.C. 8151-8153 (commonly referred
to as VA's enhanced sharing authority).
The existing agreements benefit the
veterans’ community in some way, For
example, the ESA with the University of
California at Los Angeles (IICLA) that
covers the Jackie Robinson Memorial
Stadium provides veterans'
organizations such as the American
Legion with access to athletic facilities,
as well as providing free admission to
veterans for all home baseball games,

We also received comments regarding
the Veterans Park Conservancy [VPC)
agreemenl. These commenters each
brought up & misperception that the
VPC agreement will creale & park for the
public and not for veterans, To clarify,
the Veterans Memorial Park exists and
is being used for the benefil of veterans,
lo enhance and supporl patient-cenlered
care. recreation therapyv and mental
health programs and staff. The area will
have limited public access, as does the
rest of the WLA campus. There was
concern expressed by one commenter
regarding Megan's Law, should children
be present on the campus where
veterans who are convicted sex
offenders mav roside, Again, the campus
is & place for veterans 10 heal, and is nol
available for traditional public use. The
development! ol a Velerans Memaorial
Park does not in any way change the
local policy an public use of the
grounts. Megan's Law applies the same
today as it will when the VPC project is
completed.

One commenter stated that the
“inclusion of the State Veterans Home
as Federal VA land in all maps” was not
consistent with the DMP. which states
that 13.5 acres were transferred to the
State of California viu a quilcluim deed
for the use of the State Valerans Home.
The acreage in question was in [act
deeded Lo the State of California in
March 2007. The transfer ook place
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prior (o congressionally imposed
restrictions on the use of the 388 acres
composing West LA, i.a. Section 224 (a]
of the Consolidated Appropriations Act,
2008, Public Law 110-161. The section
of the DMP that covers Zone 2, the zone
that borders the State Velerans Home,
contains a map that reflects this transfer
and defines the Zone as “up {o the new
California State Veterans Home.” The
13.5 acre area on which the State
Velerans Home is located is nat
included as within the boundary of
Zone 2, as il is in [acl Stale property.

(pg‘zlvza) .

e also received comments about the
parking lof at Barrington Park, which is
under the jurisdiction and contrel of,
and operated by. the City of Los
Angeles. Some commenlers reported
that polentially homeless individuals
sleep in cars and other vehicles
overnight in the lot, As tha! parking lot
1s not within VA's jurisdiction and
control, we make no changs to the DMP
due to this information.

We received one comment regarding
the Army Reserve area adjacent {o the
wes! side of the south area of the WLA
campus, Specifically, the commenter
asked whether this area will hecome VA
Fropert_v. should the Army Reserve no
anger have need for this area. The land
was parl of an inter-agency transfer of
property to the U.S. Corps of Engineers
in 1955. VA does not have a legal
interest in the disposition of that
praperty. Therefore, we make no change
in the DMP due to this comment.

Comments That the DMP Lacks
Specificity

There were 8 number of comments
regarding the specific details of projects
and land use programs addressed in the
DMP. The DMP is a general use plan,
and is inherently not project-specific,

Commenters sought more detail on
the heights of buildings, the operaling
hours of projects once completed, the
distance from proposed project sites to
residential homes, sguare foolage of
projects. cosl projections. environmental
and histarical impacl, and many other
projecl-specific details,

As stated in the plan, VA “does not
commit to any specific project,
construction schedule, or funding
priority.” As projects are further
evaluated and authorized. both the
needs of the veterans and the historical
and environmental impacts of the
projects will be considered. Several of
these comments were in resard to the
specific prioritization and timeline for
conversion of Buildings 205, 208 and
209,

One commenler expressed concern
thal the DMP [nhibited new programs

on the WLA campus by creating a
“maze ol redundant processes and
unnecessary roadblocks to Veteran-
friendly development."” The DMP
incorporates legislative decisions such
as Public Law 100-322. section 421(b)
{2). which restrict developmen! with
respect to public-private partnerships.
VA GLAHS will abide by the guidelines
and criteria set forth in the DMP with
respect to land use opportunilies thal
provide direcl benelil for velerans.

One commenter was concerned thal
the DMP did not advance the CARES
plan, expressing that the CARES process
should have included a needs
assessmen! of all under-utilized and
vacant assel on the WLA campus. A
neads assessment was indeed performed
during the CARES process, during VA's
subsequent Strategic Capital Investment
Planming (SCIP) process. and
preparation of the DMP. (o identify the
assets that can be redirected to better
serve the needs of veterans. Therefore,
we make no changes based on these
comments.

Concerns That the DMP Fails To Abide
by Restrictions of the 1888 Deed

Several commenters fell that the 1888
deed granting the West Los Angeles
limd formed @ charitable trust that
requires VA, as trustee of the purported
trust. to maintain a National Home for
Veterans, Some of these commeniers feit
that the DMP was a violation of that
purported trust by suggesting the land
be used for purposes other than housing
velerans, VA disagrees with the
assertion that the 1888 deed rendered
VA a charitable trustee for the WLA
campus, The 1888 deed contained
certain language expressing the donor's
desire that a National Home for Veterans
(NHYV] be built on the underlving
property that was donated to the United
States, which land is now under VA's
jurisdiction and contral. The donor's
desire, while merely an expression of
purpose and intent of the danation. has
been satisfied, as 8 NHV was buill on
the WLA campus. Notably, the NHV
still exists on the campus.

Maoreover, in Farquhar v. United
Stales, 912 F.2d 468 (9th Cir. 1890),
descendents ol the original lund donors
previously challenged the ability of the
United States o Iransfer & portion of the
land donated under the 1888 deed. Tn
denving the descendants’ position. the
.S, Courl of Appeals for the Ninth
Circuil held that the creation of the
NHV (i.e., the Pacific Branch ol the
National Home for Disabled Volunteer
Soldiers) in the same year thal the land
was originally deeded to the United
States, salislied the donor's desire (1.2,

urpose and intent) lor donating the
and (o the United States.

Based oo the loregoing, we make no
change bused on this comment.

Comments on Transil Services and
Traffic issues

Several commenters weighed in on
transit services and traffic issues,
particularly regarding potential bicycle
access an the WLA campus and on the
grounds of the Los Angeles National
Cemetery. The majority ol these
comments expressed a desire (o inclnde
in the DMP accoss that reflects
** * *the needs of the cycling
community.” Several commenters
expressed a desire to use the National
Cemetery as a thoroughfare for cvelists.
While we would encourage certain of
our veterans o cvele for their health, to
encourage cveling on campus and on
National Cemetery property would
almosl exclusively Eenefil the public,
and not veterans. The additional traffic
and security concerns that would
accompany any increase in cycling
aclivity, combined with the fact (hat il
is nat primarily of benefit to veterans,
makes including this kind of access for
cycling on campus undesirable;
however, as projects are further
developed and approved, this issue will
be further evaluated through VA's
compliance with the National
Environmental Policy Act (NEPA), 42
11.5.C. 4321, e! seq. Therefore, we make
no changes o the DMP based on these
comments.

We also received comments seeking
more information on the proposed Los
Angeles County Metropolitan Transit
Authority (Metro) Purple Line
expansion, which sventually will travel
the length of Wilshire Boulevard Lo
Santa Monica, As mentioned in the
DMFP, (pg. 28) the project is in the initial
planning phase and there are no details
Lo provide. Metro has proposed building
a station on the WLA vampus as part of
this expansion project and has
identified a lew locations thal might
serve its needs, However, any such
station affecting the campus would be
subject to applicable law and statutory
restrictions. and muslt not inlerfere with
the VA GLAHS priority of maintaining
the peaceful and healing environment of
our health care campus,

One commenter asked il the VA
would “cooperate with the surrounding
governmental jurisdictions o complete
traffic studies and pravide traffic
miligation for the increased waflic” that
may resull from any increased land use.
As stated in the DMP. traffic, parking.
and circulation studies will be
conducted as part of VA's compliance
with NEFA. (pg. 18) Though the WLA
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campus is under the jurisdiction of the
Federal Government, Federal agencies
genorally consider State and local
zoning laws and codes when
undertaking any new project. We
therefore make no change based on
these comments,

Comments on the Need for Separate
Facilities for Female Velerans

One commenter expressed concern
that separate supportive housing was
not available for female veterans and
their children. To clarify, there is
dedicated housing for women veterans
as parl ol our Domiciliary Residenlial
Rehahilitation and Treatment Program
facility, located on the north campus in
Buildings 217 and 214, The program
serves male and female veterans with
menlal health issues such as substance
abuse and/or combat trauma.

While there is no specific on-campus
housing for female veterans with
children, VA GLAHS has an extensive
network of off-campus providers who
meel this need through HUD-VA
Supported Housing and Grant and Per
Diem programs throughout Los Angeles
County and neighboring counties, VA
GLAHS's Comprehensive Homeless
Center also includes a dedicated
outreach team for homeless female
velerans, VA GLAHS hag adequate
programs in place to meet the housing
needs ol women veterans with children.

A commenter stated that there was a
need for a separate facility dedicated to
the general healthcare needs of female
veterans, The VA GLAHS's Women
Veterans Health Program has dedicated
clinicians, programs and facilities to
meel the unique needs of female
veterans in a sale, women-only
snviranment. Services offered include
gvnecology services, breasl exams and
mammography, reproductive health
care, and menopause treatment.
Additionally, mental health services
including treatment for post-traumatic
siress disorder and substance abuse are
also available for women, Through the
Women Veterans Health Program, VA
GLAHS provides female veterans the
health care and mental health services
they need in a safe and supportive,
women-only environment, We therefore

make no change based on this comment.

Comments on the National Cemetery
Administration Columbarium Project

There were several comments seeking
clarilication regarding the National
Cemelery Administration’s
columbarium project. The U.S,
Dapartment of Vaterans Affairs is
comprised ol three administrations: the
Velerans Heallh Administration, the
Veterans Benelits Administration. and

the National Cemetery Administration.
The columbarium enables VA Lo
supporl the provision of Federally
guaranteed benefits offered by the
Velerans Benefits Administration and
the National Cemetery Administration.
One commenter expressed dismay thal
the project would lower surrounding
real estate values, Another commenter
fell that the columbarium project was
depriving living veterans of land that
might be converted 1o housing for the
hameless. Again. the burial benefits
offered veterans are entitlements
provided by the Federal Government,
The land designated for columbaria
does not contain any structures that
have been idenlified as polential
homeless housing, so the use of the land
for columbaria does not in any way
deprive homeless veterans of potential
living space. As projects such as the
columbarium are further evaluated and
authorized, both the neads of the
veterans and the historical,
environmental, and socio-economical
impacts of the projects will be
considered.

Some commenters wanted o know
the exact location of the columbarium,
Regarding requests for specific details
regarding the size, hours of operation,
and access points for this potential
project that is only a concept at this
stage. VA has not finalized details
beyond the information thal was
contained in the DMP. The NEPA
process is complete. The draft
Environmental Assessment was released
for public comment with none received.
Tho resultant Finding of No Significant
Impact was signed on February 2, 2011.
We make no change to the DMP due to
these comments.

Comments About Including the Public
in the Planning Process

Severdl commenters expressed
concerns that the public was not being
afforded adequale time 10 offer input an
the DMP during the public commenl
process. The Federal Register process in
which VA GLAHS engaged Lo obtain
comments from velerans and the public
is the most public and transparent
process available for including veterans
and the public in the development of
this DMP. Additionally, the DMP that
was published on January 19, 2011,
fully incorporates the approved CARES
plan, which included a series of public
hearings and meelings as parl of its
approval process. The DMP is also
consistent with Lhe recently released
SCIP. Finally, VA GLAHS has ongoing
maetings with Veteran Service
Organizations, community groups, and
other local stakeholders, at which

recurring updaltes on land use al the
WLA campus are provided.

Several commenlers suggested that a
new DMP be created. We have reviewead
these comments, and while we respeot
the opinions of the individual
commenters, VA is of the position thal
this DMP, once linalized, will address
the mandate and meet the criteria to be
submitted and serve as a linal Master
Plan for the WLA campus. Therefore,
we make no changes based on these
comments. As projects outlined in the
Master Plan are further evalualed and
authorized, both the needs of the
veterans and the historical,
environmental, and socio-economical
impacts of the projects will be
considered. Details of these projects will
be developed and released to the public
for commenl through VA's compliance
with NEPA.

Comments That the DMP Serves the
Needs of the Community Over Thase of
Veterans

There were several comments to the
effect that the DMP serves the needs of
vutside inlerests over those of velerans.
Particularly, these comments referenced
a misperceplion that the agreement with
Veterans Park Conservancy would result
in the development of a “'public park.”
This DMP provides [or land use and
reuse tor the direct benefit of velerans,
and puts in place guidelines and criteria
that will assure the land is used to
suppaort the mission ol offering the
highes!t quality health care, research,
education and disaster response to serve
the needs of veterans and the
community, The 10 Guiding Principles
of the DMP clearly state the criteria thal
VA GLAHS will use in considering any
land use or reuse, (p, 24) and none of
these 10 principles reflects serving the
communily as a priority. While the
WLA campus does exis! within a
communily and VA GLAHS is proud to
be @ part of encouraging healthy
communities, serving the needs of the
communily never lakes precedence over
serving the needs of the veterans.
Therefare, we make no change bused on
these comments.

Comments Thal the DMP Does Not
Address Therapeulic Recrealion Areas
for Veterans

We received several comments
regarding recreation for Veterans on
campus. Specilically, these commenters
wanted to see the development of more
ouldoor sports facilities for velerans,
such as & fitness center and tennis
courts, ele.

The DMP addressed bath planned
recrealion areas [or velerans and green
space where velerans can engage in
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therapentic outside activities. A fitness
and recreation area, completad in 2010,
is located adjacent Lo the west side of
Building 500. It includes machines and
stations where velerans can work out at
their own pace, as well as a padded
surface for a safe area lor legs
ambulatory veterans lo gel exercise. It is
open every day from dawn until dusk.

Regarding oulside recreation
activilies, VA GLAHS continues (he
long tradition of having a golf course on
campus for veterans. The course,
operated by United States Veterans
Iniliative (U.8. Vels), is open from sun-
up to sun-down 7 days a week, and
Veleran residents and inpatients receive
first priority for play. The Veteran
community has second priarity, finally
followed by the general public as space
is available. VA also has beneficial use
of the athletic facilities at the
Brentwood School and MacArthur Field
as part of the land use agreements for
those spaces.

A planned future recreational and
therapeutic area for veterans is provided
for under the agreement with Veterans
Park Conservancy. The development of
a Velerans Memorial Park will be
designed in coordinalion with VA
patient-centored care, recreation therapy
and mental health programs and staff.
An initial phase of the project, the
historic Rose Garden, will be completed
in fall of 2011. This area, located just
aoross the street from the Domiciliary,
will include meditative gardens, tables
for chess and checkers, and soothing
fountains, making it a space ideal for
both for recreational and therapeulic
use. Also on the narth campus is the

lapanese Garden, a peaceful
environmen| with lush plants,
walerfalls, and Kot fish for velerans to
enjoyv. Finally, on the south campus,
adjacent to the American Red Cross
facility. there are walking trails,
succulent gardens and colorful native
plants for veterans, as well as loved
ones staying in the Fisher House, to
enjoy vear-rountl.

The agreemen( with UICLA [or the
lackie Robinson Stadium includes free
admission to home bascball games for
veterans.

Physical Therapy and Recreation
Therapy programs also exist lo provide
velerans with unique recreation
experiences in a sale and supportive
environment. Through these programs,
veterans are able to participale in skiing,
surfing, and compete in the Golden Age
Games each vear.

We believe that the DMP adequately
addressed (herapeutic recreation
opportunities for veterans. Therefore,
we mike no changes based on these
comments: however, as projects are
further evaluated and authorized,
opportunities to provide additional
recreational areas (o veterans may be
considered as part of VA's compliance
with NEPA.

Comments Regarding the Legality of
Sharing Agreements

Two commenters challenged VA's
authuority to use ESAs as o conlraciing
vehicle for land use programs on the
WLA campus. ESAs are legally
authorized under 38 U,S.C. 8153, a
Federal statute that deals with VA land
sharing agreements. All existing

agreements have been legally reviewed
and approved al local and national
levels, and all fulure agreements will
follow the same approval process.
Therefore, we muke no changes based
on these comments,

Conclusion

For the foregoing reasons, we adopt
the DMP without change as the Master
Plan for the West Los Angoles VA
Medical Center, The Master Plan is
available at http://
wwr.Josangeles.va.gov/. The Mastor
Plan conforms to the relevant laws in
effect on the date of publication. A
change in law, such as the
Administration’s proposed Civilian
Property Realignment Act. could impact
this property. If these laws change, VA
will update the Master Plan accordingly.

Signing Authority

The Secretary of Velerans Affairs. or
designee, approved this document and
authorized the undersigned to sign and
submil the document (o the Office of the
Federal Register [or publication
elecironically as an official document of
the Department of Veterans Allairs. John
R. Gingrich, Chiaf of Staff, Departmont
of Veterans Affeirs, approved this
dogument on May 16, 2011, for
publication.

William F. Russo,

Depaty Director, Office of Regulation Pelicy
and Management, Office of the General
Counsel, Departiment of Veterans Affairs.
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Department of Veterans Affairs VHA DIRECTIVE 97-015

Veterans Health Administration
Washington, DC 20420 March 12, 1997

ENHANCED HEALTH CARE RESOURCES SHARING AUTHORITY

1. PURPOSE: This Veterans Health Administranon (VHA) Directive implements provisions of Public Law (Pub. L.) 104-262, "The Veterans
Health Care Eligibility Reform Act of 1996," which significantly expand the Department of Veterans Affairs (VA) health care resources sharing
authority in Title 38 United States Code (U.5.C.) Sections 8151 through 8153.

2. BACKGROUND: Section 301 of Pub. L. 104-262, dated October 9, 1996, contains provisions which eliminate existing barriers and
disincentives to the sharing of health care resources with non-VA entities. The types of resources that can be shared, and who qualifies as a

sharing partner, are expanded effective with this directive.

a. VA will publish regulations establishing simplified competitive acquisition procedures applicable to sharing contracts, as permitted by
Pub. L. 104-262. Following publication of final regulations, directives implementing these simplified procedures will be issued.

b. Besides providing additional flexibility in the acquisition of services, the statute expands the opportunity for VA health care facilities to
sell services and generate revenue, thereby maintaining and expanding services to veterans. NOTE: One effect of such measures could be the
preservation of jobs that otherwise would have to be eliminated to meet budget reductions and cost efficiency targets.

3. DEFINITIONS

a. The pnmary purposes of the health care resources sharing authonty are to strengthen VHA medical programs and 1o improve the quality of
health care provided to eligible veterans. Under this authority, health care providers are defined to include health care plans and insurers, and
any organizations, institutions, or other entities or individuals who fumish health care resources. VHA may enter into sharing agreements or
contracts with any health care provider, or other entity or individual. VHA may enter into sharing contracts to acquire ("buy") health care

resources, to provide ("sell") health care resources, or to exchange health care resources.

b. The term "health care resources” includes hospital and ambulatory care, mental health services, medical and surgical services,
examinations, treatment, rehabilitative services, dental services and appliances, preventive health care, prosthetics, and other health care services
and supplies. The term also includes any health care support and administrative resources, as well as medical equipment or space. Health care
support and administrative resources includ® those services, apart from direct patient care, determined necessary for the operation of VA
facilities. Whereas health care support resources serve medically related purposes (e.g. biomedical equipment repair, patient transport),
administrative resources include services not unique to the provision of medical care, but deemed necessary 1o support such care (e.g. secunty
guard services, grounds maintenance). NOTE: Nursing home care is to be acquired solely under the authority of 38 U.S.C. 1720; however,
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nursing homes are appropriate sharing partners under this authority for the purchase or sale of health care resources as described in this
paragraph.

4. POLICY

4. VA may enter into non-competitive sharing contracts with affiliated health professional schools ("affiliates"), practice groups and other
entities associated with an affibiate (e.g., another hospital which has a residency training program with the VA affiliate), blood banks, organ
banks, and research centers for health care resources consisting of commercial services, the use of medical equipment, space, or research. The
term "commercial services” includes medical or professional services as well as other services. For these non-competitive contracls, a wntten
determunation citing the use of 38 U.S.C. Section 8153, and stating the shanng partner meets the above cnteria, is required. For all other
purchases, established competitive procedures must be followed unless a written sole source justification, containing the information and
approved at the levels prescribed in Federal Acquisition Regulation Subpart 6.3, is prepared. The justification shall be maintained in the

contract file.

b. When using the sharing authority to acquire or purchase health care resources that previously have been provided by VHA employees, all
of the following conditions must be met:

(1) The contract must be cost effective. A cost analysis of existing, in-house services must be performed to determine the actual cost of
performing the service or function. This analysis will be used as a basis for comparison of costs with contract providers, including VA
affiliates. In deciding which services to provide "in-house," and which services to provide by contract (that is, 2 "make or buy" decision),
services currently provided by contract should not be overlooked. If services being acquired by contract can be provided more cost-effectively
by VHA employees, those services should be brought in-house, unless there are significant reasons (such as those identified in subparagraph
3b(2)) not to do so. NOTE: See Artachment A for additional guidance on how to determine cost effectiveness.

(2) g : 5t be e bes rest of veterans. In addition to an analysis of "in-house” costs, other considerations such as ease of
access, service sansfacrrnn quahlj.r nl"care continuity of services, and the desirability of maintaining educational programs should be considered
and compared to contracled services.

Assista i ed. As in the case of contracts covered by 38 U.S.C. Section 8110(c)(8), contractors
will be rcqulmd o gw: hmng priority to cmplnyces displaocd by the award of the contract when fulfilling their employment needs. If any such
displaced employee cannot be hired by the contractor, the facility or Veterans Integrated Service Network (VISN) will assist the displaced
employee in obtaining other employment or entrance (if eligible) into job training programs which may be available, or provide other legally
appropriate transitional assistance. .-

(4) The g g 2 A . The shanng authority may not be used to obtain
any service, activity or function Idenuﬁcd in \.’HA s current ur ful-.m: mvenmry uf commercial services to be reviewed under the Office of
Management and Budget (OMB) Circular A-76. These activities must be handled in accordance with VHA's guidance on A-76.
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(5) The contract must be in the best interest of the government. From a broad perspective, and considening the 1ssues identified above, any
contract must be in the best interest of the government. The decision to acquire services through a sharing contract is complex. VA
management must make this decision based not on any one factor, but by carefully weighing all issues, such as quality of care, ease of access,
cost-effectiveness, non-monetary costs, and other issues, some of which have been discussed in the above subparagraphs.

¢. The shanng authority may be used to provide or "sell" health care resources to any eligible sharing partner.

(1) Contracts to provide or "sell” health care resources to other than eligible veterans may be executed only if a specific determination 15
made:

(a) That veterans will receive priority for the services being provided (e.g. no contract will result in the dimunition of existing levels of
services to veterans), and

(b) That the agreement is either necessary to maintain an acceptable level and quality of service to veterans, or will result in the improvement
of services to eligible veterans.

(2) The contract file shall include a certification from the VISN or medical center director that these conditions have been met. The
certification will accompany all "provide" contracts submitted to VA Central Office. Proceeds from providing or selling services are credited to
the appropriate medical appropriation at the facility providing the service.

NOTE: A separate VHA directive will be issued with additional guidance on selling VA health care resources.

d. The Veterans Health Care Eligibility Reform Act of 1996 allows VA, in consultation with the Administrator of Federal Procurement
Policy, to establish simplified procedures for the acquisition of health care resources consisting of commercial services or the use of medical
equipment or space. The procedures will not apply to the acquisition of supplies or the leasing of medical equipment or space. VA must
publish the simphified acquisition procedures lfor public comment in accordance with 41 U.S.C, 418b. Until these procedures are finalized, the
Federal Acquisition Regulation and the VA Acquisition Regulation shall continue to apply to contracts with non-affiliated entities.

e. Pub. L. 104-262 contains a provision requiring Medicare to reimburse either VA or the shanng partner (as provided in the terms of the
sharing contract) at established Medicare rates for Medicare covered services provided to Medicare beneficiaries, other than veterans eligible for
VA medical care, under a sharing contract. A separate VHA Directive will be issued to implement provisions for billing Medicare. Until this
specific VHA Directive is issued, no claimyshould be submitted to Medicare Fiscal Intermediaries for payment for services provided under

shaning agreements.

f. Any amount VA receives as payment for services provided by VA during a prior fiscal year under a sharing contract may be obligated
during the fiscal year in which VA receives the payment.
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g. Reimbursement rates and procedures for payment will be negotiated in the best interest of the government. VA facilities will consider
local commercial marker rates for similar services, as well as the VA cost in providing the services, when negotiating rexmbursement rates.

h. The number of Full-time Employee Equivalent (FTEE) involved in providing services under sharing agreements are not to be counted in
the FTEE total for the Department for downsizing under the Federal Workforce Reduction Act of 1994,

i. Where other authorities exist that also could be used for the sale or purchase of health care resources, the Medical Shaning Office or the
Office of the General Counsel should be consulted to determine the appropriate authority.

5. ACTION

a. VHA facilities may use the revised definitions as they appear above for the shanng of health care resources in developing contracts under
the authonty of 38. 1.5.C. Section 8§153.

b. Because of the greater flexibility provided under 38 U.S.C. Section 8153 by Pub. L. 104-262, VHA facilities should consider using this
authority instead of that in 38 U.5.C. section 7409 1o obtain the services of scarce medical specialists.

c. All of the management controls and pricing guidelines for medical resources sharing and for scarce medical specialist contracting (such as
conflict of interest and the protection of nghts and pnvileges of permanent employees) contained in previously published directives and in M1,
Part 1, Chapter 34 remain in effect. VA medical centers and/or VISNs should be especially alert to potential conflicts if interest, and should
consult with Regional Counsel if there are any questions or concerns in this regard.

d. The delegation of contract review and approval authority to field facilities for non-competitive contracts valued below $500,000 and for
competitive contracts valued below $1.5 million remains in effect. The following exceptions, regardless of dollar amount, will continue to
require VA Central Office review and approval prior to solicitation:

{1} Any agreement for the VA to provide or sell inpatient services.

(2) Any agreement for the purchase or sale of administrative resources, the use of medical equipment or space, prosthetics, supplies, or
laundry services. VA medical centers and/or VISNs considering a shaning contract to provide or acquire the use of space are encouraged to call
the Medical Sharing Office to help identify the appropriate legal authority. In some circumstances, the Enhanced Use Leasing Authority (38
LI.S.C. Sections 8161 through 8169) may pgovide significant advantages. NOTE: Further guidance for sharing space and other
administrative resources is being developed. When this guidance is issued, review and approval authority within established dollar thresholds
will be delegated to the field.

{3) Any non-competitive purchase agreement with an "entity associated with an affiliate,” other than a practice group or institution having a
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residency traiming program with the affiliate. Practice groups and institutions having a residency training program with the affiliate have been
determined to meet the defimtion of "an entity associated with an affiliate.” 1f VA medical centers and/or VISNs anticipate entening into a
non-compettive contract with another type of “entity associated with an affiliate,” they are encouraged to consult with the Medical Sharing
Office for a prelimimary determination on whether the entity meets the statutory requirements.  When further guidance on defining "entites
associated with an affiliate” is developed and published, review and approval authority within established dollar thresholds will be delegated to

the field.

NOTE: In many instances, VA Central Office review and approval for proposals below the delegated dollar thresholds identified in
subparagraphs 4d( 1) through (3) can be obtained by fax or telephone by contacting the Rapid Response Team composed of representatives from
the Medical Sharing Office (166), Office of the General Counsel (025), and Acquisition Resources Service (95E).

e. Contracts for the purchase of primary care services at a site away from an existing VA facility may not be executed unless pnior approval
is obtained for the establishment of a Community Based Outpatient Clinic.

f. Asis currently required, copies of all executed shanng agreements and supporting documentation must be forwarded to the Medical
Shanng Office (166) within 5days of final award.

6. REFERENCES

a. Title 38 U.8.C. Sections 8151-8153.

b. Public Law 104-262, Section 301.

c. M-1, Part 1, Chapter 34.

d. VHA Handbook 1660.4.
7. RESPONSIBILE OFFICE: The Director, Medical Sharing Office (166) is responsible for the contents of this Directive. VA medical
center Directors and VISN Directors are responsible for compliance with this directive at the local level. Questions may be referred to the
Medical Sharing Office at (202) 273-8404 or fax: (202) 273-9056.
8. RESCISSION: This VHA Directive will expire on March 12, 2002.

5 {s/ by Thomas Garthwaite, M.D. for

Kenneth W. Kizer, M.D., M.P.H.
Under Secretary for Health
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ATTACHMENT A
COST GUIDELINES

L. This artachment is to provides general guidance on determiming the cost effectiveness of contracting functions or activities under the
enhanced sharing authority.

2. Cost effectiveness 1s determined by performing a cost analysis of in-house costs and comparison to potential contract costs. The level of

=

detail of a cost analysis should be proportionate to the size, type or dollar value of the activity or function under review. A smaller activity may

have a less detailed cost analysis and, therefore, a larger activity may have a more detailed cost analysis.  Two reference documents that may be
utilized are the "Cost-Benefit Analysis Handbook,' dated August 1989, published by the Assistant Secretary for Finance and Planning, and the
‘Revised Supplemental Handbook,' OMB Circular A-76, dated March 1996.

3. There are four general categories of costs: non-recurring, recurnng, sunk and non-monetary costs. Each of these categories of cost 1s
described as follows:

a, Non-recurring Costs. Includes costs such as equipment procurement and installation, site preparation, one-time overtime, sale or scrap of
equipment, conversion to contract and other one-time costs.

b. Recurring Costs. Includes costs such as personnel, fringe benefits, expendable supplies, normal maintenance and repair, utilities,
contract administration, rent, travel and other costs of maintaining and operating the function, activity or system.

c. Sunk Costs. Includes costs such as repairs that have been made on a system that is still not functioning and other costs that have been
expended or incurred as a result of past decMons. Sunk costs should not be discounted or included in a cost-benefit ratio. They must,

however, be included in the total life cycle costs.

d. Non-monetary Costs. Includes those costs that cannot be quantified and given a dollar value such as ease of veteran access, service
satisfaction, community benefit and/or welfare, best interests of the veteran and quality of care. While these costs cannot be included in
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cost-benefit calculations, they are very important and must be considered in determining "make or buy" decisions in the best interests of veterans
and the Government. Quality of care issues may result in "make or buy" decisions that are financially more costly but provide better level of

service or care to veterans.

4. The preceding identified costs are examples of costs in each category, notac hensive listing. Adapt

e number and tyvpes of costs t

your particular cost analysis. Reduced operating or overhead costs from building closures or reduced administrative support to the function or

activity under a "buy" scenario should also be considered.

5. Both referenced handbooks provide several samples for summarizing costs, cost-benefit ratios, etc. These formats or other formats may be
utilized. or modified, to meet the needs of a specific function or activity under review. Field staff should contact their local Chief Financial

Officer for assistance preparing cost analyses or obtaining referenced handbooks.
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Department of Veterans Affairs VHA DIRECTIVE 1660.1
Veterans Health Administration
Washington, DC 20420 August 3, 2000

ENHANCED HEALTH CARE RESOURCES SHARING AUTHORITY - SELLING

1. PURPOSE: This Veterans Health Administration (VHA) Directive further implements
provisions of Public Law (Pub. L.) 104-262, “The Veterans Health Care Eligibility Reform Act
of 1996,” which significantly expands the Department of Veterans Affairs (VA) health care
resources sharing authority in Title 38 United States Code (U.S.C.) Sections 8151 through 8153,

2. SUMARY OF CHANGES: Expansion of Pub, L. 104-62 and VA health care resource
sharing authority requires definition of new guidelines. Veterans Integrated Service Network
(VISN) and medical center Directors are responsible for compliance with the requirements
outlined in this Directive, for meeting all requirements of law and policy, for meeting all labor
management responsibilities, for the establishment of appropriate and legally sound contract
terms, for making sound business decisions, for ensuring that staff are properly trained and are
fully capable of exercising any delegated authority, for ensuring adequate documentation of the
contracting process, and for contract and performance monitoring.

3. RELATED ISSUES: VHA Handbook 1660.1.

4. RESPONSIBLE OFFICE: The VHA Chief Financial Officer (17) is responsible for the
contents of this Directive.

5. RESCISSIONS: M I, Part 1. Chapter 34, Section I1. is rescinded.

6. RECERTIFICATION: This document is scheduled for recertification on or before the last
working day of August 2005.

5/ Melinda L. Murphy for
Thomas L. Garthwaite, M.D.
Acting Under Secretary for Health

Distribution: RPC: 0005
FD

Printing Date: 8/00
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August 3, 2000 VHA DIRECTIVE 1660.1

ENHANCED HEALTH CARE RESOURCES SHARING AUTHORITY - SELLING

1. PURPOSE: This Veterans Health Administration (VHA) Directive further implements
provisions of Public Law (Pub. L.) 104-262, “The Veterans Health Care Eligibility Reform Act
of 1996”, which significantly expands the Department of Veterans Affairs (VA) health care
resources sharing authority in Title 38 United States Code (U.5.C.) Sections 8151 through 8153,

2. BACKGROUND

a. Section 301 of Pub. L. 104-262, dated October 9, 1996, contains provisions which
climinate barriers and disincentives to the sharing of health care resources with non-VA entities.
VHA Directive 97-015, dated March 12, 1997, contains information on the types of resources
that can be shared, and who qualifies as a sharing partner under the expanded authority, but
addresses issues primarily related to VA’s acquisition of health care resources, This Directive
deals primarily with issues related to VA's selling of health care resources.

b. VHA may enter into sharing agreements or contracts for the sale of VHA health care
resources with any health care provider, or other entity, group of individuals, corporation,
association, partnership, Federal, State or local governments, or individual. For this purpose, a
health care provider is defined as including health care plans and insurers, and any organizations,
institutions, or other entities or individuals who furnish health care. VHA may not enter into any
sharing contracts with prohibited foreign entities (e.g., Cuba, Iran) or with partisan political
entities.

¢. VHA may enter into shanng agreements or contracts for the sale of health care resources,
including hospital and ambulatory care, mental health services, medical and surgical services,
examinations, treatment. rehabilitative services and appliances, preventive health care,
prosthetics, and other health care services. Services may be offered to a sharing partner for non-
veterans only if the service is within the scope of VA's authority and is authorized by law for
veterans.

d. The term “health care resources” also includes health care support and administrative
resources, the use of medical equipment, or the use of space, Health care support and
administrative resources include those services, apart from direct patient care, determined
necessary for the operation of VA facilities. (Examples of services provided by VA that are not
needed for the operation of VA facilities include child care, fitness centers, and job placement
services for displaced workers. These kinds of services may not be included in sharing
contracts.) Health care support resources serve medically related purposes (e.g., biomedical
equipment repair, patient transport). Administrative resources include services not unique to the
provision of medical care, but deemed necessary to support the operation of a medical center
(e.g., transcription services, grounds maintenance).

1
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3. POLICY
a. Contracts to Sell Health Care Resources

(1) Contracts to sell health care resources may be executed only if a specific determination is
made:

(a) That veterans will receive priority for services under such an agreement (e.g., no contract
will result in the diminution of existing levels of services to veterans); and

(b) That the agreement is necessary either to maintain an acceptable level and quality of
service to veterans, or will result in improvement of services to veterans.

{2) The contract file must include a certification from the Veterans Integrated Service
Network (VISN) Director, or the medical center Director, that the preceding conditions have
been met. A copy of this certification must be submitted electronically, along with a copy of the
executed contract, to the Office of Finance Sharing and Purchasing Office (SPO) (175), VHA
Headquarters, within 5 work days of the contract award.

(3) All concept proposals to sell VA resources under this authority must be approved by the
Rapid Response Team (RRT), consisting of staff from the SPO, Office of General Counsel (025)
and Acquisitions and Material Management (095). The concept proposal must be e-mailed over
Microsoft Exchange to the SPO and is to be approved by the VISN and/or medical center
Director, or their designees.

(a) The concept proposal should include the following:

1. The resource to be sold;

2. Name of the sharing partner;

3. The term of the agreement; and

4. The costing methodology or basis of rate reimbursement.

(b) The SPO will e-mail the results of the RRT review to the facility submitting the contract
for review and this response shall be part of the contract file. NOTE: Concept approval by the
RRT is not a legal or technical review nor approval of the sharing agreement; field facilities will
be notified when concept approval for a specific resource is no longer needed.

(4) Contracts valued at $500,000 or more may be executed only after legal and technical
review by VA Central Office (legal review will be conducted by General Counsel, VA Central
Office). Local officials are responsible for incorporating any changes required by the legal
and/or technical review before the contract is executed. Contracts requiring legal and technical

review should be sent to the Sharing and Purchasing Office over Microsoft Exchange or mailed
on a computer disk to VA Central Office. That office (175) is responsible for coordinating the
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review and communicating the results to the facility submitting the contract for review.
Following legal and technical review, an appropriately designated VA selling official may
execute the contract.

(5) General Counsel field attorneys must have a final review of all contracts with a total value
less than $500,000 before they are executed. Approval authority for all contracts to sell services
having a total value of less than $500,000 over the period covered by the contract (initial year
plus any option years) is delegated to the field.

(6) Proposals to sell inpatient services to non-veterans require the approval the Secretary of
Veterans Affairs and the Under Secretary for Health. These proposals might also require
presentations to representatives of national veteran service organizations and congressional
delegations. The SPO will coordinate these presentations and provide technical assistance on the
information required.

b. Enhanced Sharing Agreements for the Use of VA Space. Enhanced sharing agreements
for the use of VA space (including parking, outdoor recreational facilities, and vacant land) are
authorized under 38 U.S.C. Section 8153.

(1) In sharing the use of VA space under this authority, VA must consider the use to which
the space would be put by the potential partner to the contract. Potentially controversial uses are
to be avoided. For example, VA facilities should not sell use of space for any illegal activity,
abortion services, the sale of alcohol or firearms, gambling activities, partisan political activities,
correctional-system activity, storage or processing of hazardous materials, billboards, or purposes
which would violate community standards. VA facility managers should also consider impacts
on patient privacy, VA computer systems, telecommunications and data, parking, and fire, health.
and safety, and security and law enforcement issues in sharing the use of VA space.

(2) Sharing partners may use their own resources to make capital improvements to existing
VA space. However, VA must approve the proposed capital improvements in advance and must
ensure that the project is an overall “good business™ decision for VA. VA must require that the
sharing partner comply with the minimum wage requirements of the Davis-Bacon Act (40 U.S.C.
Section 276a) when renovating or improving VA space, even though Federal appropriated dollars
will not be directly expended on the construction project.

(3) VA may use medical care appropriation funds under the non-recurring maintenance
(NRM) program to make improvements to VA space for use by a sharing partner. Neither major
nor minor construction funds may be used to improve space solely for the purpose of use by a
sharing partner.

(4) All proceeds from contracts for the use of VA space under the enhanced sharing authority
will be deposited into the medical care appropriation account at the VA facility.

(5) It may be appropriate, as sound business practice, for VA to pay damages to a sharing
partner in the event that VA must terminate a use of space contract before the time specified for
the contract, particularly if the sharing partner has made a significant capital investment in the
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space, but only if provisions for damages are included in the terms of the initial contract. Such
contracts cannot provide for unlimited liability or indemnification. The following provisions
must be included in any sharing contract involving lability payments from VA: first, set a dollar
limit on the amount of damages that the facility will pay in each year if the agreement is
terminated; second, limit VA's liability to the amount of appropriated funds available to the
facility at the time payment is made; and third, state that VA does not promise that Congress will
appropriate additional funds to meet any deficiency in the event that damages must be paid. In
the event that damages are 1o be paid in accordance with the terms of a contract, the medical
center will be responsible for the payment of the damages from the Medical Care Account.

(6) Contracts for use of VA space by a sharing partner to provide inpatient hospital care to
their own patients may be developed under this authority, if the space in question is discrete from
VA inpatient beds, the space is staffed by the sharing partner’s physicians and nurses, and the
partner operates their own admission and discharge system. VA may provide support services,
such as housekeeping, food service, or lab and x-ray services to the sharing partner using such
space. Contracts of this nature are considered to be use of space, equipment and support services
contracts and not contracts for VA to provide inpatient care. Under no circumstances may a
sharing partner sub-let use of VA space obtained through an enhanced sharing contract to a third
party without prior approval from the Rapid Response Team, VA Central Office.

(7) Use of space sharing agreements for up to 20 years total may be executed under this
authority. The Under Secretary for Health may grant an exception to the 20-year term limit. The
VA Central Office RRT must approve the concept for proposed use of space agreements totaling
10 to 20 years. A detailed cost-benefit analysis, market survey results, and a statement of how
revenue generated will be used shall be submitted with these requests. Proposals involving new
construction and not just renovation of existing space, shall be submitted under the Enhanced-
Use Lease Program and not under sharing.

(8) A use of space agreement for ten years or longer requires an ecarly termination clause.

(9) Use of space proposals that exceed $600,000 annually, $4 million over term, or $4 million
in investment are subject to the VA Capital Investment Process and review by the VA Capital
Investment Board.

c. Contracts for Use of VA Equipment. Contracts for use of VA equipment may be
executed under the enhanced sharing authority. Appropriate terms should be included in the
contract, addressing responsibility for equipment maintenance or loss. The sale, resale, or other
disposition of VA or Government property or equipment (such as new or used computers or torm
linens) is not authorized under enhanced sharing. Disposition of Government property is
governed by Federal Property Management Regulation Title 41 Code of Federal Regulations
(CFR) 101 or Federal Management Regulations 41 CFR Parts 102-1 through 102-22, Contracts
for the use of equipment may be executed for up to five years or for the useful life of the
equipment, whichever is longer.

d. Contracts for the Sale of VA Direct Patient Care Services. Contracts for the sale of VA
direct patient care services (inpatient or outpatient care) may be executed under the enhanced
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sharing authority. However, without the express permission of the Under Secretary for Health
and of the Secretary of Veterans Affairs, no contracts for the sale of VA inpatient services for
non-veterans will be considered or executed under the health care resources sharing authority.
NOTE. TRICARE agreements are VA-Department of Defense (DOD) sharing agreements under
38 U.5.C. Section 8111 and are encouraged.

(1) VA facilities seeking to sell services to non-V A health care facilities under enhanced
sharing contracts may obtain State permits and licenses where State law requires those non-VA
health care facilities to purchase services from entities permitted and/or licensed by the State.

VA facilities may pay applicable service charges and fees in obtaining these permits and/or
licenses.

(2) VA facilities may enter into contracts with Health Maintenance Organizations (HMOs),
other types of managed care organizations, or other types of health care providers to sell hospital
and outpatient care. If a veteran is enrolled with VA and elects to receive care from VA asa
veteran, that individual must be treated as a veteran regardless of membership in an HMO. The
treatment of such a patient would be subject to VA protocols, not the protocols of the HMO. The
veteran also would be required to pay VA any co-payments imposed by VA. Alternatively, the
veteran could elect to receive hospital or outpatient care from VA as a member of the HMO that
has contracted with VA. Any care for non-service connected conditions furnished to individuals
as veterans must be billed under the Medical Care Cost Recovery (MCCR) Program. If the
veteran elects to receive care pursuant to the HMO contract as an HMO member, VA co-
payments would not apply, but the individual would be subject to any co-payments the HMO
might impose. Finally, if the veteran is not enrolled with VA, the veteran must be treated as an
HMO patient pursuant to the terms and conditions of VA’s sharing agreement with the HMO,
unless an exception listed in 38 CFR Section 17.37 applies. The groups of veterans listed in 38
CFR Section 17.37 need not be enrolled with VA for some or all VA care. To the extent that a
veteran is being treated “as a member” of an HMO pursuant to a sharing contract, and not “as a
veteran,” VA must bill the HMO. NOTE: Contracts must require payment to VA from the HMO
of the full contract amount for services furnished and may not require VA to coordinate
insurance benefits or to pursue third party insurance billings and collections for care furnished
fo non-veterans. An appropriate Release of Medical Information form must be signed by the
patient before information from VA medical records is released to the referring HMO, The
provision in subparagraph 4a.(1) that “veterans receive priority for services under such an
agreement™ does not require that facility to give preferential treatment to persons receiving care
as a member of an HMO or other health care plan with whom VA has a contract to provide
services il those persons happen to be veterans. The person may choose to be treated as a veteran
or as a member of the health care plan. The choice made by the veteran will determine the
amount of any required co-payments and the extent of hospital care or outpatient care available.

(3) Contracts may be executed for VA to provide outpatient care, including outpatient
diagnostic and consultative services to individual patients referred by a sharing partner (e.g., a
community physician wanting to send patients to VA for laboratory work) provided the contract
with the community sharing partner stipulates that the sharing partner will be responsible for
directly paying VA the full contract amount for services rendered to non-veterans. No contracts
will be executed which require VA to coordinate insurance benefits or to pursue third party
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insurance billings and collections. In the event that a community provider refers a non- veteran

for diagnostic or consultative services, no billing under the sharing authority to either the non-
veteran or to the non-veteran's third party insurance carrier will be undertaken, An appropriate
Release of Medical Information form must be signed by the patient before information from VA
medical records is released to the referring sharing partner.

(4) Unless the sharing partner is a State veterans home, VA may provide supplies, drugs, and
prosthetics only if the items are integral to the provision of medical services to be furnished by
VA under a sharing agreement (e.g., flu shots, chemotherapy, emergency short-term
prescriptions, but only as part of a services contract where VA is providing preventive,
onocological, or medical treatment services),

(5) VA may sell the professional services of VA pharmacists and may provide mail-out
pharmacy and pharmacy benefits management services to a sharing partner provided the sharing
partner buys or provides the drugs and/or supplies. VA may not re-sell pharmaceuticals or
supplies.

{(6) VA may sell radio-pharmaceuticals produced by VA for use outside of a VA facility
provided all necessary approvals from the Food and Drug Administration and the Nuclear
Regulatory Commission are obtained for the manufacture of the items as a new drug.

(7) VA may enter into agreements with State Medicaid programs to provide services to State
Medicaid beneficiaries. If a Medicaid beneficiary referred to VA for care is also a veteran, the
beneficiary may request VA care as a veteran. If VA enrolls the veteran, or if the veteran is
eligible for the VA care in question without being enrolled, VA would be prohibited from billing
Medicaid for the care provided to the veteran. NOTE: Any agreement to provide inpatient care
to non-veterans requires the express approval of the Under Secretary for Health and of the
Secretary of Veterans Affairs (see subpar. 3d.).

(8) The sale of patient care services involves special consideration of medical records
generated by VA.

(a) All contracts for the sale of direct patient care services by VA emplovees in VA-owned or
leased space must specify that:

1. VA owns the records of care provided;

2. Individually identified and retrieved patient records are protected by the Privacy Act, 5
U.S.C. 552a;

3. Where VA is treating an individual for one of the medical conditions covered by 38 U.S.C.
Section 7332, Section 7332 also applies to the treatment records; and

4. Where these statutes apply, the facility may release these records only as authorized under
these statutes.
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(b) Records generated by VA employees providing services to the general public at non-VA
facilities are not VA records and are not covered by either the Privacy Act or 38 U.S.C. Section
7332,

(c) Records generated by VA employees providing services to the general public are not
protected by 38 U.S.C. 5701, the VA benefits records confidentiality statute,

NOTE: Questions concerning ownership of, and application of Federal confidentiality laws 1o,
records created by VA employvees in the performance of a sharing agreement subject to this
Directive should be referred to the Field Office of the General Counsel.

{9) Service contracts may be executed for periods up to five years.

e. Selling of Services. VHA may sell support services and professional, managerial, and
administrative services performed by VHA staff. These service contracts may be executed for
periods up to five years.

(1) Duties of VA staff under terms of the contract may not include responsibility for
personnel actions, such as hiring, firing, or disciplinary actions on behalf of the sharing partner,
representing the sharing partner in public venues, or setting policy for the sharing partner.

(2) VHA may sell education services provided the educational program is part of veteran
paticnt or staff continuing education. Examples include smoking cessation classes,
Cardiopulmonary Resuscitation (CPR) certification training, nursing assistant training, seminars
for Continuing Medical Education (CME) credit, and some support services certification
internship programs. Appropriate reimbursement rates will be established and collected for these
services. A sharing contract must be executed either with each individual receiving these
education services, in which case the individual will be responsible for payment in advance to
VA, or with a sponsoring organization which would assume responsibility for payment to VA.

(3) In all circumstances where there 1s a request for catering services for a meeting or other
function on VHA property or for food service for employees or for visitors, Canteen Service shall
have the right of first refusal. Only after Canteen Service has indicated that they are not
interested or cannot provide the requested service, can a medical center's food and nutrition
service enter into a sharing contract to provide a catering food service on VA grounds.

(4) Because VA police officers have law enforcement authority only on Department property,
VA may only sell police and security services to sharing partners who are physically located on
VA property. VA police and security units may perform security assessments and provide
consultative and training services to any sharing partner at any location.

(5) VA may not sell agent cashier services. VA may not hold money for another party or pay
out money on its behalf. This would create a fiduciary relationship and, except for very limited
circumstances, such as for the joint acquisition of high-tech medical equipment with a sharing
partner, VA 1s not authorized by law to perform such "banking" functions.
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(6) All sharing agreements under 8153 and 8111 authorities for human immunodeficiency
virus (HIV) testing service alone or as part of medical evaluations, clinical care or screening
programs shall include as part of this service pre-test counseling and post-test counseling to be
conducted by VA HIV test counselors or appropriately trained VA personnel. Elements of pre-
and post-HIV test counseling are defined in the HIV test provisions of Circular 10-88-151,
Section e (for pre-test counseling) and Section [ (for post-test counseling) and Section g (for
documentation requirements). If there are questions when considering the development of
sharing agreements that may include HIV testing services, please consult with Director, VA
AIDS Service (132), Dr. Lawrence Deyton at 202 273-8567.

f. State Veterans Homes (SVH)

(1) VA may not enter into a sharing agreement to manage a SVH.

(2) SVHs may be granted direct access to Federal Supply Schedule (FSS) contracts for
services, equipment and supplies, including pharmaceuticals, after the SVH has executed a
sharing contract under this authority to purchase use of space, use of equipment, or services from
a VA facility. Once such a contract has been executed, the Office of Finance Sharing and
Purchasing Office (175) in VHA Headquarters will arrange with the National Acquisition Center
(NAC) for that SVH to be added to the list maintained by the NAC of SVH’s authorized to buy
from the FSS.

g. Reimbursement Rates. Reimbursement rates (i.e., prices) and procedures will be
negotiated in the best interest of the Federal Government.

{1) VA facilities will consider local commercial market rates for similar services, as well as
the full cost as defined by the Federal Accounting Standards Advisory Board for providing the
service when negotiating reimbursement rates (see par. 5). Facilities are encouraged to maximize
revenue generated from the sale of use of space or equipment and services under this authority.
Prices may be established above full cost.

(2) Depending on the services(s) covered by the contract, per procedure pricing, capitated
rates, hourly rates, Full-time Employee Equivalent (FTEE) rates, payment for specified
deliverable (e.g., a report), or other reimbursement rate methodologies are considered appropriate
for these contracts. NOTE: Using rates established by the Health Care Financing
Administration (HCFA) is encouraged.

(3) In setting any reimbursement rates, VA must be sensitive to private sector perceptions that
Federal funds are being used to subsidize operation costs, that VA pays no State, local, or Federal
taxes, that VA is not borrowing money at interest to finance construction and new equipment
purchases, and that VA is able to set an artificially low price for services.

(4) Less than full cost may be considered in setting a price for services only if the contract is
necessary to maintain the level of quality or to keep a program in existence for veteran care.
NOTE: For example: less than full cost may be acceptable for the sale of a surgical service if
there is insufficient veteran caseload to maintain an acceptable skill level of the surgical staff
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and additional caseload is needed for quality of care. In no instance will any contract be
executed where the reimbursement rate is determined to be less than the local direct cost which is
defined as the Decision Support System (DSS) fixed direct, variable labor, variable supply, and
depreciation costs for the service under consideration. Local direct cost can also be considered as
average total cost.

(5) The rationale and justification for all price determinations shall be fully explained and
documented and maintained in the contract file and shall be sent with a copy of the executed
contract to the Sharing and Purchasing Office (175).

(6) When VHA facilities choose to set reimbursement rates using a capitation methodology,
they must carefully consider and include factors such as stop loss, reinsurance, or similar
measures to ensure that appropnrated dollars are not used to cover unanticipated operational
losses resulting from capitated contracts,

(7) Pub. L. 104-262 contains a provision requiring Medicare to reimburse either VA or the
sharing partner (as provided in the terms of the sharing contract) at established Medicare rates for
Medicare covered services provided to Medicare beneficiaries who are not veterans eligible for
VA medical care, NOTE: Until additional guidance is issued in a future VHA Directive, no
claims should be submitted by VA facilities to Medicare Fiscal Intermediaries for payment for
services provided under sharing contracts. Accordingly, facilities should not agree to terms in
proposed sharing agreements that would require VA to bill Medicare.

h. Proceeds. All proceeds generated by health resources sharing contracts will be credited to
the appropriate medical or research appropriation at the facility providing the service and will be
immediately available for use by the facility. Any amount received as payment for services
provided by VA in a prior fiscal year may be obligated during the fiscal year in which the
payment is received. It may be to the medical center’s advantage to include terms in the contract
for VA to receive payments normally made in September on or after October 1.

i. Regional Counsel Consultation. In all cases where VA would be selling services,
resources, or use of space or equipment to an entity which has an existing contract to sell or
provide other services to VA, the designated enhanced sharing regional counsel staff attorney
will be consulted early in the process of developing the contract, and certainly in advance of
execution of the contract, regarding any possible conflict of interest. The designated enhanced
sharing regional counsel staff attorney also will be consulted in all cases where VA is proposing
to sell services, resources, or use of space to part-time or to full-time VA staff or to individuals
who may have a personal or close financial relationship with VA staff. When VA sells to its
employees, questions reasonably may be raised regarding the fairness of the selling process. For
this reason, contracts for the sale of use of space or equipment, or services to individuals with
any kind of employment relationship to VA are prohibited except for medical research purposes.
When facilities decide to consider such agreements, prices must be set at the commercial market
rate or at full cost, whichever i1s higher.

j. Additional FTEE or Contract Staff. Additional FTEE may be hired or VA may contract
for staff to provide services to non-veterans as long as no statute or appropriation prohibits the
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hiring and the activity falls within VA's mission. The use of term or temporary appointments is
preferred over the hiring of permanent new staff in the event that contracts are not successful or
if they are not renewed after the first year, However, any “new hires” must be approved by the
VISN Director who must take into account impacts from reductions in staff relating to veterans
care. Facilities may employ the services of veterans in the Compensated Work Therapy (CWT)
program provided the CWT program fund is paid for the veterans’ time. However, because
CWT workers are not considered VA employees or VA contractors, CWT workers cannot have
any access to patient records.

k. Additional Equipment. Additional equipment may be purchased through the already
established processes. Existing procedures may be used to reprogram funds as needed.

l. Commercial Loans. VA facilitics may not enter into commercial loans for any purpose.
VHA may not make capital investments in either facility improvements or in the purchase of
additional equipment to accommodate unknown future requirements solely for the purpose of
selling services (i.e., a VA facility cannot create or establish a new service just to sell it).

m. VA Response to Proposals and Bids. VA may respond with proposals and bids to
solicitations for services issued by any appropriate potential sharing partner.

n. Marketing. VISNs and medical centers are encouraged to develop a long-term marketing
strategy. Marketing should make potential partners in their local communities aware of
opportunities to buy services from VA and enhance the reputation of the VA health care system

as a reliable business partner.

(1) VISNs and facilities are encouraged to consider opportunities with local businesses and
governments that may not be involved in direct health care. The opportunities could include
such services as pre-employment physicals to an industrial manufacturer; or nursing assistant
training to a public housing authority as part of a welfare-to-work program.

(2) VA policy on paid media advertising is set forth in VA Manual MP-1, Part I, Chapter 4,
subparagraph 4e. VHA facilities may purchase media advertising to sell VA health-care
resources to non-VA health-care providers. VHA facilities must consult with and receive written
or electronic approval from the Office of Public Affairs (OPA) Regional Office for all such
advertisements

o. Competitive Process. Although there is no requirement for VA to follow a competitive
process in selling the use of space, equipment, or services, facilities should consider doing so
when appropriate.

p. Contracts for the sale of services shall not be signed without prior approval from the Rapid
Response Team, VA Central Office.

10
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4. ACTION

a. Medical centers and VISNs are strongly encouraged to use a concurrent team approach in
selling health care resources. When an opportunity to sell a resource is under serious
consideration, a business team shall be established, as appropriate, to coordinaie the activity.
The determination of the membership of the team shall be at the discretion of the facility or
VISN; however, the following functions must be included:

(1) Coordination of Facility-wide Activities. An individual with sufficient knowledge of
the facility’s operations must be part of the team. This person will ensure that services to
veterans will not be compromised, that the opportunity to sell health care resources is consistent
with the overall mission of the facility, that politically sensitive issues have been considered, and
that coordination with stakeholders has occurred.

(2) Authority to Sell. A person with authority to commit VA to a binding sales agreement
will be included (see subpar. 4g.).

(3) Financial Analysis. A person with the ability to determine the financial feasibility of the
opportunity will be a member of the team.

(4) Legal Support. The team shall seek legal advice from the Office of the General Counsel
Washington, DC, or General Counsel field staff, from the beginning of the concept development
through exccution of the agreement.

(5) Human Resources and Union Representatives. In situations where selling a resource
may affect employees (e.g., change in work site), a human resources representative will be part of
the team. If any of the affected employees are bargaining unit members, the exclusive
representative(s) will be included.

{6) Program Officials. When not prohibited by a conflict of interest or other bar, the
individual responsible for the organizational element that will provide the resource will be
included on the team. If that individual cannot participate, a designee will be included.

b. The team will meet to discuss the initial proposal and throughout the process. Meetings
need not be face-to-face but may be conducted electronically or by conference calls.

c. Teams are required to make several critical determinations and to ensure that proper
documentation exists to support each determination.

(1) Determination of Capacity. The team shall determine that sufficient capacity exists or
can be generated to handle the work associated with the selling opportunity. This will include a
determination that the proposed activity will not diminish existing levels of services to veterans
and that the contract is necessary either to maintain an acceptable level or quality of care or to
improve services to veterans. Any revenue generated from the contract will be used to benefit
veterans. Decisions to sell resources should be based on sound business principles. The team
must be able to document how VA benefits from the sale of the resource.
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(2) Determination of Costs. Both local direct costs and full costs must be determined.
There is no single costing methodology that will fit all circumstances. Good judgement must be
exercised in choosing the methodology most appropriate to the resource in question. The
methodology chosen for determining costs shall be documented and cost worksheets maintained
in the contract file. For facilities that have fully implemented DSS, the DSS is a good source of
cost information for clinical services. DDS may not serve as well for support or administrative
services, The Cost Accounting and Medical Rates Division (0476C2) within VA Central Office
is available to assist medical centers and VISNs with costing of contracts. This office also has
the responsibility for conducting biennial user fee reviews.

(3) Determination of a Fair Price. In establishing a price for the resource, the team will take
into account local direct costs, full costs, and local market prices for the same resource. Local
market prices can be obtained through market surveys, third party and Medicare reimbursement
rates, etc. Penalties for failure to perform or the cost of equipment replacement are examples of
items that may or may not be appropriate to include in developing costs for a given proposal. In
most instances. prices should be set comparable to prices in the commercial market. VA is not
limited to recovering full cost in setting a price. The team must determine a price that is in the
best interest of the Federal Government. If, and only if, the agreement is necessary to maintain
an acceptable level or quality of care, it may be determined to be in the best interest of the
Federal Government to establish a price that is below full cost. Otherwise, the price must be
established at or above full cost. The team will document the rationale used in determining a
price.

(4) Determination of a Negotiating Range. The team will develop a range of prices to be
used in negotiations and in developing a negotiating strategy. The range may include
considerations, such as volume discounts or a multi-tiered pricing structure, community needs,
and effects on relationships with potential sharing partners. It may be necessary to identify a
break-even point and establish a price floor below which VA will not negotiate, even if the end
result is failure to reach agreement. In no instance will any contract be executed if revenues
received do not recover local direct costs.

(5) Determination of Marketing Approach. Markel research may be a critical step
involving an assessment of the existence of potential partners, or an assessment of community
needs or potential niche markets as examples. Any market research should be documented.
When VA chooses to offer services on the open market, reasonable competition will oceur.
Potential buyers will be afforded the opportunity to offer bids for a VA resource. Notice may be
made to the public through the CBD (Commerce Business Daily), VA web sites, or other media
as appropriate. In other circumstances where a potential partner approaches VA, VA may decide
to sell the resource directly to the soliciting buyer. Factors to be considered in making these
decisions may include the relationship with the potential buyer, the market demand for the
resource, the political sensitivity of the potential agreement, community needs, or other factors
that may make the offer in the best interest of the Federal Government based on criteria other
than price. VA may prepare and submit bids in response to solicitations announced and open to
the public for response.
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(6) Determination of the Impact of the Proposed Sale on Accreditation. The team must
make an assessment of any potential impact of the proposed sale on accreditation, such as the
Joint Commission on Accreditation of Healthcare Organizations (JCAHO), College of American
Pathologists (CAP): facility licensing; licensing of employees; credentialing and privileging; risk
management; etc.

{7) Determination of Conflict of Interest. The team, in consultation with General Counsel
Washington, DC, or General Counsel field staff, must make an assessment of any potential
conflicts of interest. A provision of the criminal code would prohibit an employee from
participating in the selling process if the employee has any financial relationships with the non-
VA parties involved. Such an individual may provide the team with workload or technical
information, however, as determined by General Counsel VA Central Office or General Counsel
field staff.

(8) Determination of Impact. The team must make a determination of impact of the
proposed sale on other programs or elements in the facility.

(9) Determination of Potential Liability. The team must make a determination of the
potential liability for failure to perform under the terms of the contract as well as other liability
issues. Contingency plans should be developed to allow the facility to meet performance
requirements under foreseeable circumstances or the contract should detail circumstances under
which VA would not be expected to perform.

d. The team is responsible for making a written recommendation to the VISN Director or
medical center Director, as appropriate, on whether or not to sell the resource in question, that
recommendations to sell are in the interest of VA, and that the proposal meets the provisions of
law, regulation and policy, taking the preceding factors into consideration. The VISN or medical
center Director must certify the recommendation, as described in subparagraph 3a., as being
necessary to maintain or improve services to veterans. A certification by the VISN Director or
medical center Director is required, stating that the proposal is a sound business decision. VISN
and medical center Directors may delegate the certification of the business decision to product
line managers, or equivalent, for contracts with a total value of less than $25,000.

e. Upon receipt of approval io sell a resource, a marketing plan will be developed, to include
mechanisms for identifying buyers and a negotiating strategy. Strategy considerations include
such factors as price, additional business opportunities, existing relationships, financial stability
of potential purchasers, etc. The plan will be included as documentation in the contract file,

f. All contracts for the sale of health care resources must be in writing. No oral agreements
are permitted. Terms to be included in the contract include: the ability to cancel the contract if
the terms result in VA failing to meet requirements of law, particularly in regard to the
diminution of services to veterans; time period covered by the contract; any mechanisms for
adjusting prices; and liability assumed by VA for failure to perform. Other terms and conditions
should address quantities, billing and payment terms, deadlines, quality issues, hours of
operation, manpower commitments, ability to deliver services as required, and others as
appropriate. With very few exceptions, all terms and conditions are negotiable.
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g. In accordance with VA Handbook 7401.3, only the Deputy Assistant Secretary for
Acquisition and Materiel Management (the Procurement Executive) 1s authorized to appoint or to
terminate individuals as VA selling officials for health care resources sharing contracts. Only
these individuals are vested with the authority to execute selling contracts on behalf of the
Government. Senior level (unlimited) contracting officers are delegated this authority by virtue
of their appointment through the Contracting Officer Certification Program (COCP), referenced
at VA Acquisition Regulations (VAAR) 801.690. Other selling officials may be appointed by
the Procurement Executive upon the request of medical center or VISN Directors. Requests for
appointment or termination of selling officials may be made to the Procurement Executive
through the Acquisition Training and Career Development Team (95) within VA Central Office.
When recommending a candidate to be a selling official, the medical center or VISN Director
shall follow procedures outlined in VA Handbook 7401.3.

h. Once the contract is executed, performance should be monitored closely. This involves the
ongoing collection and maintenance of data. Facilities should monitor performance in the
following areas and take appropriate action to correct problems prompily:

(1) Are services to veterans being improved?

(2) Are financial goals being met?

(3) Are customers satisfied?

(4) Are the terms of the contract being met?

(5) Is the team involved and committed to success?

(6) Is there ongoing risk assessment?

i. The Office of Finance SPO (175) is responsible for the preparation of an annual report to
Congress on activities carried out under the health care resources sharing program. The annual
report is prepared based on information furnished by each medical center at the end of each fiscal
year. In response to an annual data call, each medical center shall report a description of the
health care resource sold and the amount of money collected from the sale of that resource.
Medical centers also are requested to furnish comments on the effectiveness of the program, the
degree of cooperation from other sources (financial and otherwise), and any recommendations for

the improvement or more effective administration of the program. This information is required
for the Annual Report to the Congress per 38 U.S.C. Section 8153(g).

j. The following Financial Management System (FMS) Resource Codes are to be used for
reporting revenue received in the medical center or VISN under this authority:

(1) 8002 — Inpatient services.

(2) 8006 — Out patient services.
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(3) 8035 — Sharing all other. (NOTE: 8035 includes vacant land and space for roof top
antennas).
4. REFERENCES
a. Title 38 U. S. C. Sections 8151-8153,
b. Public Law 104-262, Section 301.
c. VAAR 801.602 and 801.690.
d. VA Directive 7401.3.
e. VA Handbook 7401.3.
f. VA Directive 8500.
g. VA Directive 4560.
h. VA Handbook 4560.1.
i. VA Handbook 8500.
| Cost Accounting Impl tion Guide.
k. M-1, Part VII, Chapter 6.
5. DEFINTIONS

a. Full Cost. This term is defined by the Federal Accounting Standards Advisory Board
(FASAB) in the Statement of Federal Financial Accounting Standards No. 4, Managerial Cost

Accounting Concepts and Standards for the Federal Government, as "The sum of the costs of:

(1) Resources consumed by the segment that directly or indirectly contribute to the output,
and

(2) ldentifiable supporting services provided by other responsibility segments within the
reporting entity, and by other entities."”

NOTE: The Managerial Cost Accounting Implementation Guide, issued jointly by the
Government Chief Financial Officer (CFO) Council and Joint Financial Management
Implementation Program (JFMIP) in February 1998, is a technical practice aid intended to
assist Federal entities in implementing cost accounting. The Guide elaborates on the FASAB
definition of full cost, by indicating that "Full cost is the sum of all costs required by a cost
object including the costs of activities performed by other entities regardless of funding sources.
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It includes direct costs (costs specifically identified with the output) and indirect costs (costs
used to produce multiple outputs). The direct and indirect costs can be funded, reimbursed,
unfunded, or non-reimbursed."”

b. Local Direct Cost. The DSS fixed direct, variable labor and variable supply are included
in the local direct cost.

c. Variable Overhead. The portion of total overhead that varies directly with changes in
volume. Examples are supplies and power.

d. Fixed. The portion of total overhead that remains constant over a given time period
without regard to changes in the volume of activity. Examples are depreciation and rent.
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HEALTH CARE RESOURCES SHARING AUTHORITY - SELLING

1. PURPOSE: This Veterans Health Administration (VHA) Directive further implements
provisions of Public Law (Pub. L.) 104-262, “The Veterans Health Care Eligibility Reform Act
of 1996, which significantly expands the Department of Veterans Affairs (VA) health care
resources sharing authority in Title 38 United States Code (U.S.C.) Sections 8151 through 8153.

2. SUMARY OF CHANGES: Expansion of Pub. L. 104-262 and VA health care resource
sharing authority requires definition of new guidelines. Veterans Integrated Service Network
(VISN) and medical center Directors are responsible for compliance with the requirements
outlined in this Handbook, for meeting all requirements of law and policy, for meeting all labor
management responsibilities, for the establishment of appropriate and legally sound contract
terms, for making sound business decisions, for ensuring that staff are properly trained and are
fully capable of exercising any delegated authority, for ensuring adequate documentation of the
contracting process, and for contract and performance monitoring.

3. RELATED ISSUES: VHA Handbook 1820.1, Sharing The Use of Space.

4. RESPONSIBLE OFFICE: The VHA Chief Prosthetics and Logistics Officer (10F1.) is
responsible for the contents of this Directive.

5. RESCISSIONS: VHA Handbook 1660.1, dated July 17, 1997.

6. RECERTIFICATION: This VHA Handbook is scheduled for recertification on or before
the last working day of October 2012.

Michael J. Kussman, MD, MS, MACP
Under Secretary for Health

DISTRIBUTION:  CO: E-mailed 10/11/2007
FLD: VISN, MA, DO, OC, OCRO, and 200 — E-mail 10/11/2007
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HEALTH CARE RESOURCES SHARING AUTHORITY - SELLING

1. PURPOSE

This Veterans Health Administration (VHA) Handbook updates guidance procedures which
implemented the provisions of Public Law (Pub. L.) 104-262, “The Veterans Health Care
Eligibility Reform Act of 1996, regarding the Department of Veterans Affairs (VA) health care
resources sharing authority in Title 38 United States Code (U.5.C.) Sections 8151 through 8153.

a. No contracts will be executed that require VA to coordinate insurance benefits or to
pursue third-party insurance billings and collections.

b. Service contracts may be executed for periods up to 5 years

c. Contracts for the sale of services are not to be signed without prior approval from the
Rapid Response Team (RRT), VA Central Office (see subpar 31).

2. BACKGROUND

a. VHA may enter into sharing agreements or contracts for the sale of VHA health care
resources with any health care provider, or other entity, group of individuals, corporation,
association, partnership, State or local governments, or individual. VHA does not enter into
sharing agreements with Federal agencies under 38 U.S.C. Section 8153. Agreements to provide
services to other Federal agencies must be under the Economy Act. For this purpose, a health
care provider is defined as including health care plans and insurers, and any organizations,
institutions, or other entities or individuals who furnish health care. VHA may not enter into any
sharing contracts with prohibited foreign entities (e.g., Cuba, Iran) or with partisan political
entities.

b. VHA may enter into sharing agreements, or contracts, for the sale of health care
resources, including hospital and ambulatory care, mental health services, tele-radiology.
medical, surgical services, examinations, treatment, rehabilitative services and appliances,
preventive health care. prosthetics, and other health care services. Services may be offered to a
sharing partner for non-veterans only if the service is within the scope of VA's authority and is
authorized by law for veterans.

c. The term “health care resources™ includes health care support and administrative
resources, the use of medical equipment, or the use of space. Health care support and
administrative resources include those services, apart from direct patient care, determined
necessary for the operation of VA facilities. (Examples of services provided by VA that are not
needed for the operation of VA facilities include child care, fitness centers, and job placement
services for displaced workers. These kinds of services may not be included in sharing
contracts.) Health care support resources serve medically-related purposes (e.g., biomedical
equipment repair, patient transport). Administrative resources include services not unique to the
provision of medical care, but deemed necessary to support the operation of a medical center
(e.g., transcription services, grounds maintenance).

1
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3. DEFINTIONS

a. Full Cost. "Full cost" is defined by the Federal Accounting Standards Advisory Board
(FASAB) in the Statement of Federal Financial Accounting Standards Number 4, Managerial
Cost Accounting Concepts and Standards for the Federal Government. as "The sum of the costs
of resources consumed by the segment that directly or indirectly contribute to the output and
identifiable supporting services provided by other responsibility segments within the reporting
entity, and by other entities."

NOTE: The Managerial Cost Accounting Implementation Guide, issued jointly by the
Government Chief Financial Officer (CFO) Council and Joint Financial Management
Implementation Program (JEMIP) in February 1998, is a technical practice aid intended to
assist Federal entities in implementing cost accounting. The Guide elaborates on the FASAB
definition of full cost, by indicating that "Full cost is the sum of all costs required by a cost
object including the costs of activities performed by other entities regardless of funding sources.
It includes direct costs (costs specifically identified with the output) and indirect costs (costs
used to produce multiple outputs). The direct and indirect costs can be funded, reimbursed,
unfunded, or non-reimbursed.”

b. Local Direct Cost. The Decision Support System (DSS) fixed direct, variable labor and
variable supply are included in the local direct cost.

c. Variable Overhead. Variable overhead is the portion of total overhead that varies
directly with changes in volume. Examples are supplies and power.

d, Fixed. "Fixed" is the portion of total overhead that remains constant over a given time
period without regard to changes in the volume of activity. Examples are depreciation and rent.

e. Inpatient Care. Inpatient care is defined as any inpatient services lasting more than
23 hours and 59 minutes.

f. Rapid Response Team (RRT). In reviewing a facility concept proposal, the RRT
ensures that the facility has an appropriate reimbursement scheme, is selling a health care
resource under the statute, and is not putting VA at risk.

4. RESPONSIBILITIES

Veterans Integrated Service Network (VISN) and medical center Directors are responsible
for:

a. Compliance with the requirements outlined in this Handbook,
b. Meeting all requirements of law and policy,

c. Meeting all labor management responsibilities,
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d. The establishment of appropriate and legally sound contract terms,
e. Making sound business decisions,

f. Ensuring that staff is properly trained and fully capable of exercising any delegated
authority,

g. Ensuring adequate documentation of the contracting process, and
h. Contract and performance monitoring.
5. CONTRACTS TO SELL HEALTH CARE RESOURCES

a. Contracts to sell health care resources may be executed only if a specific determination is
made:

(1) That veterans receive priority for services under such an agreement (e.g., no contract will
result in the diminution of existing levels of services to veterans); and

(2) That the agreement is necessary either to maintain an acceptable level and quality of
service to veterans, or will result in improvement of services to veterans.

b. The contract file must include a certification from the VISN Director, or the medical
center Director, that the preceding conditions have been met.

c. All concept proposals to sell VA resources under this authority must be approved by the
RRT, consisting of staff from the Prosthetics and Clinical Logistics Office (P&CLO) (10FL),
Office of General Counsel (025), Acquisitions and Material Management (049), and a
representative of the appropriate clinical office in VHA Patient Care Services. The concept
proposal must be e-mailed over Microsoft Exchange to the P&CLO and must be approved by the
VISN and/or medical center Director, or their designees.

(1) The concept proposal needs to include the following:

(a) The resource to be sold,

(b) Name of the sharing partner,

(c) The term of the agreement, and

(d) The costing methodology or basis of rate reimbursement.

(2) The P&CLO e-mails the results of the RRT review to the facility submitting the contract for

3
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review; this response must be part of the contract file. NOTE: Concept approval by the RRT is
not a legal or technical review nor the approval of the sharing agreement; field facilities are
notified when the concept approval for a specific resource is no longer needed.

d. Contracts valued at $500,000 or more may be executed only after legal and technical
review by VA Central Office (legal review is conducted by General Counsel, VA Central
Office). Local officials are responsible for incorporating any changes required by the legal
and/or technical review before the contract is executed. Contracts requiring legal and technical
review must be sent to the P&CLO over Microsoft Exchange. The P&CLO (10FL) is
responsible for coordinating the review and communicating the results to the facility submitting
the contract for review. Following legal and technical review, an appropriately designated VA
selling official may execute the contract.

e. General Counsel field attorneys must have a final review of all contracts with a total value
less than $500,000 before they are executed. Approval authority for all contracts to sell services
having a total value of less than $500,000 over the period covered by the contract (initial year
plus any option years) is delegated to the field. (Contracts valued under $500.000 need not be
sent to Central Office for review)

f. Proposals to sell inpatient services to non-veterans require the approval of the Secretary
of Veterans Affairs and the Under Secretary for Health. Providing inpatient services to non-
veterans is not recommended. However, there may be national or community circumstances that
warrant consideration, These proposals might also require presentations to representatives of
national veteran service organizations and congressional delegations. The P&CLO coordinates
these presentations and provides technical assistance on the information required.

6. SHARING AGREEMENTS FOR THE USE OF VA SPACE

Sharing agreements for the use of VA space, including parking, outdoor recreational
facilities, and vacant land, are authorized under 38 U.S.C. Section 8153 (see VHA Handbook
1820.1).

7. CONTRACTS FOR USE OF VA EQUIPMENT

a. Contracts for use of VA equipment may be executed under the sharing authority.
Appropriate terms need to be included in the contract, addressing responsibility for equipment
maintenance or loss. The sale, resale, or other disposition of VA or Government property or
equipment (such as new or used computers or torn linens) is not authorized under sharing.
NOTE: Disposition of Governmeni property is governed by Federal Property Management
Regulation Title 41 Code of Federal Regulations (CFR) 101, or Federal Management
Regulations 41 CFR Farts 102-1 through 102-22.

b. Contracts for the use of equipment may be executed for up to 5 years or for the useful life
of the equipment, whichever is longer.
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8. CONTRACTS FOR THE SALE OF VA DIRECT PATIENT CARE SERVICES

Contracts for the sale of VA direct patient care services (inpatient or outpatient care) may be
executed under the enhanced sharing authority. However, without the expressed permission of
the Under Secretary for Health and the Secretary of Veterans Affairs, no contracts for the sale of
VA inpatient services for non-veterans will be considered or executed under the health care
resources sharing authority.

a. VA facilities seeking to sell services to non-VA health care facilities under sharing
contracts may voluntarily obtain State permits and licenses where State law requires those non-
VA health care facilities to purchase services from entities permitted and/or licensed by the
State. VA facilities may pay applicable service charges and fees in obtaining these permits
and/or licenses.

b. VA facilities may enter into contracts with Health Maintenance Organizations (HMOs),
other types of managed care organizations, or other types of health care providers to sell hospital
and outpatient care.

(1) If a veteran is enrolled with VA and elects to receive care from VA as a veteran, that
individual must be treated as a veteran regardless of membership in an HMO. The treatment of
such a patient would be subject to VA protocols, not the protocols of the HMO. The veteran also
would be required to pay any co-payments imposed by VA. Alternatively, the veteran could
elect to receive hospital or outpatient care from VA as a member of the HMO that has contracted
with VA. Any care for non-service connected conditions furnished to individuals as veterans
must be billed under the Medical Care Cost Recovery (MCCR) Program. If the veteran elects to
receive care pursuant to the HMO contract as an HMO member, VA co-payments would not
apply. but the individual would be subject to any co-payments the HMO might impose.

(2) Before entering into an agreement with an HMO or other types of managed care
organizations that require co-payments, VA facilities must make provisions to ensure that they
will have the capability to bill for and collect the co-payments, Finally, if the veteran is not
enrolled with VA, the veteran must be treated as an HMO patient pursuant to the terms and
conditions of VA’s sharing agreement with the HMO, unless an exception listed in 38 CFR
Section 17.37 applies. The groups of veterans listed in 38 CFR §17.37, should not be enrolled
with VA for partial or total VA care. To the extent that a veteran is being treated “as a member™
of an HMO pursuant to a sharing contract, and not “as a veteran,” VA must bill the HMO.
NOTE: Contracts must require pavment to VA from the HMO of the full contract amount for
services furnished and may not require VA to coordinate insurance benefits or to pursue third
party insurance hillings and collections for care furnished to non-veterans.

(3) An appropriate Release of Medical Information form must be signed by the patient
before information from VA medical records is released to the referring HMO. The provision in
subparagraph 5a(1) that “veterans receive priority for services under such an agreement™ does
not require that facility to give preferential treatment to persons receiving care as a member of an

5
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HMO or other health care plan with whom VA has a contract to provide services if those persons
happen to be veterans.

(4) The person may choose to be treated as a veteran or as a member of the health care plan.
The choice made by the veteran determines the amount of any required co-payments and the
extent of hospital care or outpatient care available.

¢. Contracts may be executed for VA to provide outpatient care, including outpatient
diagnostic and consultative services to individual patients referred by a sharing partner (e.g.. a
community physician wanting to send patients to VA for laboratory work) provided the contract
with the community sharing partner stipulates that the sharing partner is responsible for directly
paying VA the full contract amount for services rendered to non-veterans. No contracts will be
executed which require VA to coordinate insurance benefits or to pursue third party insurance
billings and collections. In the event that a community provider refers a non- veteran for
diagnostic or consultative services, no billing under the sharing authoritv to either the non-
veteran or to the non-veteran’s third-party insurance carrier will be undertaken.

d. An appropriate Release of Medical Information form must be signed by the patient before
information from VA medical records is released to the referring sharing partner.

e. Unless the sharing partner is a State veterans home, VA may provide supplies, drugs, and
prosthetics only if the items are integral to the provision of medical services to be furnished by
VA under a sharing agreement (e.g., flu shots, chemotherapy, emergency short-term
prescriptions, but only as part of a services contract where VA is providing preventive,
onocological, or medical treatment services).

f. VA may not enter a 38 U.S.C. § 8153 sharing agreement with Bureau of Prisons and the
Indian Health Service for the use of VA medical space, medical equipment and the medical
expertise to use that equipment.

g. VA may enter a 38 U.S.C. § 8133 sharing agreement for health care resources with any
tribal counsel that represents a sovereign nation recognized by Indian Health Service and
receives health care funds from Health and Human Services.

h. VA may sell the professional services of VA pharmacists and may provide mail-out
pharmacy and pharmacy benefits management services to a sharing partner provided the sharing
partner buys or provides the drugs and/or supplies. VA may not re-sell pharmaceuticals or
supplies.

i. VA may sell radio-pharmaceuticals produced by VA for use outside of a VA facility
provided all necessary approvals from the Food and Drug Administration and the Nuclear
Regulatory Commission are obtained for the manufacture of the items as a new drug.

j. VA may enter into agreements with State Medicaid programs to provide services to State
Medicaid beneficiaries. 1f a Medicaid beneficiary referred to VA for care is also a veteran, the
beneficiary may request VA care as a veteran. [f VA enrolls the veteran, or if the veteran is
eligible for the VA care in question without being enrolled. VA would be prohibited from billing
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Medicaid for the care provided to the veteran. NOTE: Any agreement to provide inpatient care
1o non-velerans requires the express approval of the Under Secretary for Health and of the
Secretary of Veterans Affairs (see subpar. 3d).

k. Service contracts may be executed for periods up to 5 vears.
9. MEDICAL RECORDS

The sale of patient care services involves special consideration of medical records generated
by VA.

a. All contracts for the sale of direct patient care services by VA employees in VA-owned or
leased space must specify that:

(1) VA owns the records of care provided:

(2) Individually-identified and retrieved patient records are protected by the Privacy Act,
5 U.S.C. 552a;

(3) Where VA is treating an individual for one of the medical conditions covered by
38 U.5.C., Sections 7332 and 7332 also applies to the treatment records; and

(4) Where these statutes apply, the facility may release these records only as authorized
under these statutes.

b. Individually-identifiable patient records created by VA employees in VA-owned or leased
space in the course of providing direct patient care services, are protected by the Privacy and
Security Rules promulgated by the United States Department of Health and Human Services
{(HHS) under the authority of the Health Insurance Portability and Accountability Act (HIPPA),
45 CFR. Parts 160 and 164.

¢. Records generated by VA employees providing services to the general public at non-VA
facilities are not VA records and are not covered by either the Privacy Act or 38 U.S.C. § 7332,

d. Records generated by VA employees providing services to the general public are not
protected by 38 U.S.C. § 5701, the VA benefits records confidentiality statute.

e. Records generated by VA employees providing direct patient care services to the general
public at non-VA facilities are also covered by the HIPAA regulations at 45 CFR Parts 160 and
164.

f. Agreement for the sale of direct patient care services must provide that the parties comply
with the HIPAA Administrative Requirements contained in 45 CFR Part 162.

NOTE: Questions concerning ownership of, and application of Federal confidentiality laws to,
records created by VA employees in the performance of a sharing agreement subject to this
Handbook need to be referred to the Field Office of the General Counsel.

-
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10. SELLING OF SERVICES

VHA may sell support services and professional, managerial, and administrative services
performed by VHA staff. These service contracts may be executed for periods up to 5 years.

a. The duties of VA staff under terms of the contract may not include responsibility for
personnel actions, such as hiring, firing. or disciplinary actions on behalf of the sharing partner,
representing the sharing partner in public venues, or setting policy for the sharing partner.

b. VHA may sell education services provided the educational program is part of veteran
patient or staff continuing education. Examples include smoking cessation classes,
Cardiopulmonary Resuscitation (CPR) certification training, nursing assistant training, seminars
for Continuing Medical Education (CME) credit, and some support services certification
internship programs. Appropriate reimbursement rates must be established and collected for
these services. A sharing contract must be executed either with each individual receiving these
education services, in which case the individual is responsible for payment in advance to VA, or
with a sponsoring organization which assumes responsibility for payment to VA.

¢. In all circumstances where there is a request for catering services for a meeting or other
function on VHA property. or for food service for employees or for visitors, Canteen Service
must have the right of first refusal. Only after Canteen Service has indicated that they are not
interested or cannot provide the requested service, can a medical center's food and nutrition
service enter into a sharing contract to provide a catering food service on VA grounds.

d. Because VA police officers have law enforcement authority only on VA property,
VA may only sell police and security services to sharing partners who are physically located on
VA property. VA police and security units may perform security assessments and provide
consultation and training services to any sharing partner at any location.

e. VA may not sell agent cashier services. VA may not hold money for another party or pay
out money on its behalf. This would create a fiduciary relationship and. except for very limited
circumstances, such as for the joint acquisition of high-tech medical equipment with a sharing
partner, VA is not authorized by law to perform such "banking" functions.

f. All sharing agreements under 38 U.S.C. § 8153 for human immunodeficiency virus (HIV)
testing service alone or as part of medical evaluations, clinical care or screening programs must
include as part of this service pre-test counseling and post-test counseling to be conducted by
VA HIV test counselors or appropriately trained VA personnel.
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11. STATE VETERANS HOMES (SVH)
a. VA may not enter into a sharing agreement to manage a SVH.

b. SVHs may be granted direct access to Federal Supply Schedule (FSS) contracts for
services, equipment and supplies, including pharmaceuticals, after the SVH has executed a
sharing contract under this authority to purchase use of space, use of equipment, or services from
a VA facility. Once such a contract has been executed, the P&CLO in VHA Central Office
makes arrangements with the National Acquisition Center (NAC) for that SVH to be added to
the list maintained by the NAC of SVH's authorized to buy from the FSS.

12, REIMBURSEMENT RATES

Reimbursement rates (i.e., prices) and procedures are to be negotiated in the best interest of
the Federal Government.

a. VA facilities must consider local commercial market rates for similar services. as well as
the full cost as defined by the Federal Accounting Standards Advisory Board for providing the
service when negotiating reimbursement rates (see par, 10). Facilities are encouraged to
maximize revenue generated from the sale of use of space, or equipment, and/or services under
this authority. Prices may be established above full cost.

b. Depending on the services(s) covered by the contract, per procedure pricing, capitated
rates, hourly rates, Full-time Equivalent (FTE) employee rates, payment for specified deliverable
(e.g., a report), or other reimbursement rate methodologies are considered appropriate for these
contracts. NOTE: Using rates established by the Centers for Medicare and Medicaid Services
(CMS,) formerly the Health Care Financing Administration (HCFA), is encouraged.

¢. In setting any reimbursement rates. VA must be sensitive to private sector perceptions that
Federal funds are being used to subsidize operation costs, that VA pays no State, local, or
Federal taxes, that VA is not borrowing money at interest to finance construction and new
equipment purchases, and that VA is able to set an artificially low price for services.

d. Less than full cost may be considered in setting a price for services only if the contract is
necessary to maintain the level of quality or to keep a program in existence for veteran care.
NOTE: For example: less than full cost may be acceptable for the sale of a surgical service if
there is insufficient veteran caseload to maintain an acceptable skill level of the surgical staff
and additional caseload is needed for quality of care. In no instance will any contract be
executed where the reimbursement rate is determined to be less than the local direct cost which
is defined as the DSS fixed direct, variable labor, variable supply, and depreciation costs for the
service under consideration. Local direct cost can be considered as average total cost.

¢. The rationale and justification for all price determinations must be fully explained and
documented and maintained in the contract file, which must be sent with a copy of the executed
contract to the Sharing and Purchasing Office (1735).
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f. When VHA facilities choose to set reimbursement rates using a capitation methodology,
they must carefully consider and include factors such as stop loss, or similar measures to ensure

that appropriated dollars are not used to cover unanticipated operational losses resulting from
capitated contracts.

g. Pub. L. 104-262 contains a provision requiring Medicare to reimburse either VA or the
sharing partner (as provided in the terms of the sharing contract) at established Medicare rates
for Medicare-covered services provided to Medicare beneficiaries who are not veterans eligible
for VA medical care. NOTE: Until additional guidance is issued in a future VHA Directive, no
claims should be submitted by VA facilities to Medicare Fiscal Intermediaries for pavment for
services provided under sharing contracts. Accordingly, facilities are not to agree o terms in
proposed sharing agreements that require VA to bill Medicare.

13. PROCEEDS

All proceeds generated by health resources sharing contracts must be credited to the
appropriate medical or research appropriation at the facility providing the service, and are to be
immediately available for use by the facility. Any amount received as payment for services
provided by VA in a prior fiscal year may be obligated during the fiscal year in which the
payment is received. It may be to the medical center’s advantage to include terms in the contract
for VA to receive payments normally made in September on or after October 1.

14. REGIONAL COUNSEL CONSULTATION

In all cases where VA would be selling services, resources, or use of space or equipment to
an entity which has an existing contract to sell or provide other services to VA, the designated
enhanced sharing regional counsel staff attorney must be consulted early in the process of
developing the contract, and again in advance of execution of the contract, regarding any
possible conflict of interest. The designated enhanced sharing regional counsel staff attorney
must also be consulted in all cases where VA is proposing to sell services, resources, or use of
space to part-time or to full-time VA staff or to individuals who may have a personal or close
financial relationship with VA staff. When VA sells to its employees. questions reasonably may
be raised regarding the fairness of the selling process. For this reason, contracts for the sale of
use of space or equipment, or services to individuals with any kind of employment relationship
to VA are prohibited. When facilities decide to consider such agreements, prices must be set at
the commercial market rate or at full cost, whichever is higher.

15. ADDITIONAL Full-Time Employee (FTE) OR CONTRACT STAFF

Additional FTE emplovee(s) may be hired or VA may contract for staff to provide services to
non-veterans as long as no statute or appropriation prohibits the hiring, the activity falls within
VA’'s mission, and these are services being offered to veterans at the facility. VA may not hire
or contract for new services that are not provided at the facility. The use of term or temporary
appointments is preferred over the hiring of permanent new staff in the event that contracts are
not successful or if they are not renewed after the first year. However, any “new hires” must be
approved by the VISN Director who must take into account impacts from reductions in staff
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relating to veterans care. Facilities may use the services of veterans in the Compensated Work
Therapy (CWT) program provided the CWT program fund is reimbursed for the veterans’ time.
However, because CWT workers are not considered VA employees or VA contractors, CWT
workers cannot have access to patient records.

16. ADDITIONAL EQUIPMENT

Additional equipment may be purchased through the already established processes. Existing
procedures may be used to reprogram funds as needed.

17. COMMERCIAL LOANS

VA facilities may not enter into commercial loans for any purpose. VHA may not make
capital investments in either facility improvements or in the purchase of additional equipment to
accommodate unknown future requirements solely for the purpose of selling services (i.e., a VA
facility cannot create or establish a new service just to sell it).

18. VA RESPONSE TO PROPOSALS AND BIDS

VA may respond with proposals and bids to solicitations for services issued by any
appropriate potential sharing partner after legal review of the bid documents. Most state, local
and corporate bid documents contain clauses unacceptable to the Federal Government.

19. MARKETING

a. VISNs and medical centers are encouraged to develop a long-term marketing strategy.
Marketing should make potential partners in their local communities aware of opportunities to
buy services from VA and enhance the reputation of the VA health care system as a reliable
business partner.

b. VISNs and facilities are encouraged to consider opportunities with local businesses and
governments that may not be involved in direct health care. The opportunities could include
such services as: pre-employment physicals to an industrial manufacturer, or nursing assistant
training to a public housing authority as part of a welfare-to-work program.

20. COMPETITIVE PROCESS

Although there is no requirement for VA to follow a competitive process in selling the use of
space, equipment, or services, facilities need to consider doing so when appropriate.

21. SELLING HEALTH CARE RESOURCES

a. Contracts for the sale of services are not to be signed without prior approval from the
RRT, VA Central Office.

11
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b. Medical centers and VISNs are to use a concurrent team approach in selling health care
resources. When an opportunity to sell a resource is under serious consideration, a business
team must be established, as appropriate, to coordinate the activity. The determination of the
membership of the team is at the discretion of the facility Director or VISN Director; however,
the following functions must be included:

(1) Coordination of Facility-wide Activities. An individual with sufficient knowledge of
the facility’s operations must be part of the team. This person ensures that services to veterans
will not be compromised and that the opportunity to sell health care resources is consistent with
the overall mission of the facility. This person also ensures that politically sensitive issues have
been considered and that coordination with stakeholders has occurred.

(2) Authority to Sell. A person with authority to commit VA to a binding sales agreement
must be included.

(3) Financial Analysis. A person with the ability to determine the financial feasibility of
the opportunity must be a member of the team.

(4) Legal Support. The team must seek legal advice from the Office of the General
Counsel Washington, DC, or General Counsel field staff. from the beginning of the concept
development through execution of the agreement.

(5) Human Resources and Union Representatives. In situations where selling a resource
may affect employees (e.g., change in work site), a human resources representative must be part
of the team. If any of the affected employees are bargaining unit members, the exclusive
representative(s) is to be included.

(6) Program Officials. When not prohibited by a conflict of interest or other barrier, the
individual responsible for the organizational element that provides the resource must be included
on the team; if that individual cannot participate, a designee must be included.

¢. The team must meet to discuss the initial proposal and throughout the process. Meetings
need not be face-to-face but may be conducted electronically or by conference calls.

d. Teams are required to make several critical determinations and to ensure that proper
documentation exists to support each determination (see par. 22).

e. The team is responsible for making a written recommendation to the VISN Director or
medical center Director, as appropriate, on whether or not to sell the resource in question, that
recommendations to sell are in the interest of VA, and that the proposal meets the provisions of
law, regulation and policy, taking the preceding factors into consideration. The VISN or medical
center Director must certify the recommendation, as described in subparagraph 5a, as being
necessary to maintain or improve services to veterans. A certification by the VISN Director or
medical center Director is required, stating that the proposal is a sound business decision. VISN
and medical center Directors may delegate the certification of the business decision to product
line managers, or equivalent, for contracts with a total value of less than $25,000.

12
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f. Upon receipt of approval to sell a resource, a marketing plan must be developed, to
include mechanisms for identifying buyers and a negotiating strategy.

(1) Strategy considerations include such factors as: price, additional business opportunities,
existing relationships, financial stability of potential purchasers, etc.

(2) The plan must be included as documentation in the contract file.

g. All contracts for the sale of health care resources must be in writing. No oral agreements
are permitted.

(1) Terms to be included in the contract include: the ability to cancel the contract if the
terms result in VA failing to meet requirements of law, particularly in regard to the diminution of
services to veterans; time period covered by the contract; any mechanisms for adjusting prices;
and liability assumed by VA for failure to perform.

(2) Other terms and conditions need to address quantities, billing and payment terms,
deadlines, quality issues, hours of operation, manpower commitments, ability to deliver services
as required, and others as appropriate.

NOTE: With very few exceptions, all terms and conditions are negotiable.

h. In accordance with VA Handbook 7401.3, only the Deputy Assistant Secretary for
Acquisition and Materiel Management (the Procurement Executive) is authorized to appoint or
to terminate individuals as VA selling officials for health care resources sharing contracts. Only
these individuals are vested with the authority to execute selling contracts on behalf of the

Government.

(1) Senior level (unlimited) contracting officers are delegated this authority by virtue of their
appointment through the Contracting Officer Certification Program (COCP), referenced at VA
Acquisition Regulations (VAAR) 801.690.

(2) Other selling officials may be appointed by the Procurement Executive upon the request
of medical center or VISN Directors. Requests for appointment or termination of selling
officials may be made to the Procurement Executive through the Acquisition Training and
Career Development Team (049A5E) within VA Central Office. NOTE: When recommending
a candidate to be a selling official, the medical center or VISN Director must follow procedures
outlined in VA Handbook 7401.3.

i. Once the contract is executed, performance should be monitored closely; this involves the
ongoing collection and maintenance of data. Performance is to be monitored in the following
areas and appropriate action taken to correct problems promptly:

(1) Are services to veterans being improved?

(2) Are financial goals being met?
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(3) Are customers satisfied?
{4) Are the terms of the contract being met?
(5) Is the team involved and committed to success?
(6) Is there ongoing risk assessment?
22. DETERMINATIONS

a. Determination of Capacity. The team must determine that sufficient capacity exists, or
can be generated to handle the work associated with the selling opportunity. This includes a
determination that the proposed activity will not diminish existing levels of services to veterans
and that the contract is necessary either to maintain an acceptable level or quality of care or to
improve services to veterans. Any revenue generated from the contract must be used to benefit
veterans. NOTE: Decisions to sell resources needs to be based on sound business principles.
The team must be able to document how VA benefits from the sale of the resource.

b. Determination of Costs. Both local direct costs and full costs must be determined.
There is no single costing methodology that fits all circumstances. Good judgment must be
exercised in choosing the methodology most appropriate to the resource in question. The
methodology chosen for determining costs must be documented and cost worksheets maintained
in the contract file. For facilities that have fully implemented Decision Support System (DSS),
the DSS is a good source of cost information for clinical services. DSS may not serve as well for
support or administrative services. The Cost Accounting and Medical Rates Division (0476C2),
within VA Central Office, is available to assist medical centers and VISNs with costing of
contracts, and for conducting biennial user-fee reviews.

¢. Determination of a Fair Price. In establishing a price for the resource, the team must
take into account local direct costs, full costs, and local market prices for the same resource.

(1) Local market prices can be obtained through market surveys, third party and Medicare
reimbursement rates. etc. Penalties for failure to perform or the cost of equipment replacement
are examples of items that may or may not be appropriate to include in developing costs fora
given proposal.

(2) In most instances, prices need to be set comparable to prices in the commercial market.
VA is not limited to recovering full cost in setting a price. The team must determine a price that
is in the best interest of the Federal Government.

(3) If, and only if, the agreement is necessary to maintain an acceptable level or quality of
care, it may be determined to be in the best interest of the Federal Government to establish a
price that is below full cost. Otherwise, the price must be established at or above full cost.

(4) The team must document the rationale used in determining a price.
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d. Determination of a Negotiating Range. The team must develop a range of prices to be
used in negotiations and in developing a negotiating strategy.

(1) The range may include considerations, such as: volume discounts or a multi-tiered
pricing structure, community needs, and effects on relationships with potential sharing partners.

(2) It may be necessary to identify a break-even point and establish a price floor below
which VA will not negotiate, even if the end result is failure to reach agreement.

(3) Inno instance will any contract be executed if revenues received do not recover local
direct costs.

¢. Determination of Marketing Approach. Market research may be a critical step
involving an assessment of the existence of potential partners, or an assessment of community

needs or potential niche markets as examples.

(1) Any market research needs to be documented. When VA chooses to offer services on
the open market, reasonable competition occurs. and potential buyers are afforded the
opportunity to offer bids for a VA resource. Notice may be made to the public through the
Federal Business Opportunities database located at: http://www.fedbizopps.gov.

(2) In other circumstances where a potential partner approaches VA, VA may decide to sell
the resource directly to the soliciting buyver. Factors to be considered in making these decisions
may include the relationship with the potential buyer, the market demand for the resource, the
political sensitivity of the potential agreement. community needs, or other factors that may make
the offer in the best interest of the Federal Government based on criteria other than price.

(3) VA may prepare and submit bids in response to solicitations announced and open to the
public for response.

f. Determination of the Impact of the Proposed Sale on Accreditation. The team must
make an assessment of any potential impact of the proposed sale on accreditation, such as; The
Joint Commission (TJC), College of American Pathologists (CAP), ete.; facility licensing:
licensing of employees; credentialing and privileging; risk management; etc.

g. Determination of Conflict of Interest. The team, in consultation with General Counsel
Washington, DC, or General Counsel field staff, must make an assessment of any potential
conflicts of interest. A provision of the criminal code prohibits an employee from participating
in the selling process if the employee has any financial relationships with the non-V A parties
involved. Such an individual may provide the team with workload or technical information,
however, as determined by General Counsel VA Central Office, or General Counsel field staff.

h. Determination of Impact. The team must make a determination of impact of the
propased sale on other programs or elements in the facility.

i. Determination of Potential Liability. The team must make a determination of the
potential liability for failure to perform under the terms of the contract as well as other liability

15
000057



VHA HANDBOOK 1660.01 October 11, 2007
issues. Contingency plans need to be developed to allow the facility to meet performance
requirements under foreseeable circumstances, or the contract needs to detail circumstances
under which VA would not be expected to perform.

23. ANNUAL REPORT TO CONGRESS

a. The P&CLO (10FL) is responsible for the preparation of an annual report to Congress on
activities carried out under the Health Care Resources Sharing Program,

b. The annual report is prepared based on information furnished by each medical center
Director at the end of each fiscal vear. In response to an annual data call, each medical center
Director must report a description of the health care resource sold and the amount of money
collected from the sale of that resource. Comments are requested on the effectiveness of the
program, the degree of cooperation from other sources (financial and otherwise), and any
recommendations for the improvement or more effective administration of the program. This
information is required for the Annual Report to the Congress per 38 U.S5.C. Section 8153(g).

¢. The following Financial Management System (FMS) Resource Codes are to be used for
reporting revenue received in the medical center or VISN under this authority:

(1) 8002 — Inpatient services.
(2) 8006 — Out patient services.

(3) 8035 — Sharing all other. NOTE: FMS resource code 8033 includes vacant land and
space for roof top antennas.

24, REFERENCES
a. Title 38 U. S. C., Sections 8151-8153.
b. VAAR 801.602 and 801.690.
c. VA Handbook 4560.1, Cost Accounting.
d VA Handbook 8500, Sharing Use of Space.

¢. The Managerial Cost Accounting Implementation Guide.
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SHARING USE OF SPACE

1. REASONS FOR ISSUE. This Veterans Health Administration (VHA) Handbook
establishes new application and review requirements for the Sharing Use of Space Program as
authorized under Title 38 United States Code (U.S.C.) Section 8133, It discusses the new
changes to policy regarding use of shared space as differing from other sharing as described in
VHA Handbook 1660.1,

1. SUMMARY OF MAJOR CHANGES

a. Recent VHA organizational changes necessitate clarifying the application and review
requirements of sharing use of space proposals. VA medical center Directors and Veterans
Integrated Service Network (VISN) Directors are responsible for complying with the
requirements outlined in this Handbook and meeting all requirements of law, including Public
Law 104-262, codified under Title 38 U.S.C. Section 8153,

b. This Handbook identifies the Capital Asset Management and Planning Service (182C), in
the Office of Facilities Management (18), as the primary coordinating and review office for
field-based sharing use of space proposals, In addition, sharing proposals between VA medical
centers and homeless veterans’ service providers for use of space for supportive housing
programs or service centers are to be given high priority consideration at all levels of VHA.

3. RELATED ISSUES. VHA Handbook 1660.1.

4. RESPONSIBLE OFFICE. Office of Facilities Management, Capital Asset Management
and Planning Service (182C), is responsible for the contents of this Handbook, Questions may
be referred to 202-565-8516.

5. RESCISSIONS. MNone.

6. RECERTIFICATION. This VHA Handbook is scheduled for re-certification on or before
the last working day of March 2010.

S/Jonathan B. Perlin, MD, PhD, MSHA, FACP
Acting Under Secretary for Health

DISTRIBUTION: CO: E-mailed 3/9/04
FLD: VISN, MA, DO, OC, OCRO, and 200 - E-mailed 3/9/04
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SHARING USE OF SPACE
1. PURPOSE

This Veterans Health Administration (VHA) Handbook establishes new concept proposal
application and certification requirements, review and routing procedures, and data entry for
sharing the use of VHA space as authorized by Title 38 United States Code (U.S.C.) Section
8153, NOTE: This Handbook also discusses new changes to policy regarding sharing use of
space as differing from those described in VHA Handbook 16604 for sharing all other health
care resources.

2. BACKGROUND

a. This Handbook augments and clarifies sections of VHA Directive 1660.1, and VHA
Handbook 1660.4. This Handbook transfers the VHA authority to establish application
requirements for field-based sharing of space concept proposals to the Capital Asset
Management and Planning Service (CAMPS) (182C). In addition, this Handbook transfers
Department of Veterans AfTairs (VA) Central Office review and coordination authority for
sharing use of space proposals from the Medical Sharing Office (MSO) (176) to the CAMPS
Office, (182C), in the Office of Facilities Management (18).

b. Proposals and agreements to share the use of VHA space (including parking, outdoor
recreational facilities, and vacant land) are authorized under 38 U.S5.C. Section 8153, Sharing
use of space agreements do not include revocable licenses or permits, If these are sought in lieu
of a sharing agreement, then all revenues from such locally-initiated licenses and permits (i.e.,
authorized by VA medical center Directors) will acerue exclusively to the United States (U.S.)
Department of the Treasury.

3. DEFINITIONS

a. Full Cost. The Federal Accounting Standards Advisory Board in the Statement of
Federal Financial Accounting Standards No. 4, Managerial Cost Accounting Concepts and
Standards for the Federal Government. defines the term “full cost™ as “The sum of the costs of:

(1) Resources consumed by the segment that directly or indirectly contribute to the output;
and

(2) Identifiable supporting services provided by other responsibility segments within the
reporting entity, and by other entities.”

NOTE: The Managerial Cost Accounting Implementation Guide, isswed jointly by the
Government Chief Financial Officer (CFQ) Council and Joint Financial Management
Implementation Pragram (JFMIP) in February 1998, is a technical practice aid imtended o
assist Federal entities in implementing cost accounting. The Guide ¢laborates on the definition
of full cost by indicating that * Full cost is the sum of all costs required by a cost object,
including the costs of activities performed by other entities regardless of funding sources. It
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includes direct costs (costs specifically identified with the output) and indivect costs (costs used
to produce multiple outputs). The direct and indirect costs can be funded, reimbursed, un-
Junded, or non-reimbursed. "

b. Local Direet Cost. Local Direct Cost includes the Decision Support System’s (DSS)'s
fixed direct, variable labor, and variable supply.

¢. Variable Overhead. Variable Overhead is the portion of total overhead that varies
directly with changes in volume. Examples are supplies and power.

d. Fixed. Fixed is the portion of total overhead that remains constant over a given time
period without regard to changes in the volume of activity. Examples include depreciation and
rent.

¢. Concept Proposals or Concept Papers (CPs). All field-based CPs must contain answers
to the questions required by Appendix A or Appendix B. Required certifications to be made by
senior level VA medical center, Veterans Integrated Service Network (VISN) staff, or line
managers must be either attached and accompany submitted CPs, or must be filed in VA medical
center sharing agreement files, as noted in Appendix A and Appendix B,

f. Federal Management Regulation (FMR). FMR replaced the Federal Property
Management Regulation (FPMR). It is the authority for how to manage and dispose of property
(including equipment and supplies).

g. Authority to Share or Sell Space. Pre-certilied contracting officers are the only persons
with authority to commit VHA to a binding sale, i.e., sharing agreement. In accordance with VA
Handbook 7401.3, only the Deputy Assistant Secretary for Acquisition and Materiel
Management (the Procurement Executive) is authorized 10 appoint or to terminate individuals as
VA selling officials for sharing use of space agreements. Only certified contracting officers are
vested with the authority to execute selling agreements on behalf of the Government.

h. Financial Analyst. A Financial Analyst is a person with the ability to determine the
financial feasibility of the proposed sharing opportunity.

4. SCOPE

a. Based on a current market assessment, VHA space may be offered to a sharing partner for
the benefit of veterans or non-veterans, [f the former, high-priority needs to be given to partners
who are offering to provide supportive housing or service centers for homeless veterans, If the
latter, then this type of agreement must ensure that the service or space is within the scope of
VHA's authority, and in no way will it negatively afTect the care of veterans. It must actually

benefit veterans, recoup operating expenses, represent the best deal possible, and be authorized
by law for veterans.

b. The Sharing Authority under 38 U.5.C. Section 8153 is not to be used to acquire space,
unless the term is less than 6 months and the space is required while a conventional lease is being
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finalized. Sharing authority does not provide VHA sufficient property protection and should
only be used as a temporary solution.

c. Insharing VHA space under this authority, VA medical centers and VISNs must consider
the use to which the potential partner to the agreement would put the space. Potentially
controversial uses are to be avoided. For example, VA medical centers will neither share nor sell
the use of space for abortion services, the sale of alcohol or firearms, fireworks, gambling
activities, partisan political activities, correctional-system activity, storage or processing of
hazardous materials, billboards, or purposes which would violate community standards.

d. VA medical centers may use medical care appropriation funds only under the non-
recurring maintenance (NRM) program to make improvements to VHA space for use by a
sharing partner.

e, Sharing partners may use their own resources to make capital improvements to existing
VHA space. However, VA Central Office must approve the proposed VA medical center-
sponsored (NRM) or partner-sponsored capital improvements in advance.

f. VA medical centers must require that the sharing partner comply with the minimum wage
requirements of the Davis-Bacon Act (40 U.S.C. Section 276a) when renovating or improving
VHA space, even though Federal appropriated dollars will not be directly spent on the
construction project.

g. Neither major nor minor construction program funds may be used to renovate or improve
space solely for the purpose of use by a sharing pariner.

h. Proposals involving new construction, not just renovation of existing space, must be
submitted under the Enhanced Use Lease Program, and not under the sharing authority, in order
to share the use of space, as defined by 38 U.S.C. Section 8133.

i. Sharing use of space proposals usually cannot entail providing the sharing partner with
supplies. However, providing supplies may be considered only if the supply component is a
minor portion of the total cost to the sharing partner.

(1) It is important to note that a VA medical center must be sharing or selling the use of
space, not the related supplies under the guise of selling or sharing the use of space. For
example, agreements for use of VHA space by a sharing partner to provide inpatient hospital
care 1o their own patients may be developed under this authority, if the space in question is
discrete from VHA inpatient beds, the space is staffed by the sharing partner’s physicians and
nurses, and the partner operates its own admission and discharge system,

(2) Agreements for the use of space cannot include provisions to furnish any supplies
directly 1o the sharing partner (e.g., agreements can provide for furnishing prepared meals, but
not for furnishing unprepared subsistence supplies).

(3) Agreements of this nature are considered to be use ol space, equipment, and support
services, nol as agreements for VHA to provide inpatient care, This kind of proposal, i.e., one
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which involves sharing both space and services, must be reviewed by the CAMPS Office and
VHAs Medical Sharing Office (176) as well as VA Central Office’s Rapid Response Team
(RRT).

j. Under no circumstances may a sharing partner sublet the use of VHA space obtained
through a use of space sharing agreement.

k. Historically, use of space sharing agreements for up to 20 years total have been executed
under this Authority. However, it is now required that the initial or base period covered by a
sharing agreement for the use of space is not 10 exceed 5 vears, with VHA retaining options to
renew the original agreement in | to 5 year increments after the first 5-year (base) period, fora
total time period not to exceed 10 years, NOTE: For base periods envisioned beyond 5 years or
total time periods exceeding 10 years, VA medical centers and VISNs are required to utilize the
Enhanced Use Lease Program,

|. Use of space proposals that exceed $700,000 annually, $7 million over the life or term of
the agreement, or $1 million in capital investment (i.e., Non-recurring Maintenance (NRM)
program funds) are subject to initial CAMPS review, followed by a VA Central Office technical
and legal review of the draft sharing agreement, a VHA Capital Asset Board (CAB) review, as
well as a review by the VA Capital Investment Board (CIB). Since this requires additional
review time, VA medical centers and VISNs must submit such proposals at least 8 months in
advance of desired agreement execution.

m. VA medical centers may not enter into commercial loans for any purpose. VHA may not
make capital investments in either facility improvements or in the purchase of additional
equipment to accommodate unknown future requirements solely for the purpose of obtaining
remuneration for use of VHA space.

n. VA medical centers may respond with proposals and bids to solicitations for sharing space
issued by any appropriate potential sharing partner. Such proposals must first receive concept
approval from the CAMPS Office and RRT. Regional General Counsel must review any
resulting draft agreement with projected revenues up to $700,000 annually prior to submittal to
the potential sharing partner for signature. After VA Central Office concept approval, draft
agreements with projected revenues totaling over $700,000 annually, or with NRM outlays in
excess of $1 million, must be submitted to all appropriate parties, including VA Central Office
for technical and legal review, before any parties sign a use of space sharing agreement.

0. All use of space sharing proposals or CPs must contain the required information, and be
accompanied by required certifications as outlined in Appendix A and Appendix B.

p. All proposals approved by YA Central Office proceed to the agreement stage, where they
must comply with all VA and applicable other governmental regulations,

5. RESPONSIBILITIES OF THE VA MEDICAL CENTER DIRECTOR

Each VA medical center Director is responsible for:
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a. Ensuring that if sharing agreements for VHA space with any health care provider (or
virtually any other appropriate entity; group of individuals: corporations: associations;
partnerships; Federal, State, or local governments; or individuals) are planned, they are not with
VA or other Government agency employees for their personal use or the use of companies
owned by them.

b. Giving high-priority consideration to sharing space with homeless veteran service
providers that are planning to develop supportive housing programs or service centers, either
through funding that can be made available through VA’s Homeless Providers Grant and Per
Diem Program, or through other Federal, State or local funding sources (see App. G).

¢. Submitting completed and correctly formatted sharing of space CPs (see App. A and App.
B) to the CAMPS Office by electronic mail at least 2 weeks prior to planned execution of the
sharing agreement. At the time of electronic submission to the CAMPS Office,
VA medical centers are required to send a simultaneous copy to the attention of the Office of the
Assistant Deputy Under Secretary for Health for Operations and Management (10N). Sharing of
space CPs that propose sharing space with homeless veteran service providers must also be
forwarded simultaneously to the Associate Chiel Consultant, Health Care for Homeless Veterans
(116E). NOTE: Proposals to share space with Child Care Contractors must be sent
simultaneously to the National Child Care Program Manager (1042).

{1) Exception 1 (to the submittal timing). Proposed use of space CPs that entail less than |
week in duration and/or gross less than $2,500 in total revenues may be submitted | week prior
to planned execution. Examples include: | or 2-day rental of a parking lot for a community
charity walk and/or run, or a one-time use of conference room or similar type of non-medical or
technical space.

{2) Exception 2. Use of space proposals and resulting draft agreements with projected high
revenues or high capital investment cost, as outlined in subparagraph 41, need to be submitted
with results of a formal market survey and cost benefit analysis, in addition to the requirements
outlined in Appendix A and Appendix B for VA Central Office technical and legal review.

d. Ensuring that all proposals other than those of the type noted in subparagraph Sc(1) must
be based upon an assessment of the current market and must utilize a business team approach
employing the following individuals and skills: contracting officer with the authority to share or
sell; financial analyst or business manager; Regional General Counsel; local human resources
specialist, and as advisable, union representation; and an applicable program official, as
appropriate. When a use of space proposal involves a homeless veteran service provider who
intends to develop a supportive housing program or a service center, the VA business team
considering the proposal needs to include the VA medical center's Health Care for Homeless
Veterans (HCHV) Program Coordinator. NOTE: The responsibilities and determinations to he
made during the course of the business teamwork are outlined in Appendix E.

¢. Obtaining needed certifications and filing locally and/or submitting to VA Central Office

{see App. A and App. B) with electronic submission of the concept proposal to the CAMPS
Office within specified time frames (see subpar. 5a).

000065



VHA HANDBOOK 1820.1 March 7, 2005

f. 1f the duration to share space exceeds 30 days, obtaining approval to submit the proposal
from the VISN Director, or designee, prior to emailing to VHA's CAMPS Office. NOTE: Any
previously granted blanket pre-approval or permission to proceed to agreement stage without
prior CAMPS Office approval is rescinded.

g. Ifthe duration to share space is less than 30 days, notifying the respective VISN as they
are about to electronically submit a proposal to share space to the CAMPS Office. NOTE:
Including the VISN Office in the electronic mail simultaneously may be permitted {f the VISN has
pre-authorized such procedure.

h. Securing Regional General Counsel review prior to all parties signing the agreement,
following VA Central Office concept approval, for agreements totaling less than $700,000
annually. For proposals projecting high revenue or high capital investment costs, VA medical
centers must submit both the proposal and subsequent drafi agreement to the CAMPS Office for
VA Central Office technical and legal review prior to any party signing the agreement.

i. Incorporating any changes to proposed agreements as required by VA Central Office legal
and technical review, if the agreement’s projected revenues total more than $700,000 annually.
before the sharing agreement is signed and executed, 11 the proposal has projected revenues
totaling less than $700,000 annually, any changes required by the CAMPS Office, or Rapid
Response Team (RRT), must be incorporated before the sharing agreement is signed and
executed.

j. Surface mailing a copy of the signed sharing of space agreement to the CAMPS Office,
within 5 business days of all parties signing the agreement.

k. Monitoring performance at least every quarter and taking appropriate action to correct
problems promptly. This involves the ongoing collection and maintenance of data in the sharing
agreement file at the VA medical center level and entering quarterly and year-end data into the
database described in following subparagraph 51.

I. Entering required data ml::r the Office of Facilities Management Space and Functional
database at: http: a.gov/cis/ when submitting an electronic copy
of a CP, and again within 5 business days ul" VA medical centers receiving CP approval from VA
Central Office, as well as at the time the agreement is signed by all parties and quarterly
thereafter until its conclusion. It is essential to VHA's credibility that its Space and Functional
database is accurately and timely maintained in order to demonstrate VHA's commitment to
responsible capital asset portfolio management, and provide needed information in response to
short turn around Congressional, Government Accountability Office, and other information
requests.

6. RESPONSIBILITIES OF VISN DIRECTORS

VISN Directors are responsible for ensuring that:
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a. VA medical center proposals to share space comply with known or anticipated mission
analyses and preferred or approved Capital Asset Realignment for Enhanced Service (CARES)
related options.

b. VA medical center proposals represent the best deal for VA and America’s veterans and
laxpayers.

¢. VA medical center proposals to share space are given priority consideration to homeless
veteran service providers who are planning to develop supportive housing programs or service
centers for homeless veterans. Proposals to share space with homeless veteran service providers
must identify modest prices for use of space that reflect the VA medical center’s consideration of
the value and cost effectiveness of community-based service organizations partnering with VA
medical centers to jointly serve homeless veterans.

d. All information required by VA Central Office must be submitted in the proper format at
least 2 weeks or 9 months (the latter for high revenue and/or capital investment proposals) prior
to the desired agreement execution date by any VA medical center within that VISN's
jurisdiction. NOTE: For exceptions see subparagraph Sc.

e. VA medical centers under the VISN’s jurisdiction must adequately maintain VHA s
OffTice of Facilities Management Space and Functional database.

f. VA medical centers under the VISN's jurisdiction must provide appropriate monitoring to
ensure an acceptable level of performance for sharing use of space agreements,

7. RESPONSIBILITIES OF VA CENTRAL OFFICE

a. The CAMPS Office (182) is responsible for reviewing and notifving VA medical centers
of the status of their proposal by electronic mail within 3 business days of receipt of their
proposal. The CAMPS Office reviews concept proposals to verify all required information and
certifications are present and acceptable. NOTE: Typically a CAMPS Office review takes no
more than 3 business days. The CAMPS Office then forwards the proposal to the VA Central
Office RRT.

b. The VA Central Office RRT is responsible for reviewing and approving or disapproving
the sharing use of space concept proposals generally within 5 working days of receipt of such
proposals. The RRT is comprised of a representative of the CAMPS Office. VA’s Office of
General Counsel (025C) and VA's Office of Acquisition and Materiel Management (049A5A).
When concept papers involve sharing space to accommodate research activities, the VA Central
Office RRT review process must include the VHA Office of Medical Research Service (121D).
When concept papers involve sharing space to accommodate homeless veterans, the VA Central
Office RRT review process must include the VHA Office of Mental Health and Behavioral
Science (116E). NOTE: Proposals to share space with Child Care Contractors must be sent
simultaneously to the National Child Care Program Manager (1042).

¢. The CAMPS Office notifies the proposal initiator by electronic mail of the decision
reached by the RRT, CAB, and/or CIB within 2 business days of the VA Central Office decision,
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8. POST VA CENTRAL OFFICE APPROVAL: PREPARING THE SHARING
AGREEMENT DOCUMENT

a. Before it is signed by the VA medical center’s designated contracting authority and the
sharing partner, Regional General Counsel must have a final review of any proposed sharing
agreement projecting revenues under $700,000 annually, following CAMPS and RRT approval
of the concept paper.

b. It may be appropriate for VA medical centers to pay prorated damages to a sharing partner
in the event that VHA must terminate a use of space agreement before the time specified for the
agreement, particularly if the sharing partner has made a significant capital investment in the
space, but only if provisions for damages are included in the terms of the initial agreement.
NOTE: See Appendix C for the provisions that must be included in any sharing agreement
invelving liability payments from a VA medical center.

c. Ifa VA medical center chooses to utilize NRM funds to render the space acceptable to the
sharing partner, after VA Central Office approval of the concept, the sharing agreement revenues
need to reflect a prorata reimbursement of expended NRM funds over the term of occupancy,

d. A hard copy of certification(s) must be placed in the sharing agreement file maintained at
the VA medical center, and in identified instances, must be submitted with the proposal, as
indicated in Appendix A and/or Appendix B. In addition, a hard copy of the executed sharing of

space agreement must be sent to the CAMPS Office (182C), within 5 workdays of the agreement
award date.

e. All agreements for sharing space must be in writing.

f. Terms to be included in the agreement must include:

(1) The ability to cancel the agreement il unforeseen future circumstances result in VHA
failing to meet the requirements of 38 U.S.C. 8153, i.e., particularly in regard to the unforeseen
reduction of services to veterans, or as a result of mission analysis, among other extenuating
conditions;

(2) The time period covered by the agreement;

(3) Any mechanisms [or adjusting prices;

(4) What, if any, liability is to be assumed by VHA for failure to perform;

(5) Holding the sharing partner harmless and indemnifying VHA from claims, losses,

damages, liabilities, costs, expenses or obligations arising out of or resulting from the sharing
partner’s wrongful or negligent conduct in the performance of this agreement: and
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(6) Other items as: quantities, billing and payment terms, deadlines, quality, environmental
issues, security, hours of operation, manpower commitments, ability to deliver services as
required, performance management, reporting, and others as appropriate.

NOTE: With very few exceptions, all terms and conditions are negotiable.
9. POST VA CENTRAL OFFICE APPROVAL; AGREEMENT STAGE

a, All proceeds from agreements for the use of VA space under the use of space Sharing
Authority must be deposited into the correct medical care appropriation account at the VA
medical center in order to benelfit veterans. These proceeds need to be coded as directed by
VHA'’s Financial Management System (FMS), or any subsequent system developed and
promulgated by VHA’s Office of Financial Management (17).

b. Reimbursement Rates (e.g., prices or costs plus inflation, as applicable) must be
negotiated in the best interest of VHA, America’s veterans, and taxpayers.

¢. VA medical centers must enter required data into the Office of Facilities Management
Space and Functional database, at the Sharing Use of Space tab, found at:
hitp://vaww.vhacowebapps.cio.med.va.govicis/ , upon submittal of the proposal, 5 days after the
agreement is signed, and at the end of each quarter thereafter for the life of the agreement.

10. REFERENCES
a. Title 38 U.5.C. Section 8153,

b. VA Acquisition Regulations (VAAR) at VAAR 801.602 and 801.690.

c. VA Directive 7401.3.

d. VA Handbook 7401.3.

e. VA Directive 8500,

[. VA Directive 4560.

g. VA Handbook 4560.1.

h. VA Handbook B500.

i. The Managerial Cost Accounting Implementation Guide.

Jo M-1, Part V1L Chapter 6.

k. YHA Directive 1660.1.

I. VHA Handbook 1660.4.
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m. VHA Handbook 1006.1.

n. General Services Administration (GSA) Bulletin FPMR D-242: “Placement of
Commercial Antennas on Federal Property.”

o. Title 38 Code of Federal Regulations (CFR) 61.0: *VA's Homeless Providers Grant and
Per Diem Program.”

p. VA Handbook 7545.

10
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APPENDIX A

GENERAL FORMAT FOR SUBMITTING AND EXECUTION OF CONCEPT PAPERS
TO SHARE SPACE

1. Requirements

a. Department of Veterans Affairs (VA) medical centers proposing to share the use of space
entailing less than 30 days in duration and/or only grossing less than $2,500 in total revenues,
need to complete items in subparagraphs 2a through 2k, then electronically submit the concept
paper to 182C, 1 week prior to the planned execution date.

b. For proposals with durations greater than 30 days, or grossing revenues less than
$700,000 annually. complete this Appendix. Electronically submit the concept paper to 182C,
and file and/or mail certifications at least 2 weeks prior to planned execution date.

¢. For proposals grossing greater than $700,000, or needing greater than $1.0 million in non-
recurring maintenance (NRM) funds, submit Appendix A together with formal market survey
results and cost benefit analysis at least 9 months prior to planned execution.

d. VA medical centers must enter required data into the Office of Facilities Management
Space and Functional database, at the Sharing Use of Space tab, found at:
http://vaww.vhacowebapps.cio.med.va.gov/cis/ . The required data must be entered at the
following times:

(1) At the time the proposal is submitted:
(2) Five days after the agreement is signed; and
(3) At the end of each quarter thereafier for the life of the agreement.

2. Submittal of Coneept Paper. In submitting a Concept Paper (CP), the VA medical center’s
sharing coordinator, or designee, must provide or identify the following:

a. The VA medical center name and facility number requesting the concept approval.

b. The Veterans Integrated Service Network (VISN) name and number endorsing the
concept.

c. The VA medical center and VISN contact persons and telephone numbers,

d. The resource, gross square footage, and location of the asset to be sold or shared.

¢. The name and address of the sharing partner.

f. The term of the agreement (base period and length of options in years). NOTE: Sharing

use of space proposals entails | to 3 vears as the base period, and 1 1o 3 yvear optional terms, as

A-1
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appropriate, up to a total of 10 vears. The time frame for notifving the sharing partner of VA's
discretion to terminate the agreement can be 30, 60, or 90 days or, at maximum, 180 days.

g. The costing methodology or basis of reimbursement rate.

h. The market rate in the private sector for comparable space (e.g., dollars per net usable
square feet).

i. The dollar and/or other Veterans Health Administration (VHA) outlays (e.g., construction
and/or renovation, utilities, telephones, etc.) that are involved in this proposal. In addition,
proposals must identify what, if any, capital improvements and cost will be incurred by the VA
medical center and in which fiscal year.

J. An estimate of the annual operating costs (e.g., utilities, security and maintenance).

k. An estimate of the total gross revenues, by year, and for the life of the proposal (provide
table) with inflation factor built into the charge for the space, if term exceeds | vear,

1. Identify sharing partner’s proposed capital expenditure (if any) by year.

m. Certify in the proposal and retain the evidence in the VA medical center’s sharing
agreement [ile if this proposal is:

(1) Recovering, at a minimum, all operating costs (utilities, space maintenance, security,
etc.).

(2) Charging market rate for the space.

{3) Beneliting veterans.

(4) Ensuring that the partner complies with all applicable VHA and VA codes and
regulations, including handicapped accessibility and historic preservation, NOTE: VA medical
centers may choose to make this part of the actual agreement, after VA Central Office approval
of proposal.

n. Generally, all sharing agreements must be offered to the public. in order to obtain an
outcome in the best interest of VHA. America’s veterans, and taxpayers. 1f the sharing

agreement is not offered to the public (competed), then proper justification must be provided.

(1) Simply stating that the proposed sharing agreement is with an affiliate or a homeless
veteran service provider is adequate justification in this instance.

(2) In all other cases when the sharing agreement was not offered to the public, full
justification must be provided.
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0. Describe and quantify how current, not potential future, veterans will benefit from this
proposed agreement. NOTE: A narrative alone is not sufficient,

p. ldentify how patient privacy, VA computer systems, overall security of the space and
those using it will be handled if the public present potentially harmful or disruptive behavior, or
if a participant becomes sick or injured and needs immediate attention.

¢. Obtain VISN concurrence with the proposal. The proposal the VISN concurrence, and
the VISN certification that this proposal conforms to mission analyses and preferred planning
options must be submitted at the same time, either electronically or by surface mail, to the
Capital Asset Management and Planning Service (182C) Office.
el
3. Execution of Sharing Agreement. Following VA Central Office’s approval of the CP, the
VA medical center’s sharing coordinator, or designee, must:

a, Mail a copy of the signed sharing agreement to (182C). Department of Veterans Affairs,
810 Vermont Avenue. NW, Washington, DC, 20420.

b. Retain in the sharing agreement file at VA medical center, the required established system
of monitoring, evaluation, and correction (if needed) of the sharing partner's and the VA medical
center’s performance at least biannually.

¢. Enter the required data into the Office of Facilities Management's Space and Functional
Database, found at: http://vaww.vhacowebapps.cio.med.va.gov/cis/, at the following times:

(1) At the time the proposal is submitted;
(2) Five days after the agreement is signed; and

(3) At the end of each quarter thereafier for the life of the agreement.
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REQUIREMENTS FOR SUBMITTING PROPOSALS TO SHARE SPACE FOR
ANTENNAS, WHETHER GROUND-BASED OR TO BE PLACED ON ROOFTOPS

Department of Veterans Affairs (VA) medical centers proposing to share use of space for
antennas, with durations greater than 30 days and, if projected revenues or non-recurring
maintenance (NRM) expenditures do not exceed the limits noted in Appendix A subparagraph
lc, must submit the information needed in Appendix A and Appendix B, at least 2 weeks prior to
the desired execution of the sharing agreement. For antenna-related proposals grossing revenues
greater than $700,000 per year or generating over $7 million in total revenues over the life of the
proposed sharing agreement and/or needing greater than $1 million in NRM funds, VA medical
centers must complete and email the information needed in Appendix A and Appendix B at least
8 months prior to anticipated signing of the agreement. At the same time file and/or mail
applicable certifications described in Appendix A and Appendix B.

1, License. If this is a concept paper (CP) for a license, medical centers are to follow Veterans
Health Administration policy. NOTE: Use of licenses results in revennes being paid to the
United States Treasury, and not to the VA medical center.

2. Proposed Sharing Agreement. [fthis is a proposed sharing agreement. the VA medical
center sharing coordinator, or designee, must, through or with concurrent notification of the
respective Veterans Integrated Service Network (VISN), complete the following:

a. Provide the information required in Appendix A,

b. Electronically or surface mail VA medical center statements certifying that the
simultaneously mailed proposal complies with:

(1) Federal, State, and local ordinances. NOTE: To facilitate each local agreement, VA
medical centers must document that they have conferred with the county planning agency
(concurrence with the VHA plan or proposal is recommended, but it is not required), and that
they have placed a public notice in the main local newspaper advising the comnunuty of their
intent, with a 30-day window for public comment.

(2) Environmental Protection Agency guidelines and regulations governing such usage.

(3) General Services Agency (GSA) guidelines and regulations per GSA Bulletin Federal
Property Management Regulation (FPMR) D-242, *Placement of Commercial Antennas on
Federal Property.”

(4) VA and Federal Historic Preservation Law and regulations. NOTE: All monopoles or
rooftop antennas must go through the Historic Preservation process outlined at Appendix F,
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c. If the projected revenues are greater than $700,000 annually, and/or require NRM capital
investment by the VA medical center totaling more than $1 million, a cost benefit analysis and
formal market survey results must be submitted and attached to the CP,

d. Obtain the VISN Director’s, or designee’s, concurrence with the proposal and VISN
certification that this proposal conforms to mission analyses and to preferred planning options.
Email this with the concept paper (App. A and App. B) to (182C), Department of Veterans
Affairs, 810 Vermont Avenue, NW, Washington. DC, 20420,

e, Enter the required data into the Office of Facilities Management’s Space and Functional
Database, found at: hup:/vaww.vhacowebapps.cio.med.va.gov/cis/, at the following times: at
the time the proposal is submitted; 5 days afier the agreement is signed; and at the end of each
quarter thereafter for the life of the agreement,
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SHARING AGREEMENT PROCEDURES AND REQUIREMENTS FOR LIMITING
VA'S LIABILITY IN THE EVENT OF EARLY TERMINATION

1. Department of Veterans Affairs (VA) medical center contracting officers must:

a. Prorate the amount of damages that the VA medical center will pay if the agreement is
terminated earlier than agreed upon:

b. Limit the Veterans Health Administration’s (VHA) liability to the amount of appropriated
funds available to the VA medical center at the time payment is made: and

¢. State that VHA does not promise that Congress will appropriate additional funds to meet
any deficiency in the event that damages must be paid.

2. In the event that damages are to be paid in accordance with the terms of an agreement, the

VA medical center is responsible for the payment of the damages from the Medical Care
Account.
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REIMBURSEMENT RATES

I. Department of Veterans Affairs (VA) medical centers must consider local commercial market
rates for similar space, as well as the full cost as defined by the Federal Accounting Standards
Advisory Board, for providing the service when negotiating reimbursement rates. VA medical
centers must incorporate an annual inflation adjustment to multiple year agreements to ensure
maintenance and operating costs, including utilities” future costs, continue to be at least recouped
if not exceeded. VA medical centers are encouraged to maximize revenue generated from the
sharing of space under this authority except when sharing space with homeless veterans service
providers (see following par. 2). Prices may be established above full cost.

2. In setting reimbursement rates for homeless veteran service providers, VA medical centers are
to be sensitive to the partner’s ability to help VA meet its mission of providing assistance to this
high priority patient population. In these cases, VA medical centers are not encouraged to
maximize revenue generated from the sharing of space, but rather, are encouraged to recognize
the value and cost effectiveness of the services that are being made available to homeless
veterans. VA medical centers must take into consideration the potential costs that would be
associated with residential services and support services that could be incurred by VA medical
centers if these services were not made available by community-based partners. Local direct
cost, associated with providing the services, needs to be the starting point for negotiating
reimbursement rates.

3. In setting any reimbursement rates, VA medical centers must be sensitive to private sector
perceptions that Federal funds are being used to subsidize operation costs, that the Veterans
Health Administration (VHA) pays no State, local, or Federal taxes, that VHA is not borrowing
money at interest to finance construction and new equipment purchases, and that VHA is able 1o
set an artificially low price for services.

4, The rationale and justification for all price determinations must be fully explained,
documented, and maintained in the agreement file, This must be sent, with a hard copy of the
executed agreement, to either the Capital Asset Management and Planning Service Office (for
sharing of space) or to the Medical Sharing Office (176) for sharing or selling health care
resources other than space.
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DETERMINATIONS REQUIRED PRIOR TO SIGNING SHARING OF SPACE
AGREEMENTS

1. Determination of Capacity. The Department of Veterans Affairs (VA) medical center team
must determine that sufficient capacity exists, or can be generated, to handle the work associated
with the sharing or selling opportunity. This includes a determination that the proposed activity
will not diminish existing levels of services to veterans, and that the agreement is necessary
either to maintain an acceptable level or quality of care or to improve services to veterans. Any
revenue generated from the agreement must be used to benefit veterans. Decisions to share
space need to be based on sound business principles. The team must be able to document how
VA benefits from the sale of the resource,

2. Determination of Costs. Both local direct costs and full costs must be determined. There is
no single costing methodology that fits all circumstances. Good judgment must be exercised in
choosing the methodology most appropriate to the resource in question. The methodology
chosen for determining costs must be documented and the cost worksheets maintained in the
agreement file.

3. Determination of a Fair Price. In establishing a price for the resource, the team must take
into account local direct costs, full costs, and local market prices for the same resource. Local
market prices can be obtained through market surveys and third-party rates. In most instances,
prices need to be set comparable to prices in the commercial market. VA is not limited to
recovering full cost in setting a price. The team must determine a price that is in the best interest
of the Federal Government. If, and only if, the agreement is necessary to maintain an acceptable
level or quality of care, such as supportive housing and services available for homeless veterans
in service centers, it may be determined to be in the best interest of the Federal Government to
establish a price that is below full cost. Otherwise, the price must be established at, or above,
full cost. The team must document the rationale used in determining a price.

4. Determination of a Negotiating Range. The team must develop a range of prices to be used
in negotiations and in developing a negotiating strategy. The range may include considerations,
such as: volume discounts or a multi-tiered pricing structure, community needs, and effects on
relationships with potential sharing partners. It may be necessary to identify a break-even point
and establish a price floor below which VA will not negotiate, even if the end result is failure 1o
reach agreement. In no instance will any agreement be executed if the revenues to be received
do not recover local direct costs.

5. Determination of Space. Determination that the space available has first been considered as
a possible site for making supportive housing or service centers available to homeless veterans,

6. Determination of Marketing Approach. Market research may be a critical step involving
an assessment of the existence of potential partners, or an assessment of community needs or
potential niche markets as examples. Any market research needs to be documented. When VA
chooses to offer services on the open market, reasonable competition occurs.
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a. Potential buyers are afforded the opportunity to offer bids for a VA resource. Notice may
be made to the public through the Commerce Business Daily (CBD), or other media as
appropriate. In other circumstances where a potential partner approaches VA, VA may decide lo
sell the resource directly to the soliciting buyer, Factors to be considered in making these
decisions may include: the relationship with the potential buyer, the market demand for the
resource, the political sensitivity of the potential agreement, community needs, the value and
effectiveness of on-site community-based supportive housing or service centers for homeless
veterans or other factors that may make the offer in the best interest of the Federal Government
based on criteria other than price.

b. VA medical centers may prepare and submit bids in response to solicitations announced
and open to the public for response.

7. Determination of the Impact of the Proposed Sale on Accreditation. The team must make
an assessment of any potential impact of the proposed sale on accreditation, such as: the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO), College of American
Pathologists (CAP); facility licensing; licensing of employees; credentialing and privileging; risk
management; elc.

8. Determination of Conflict of Interest. Government business must be conducted ina
manner above reproach and. except as authorized by statute or regulation, with complete
impartiality and with preferential treatment for none, Transactions relating to the expenditure of
public funds require the highest degree of public trust, and an impeccable standard of conduct.
The general rule is to strictly avoid any conflict of interest or even the appearance of a conflict of
interest. While many Federal laws and regulations place restrictions on the actions of
Government personnel, their official conduct must be such that they would have no reluctance to
make a full public disclosure of their actions. With regard specifically to sharing of space.
buying and selling to the same entity violates this provision.

9. Determination of Impact. The team must make a determination of impact of the proposed
sale on other programs or elements in the facility. In addition, VA medical centers and Veterans
Integrated Service Networks (VISNs) must assess and base decisions upon the likely outcome of
mission studies.

10. Determination of Potential Liability. The team must make a determination of the potential
liability for failure to perform under the terms of the agreement as well as other liability issues.
Contingency plans need to be developed to allow the facility to meet performance requirements
under foreseeable circumstances, or the agreement needs to detail circumstances under which
VA would not be expected to perform.
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NOTES AND REFERENCES REGARDING HISTORIC PRESERVATION

1. Department of Veterans Affairs (VA) medical centers and Veterans Integrated Service
Networks (VISNs) are advised that when any visual change is being considered at a historic
property, the Veterans Health Administration (VHA) must, by law, go through the National
Historic Preservation Act Section 106 (codified at Title 36 Code of Federal Regulations Part
800) compliance process prior to any approvals for that change. For example, any monopole or
rooftop antenna (past, present, future) must go through the process. Approving Officials in VA
Central Office must see evidence that this compliance process has been completed by the
requesting facility or by the VISN prior to granting approval.

2. National Historic Preservation Act Section 106 compliance information can be found in the
Cultural Resource Management Directive and accompanying Handbook 7545, These can be
accessed at: hupwww.va.gov/facmpt/historic/Requirements.asp. This set of VA information
and policy clearly places responsibility for ensuring historic preservation compliance on the VA
medical center program official overseeing the action that affects the historic property.

3. The VA medical center program manager or approving official is responsible for
documenting evidence of compliance and maintaining such documentation in the sharing
agreement file. NOTE: The requesting field officials are the ones in the best place to actually
accomplish the compliance and start the paperwork and discussions with the preservation
reviewers, beginning with the State Historic Preservation Officers.

4. VHA’s Historic Preservation Program Manager can be reached at 202-565-5680 for further
information or guidance.
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SUPPORTIVE HOUSING AND SERVICE CENTERS FOR HOMELESS VETERANS

1. Homelessness among veterans in the United States (1.5.) has been, and continues to be, a
significant problem. Current estimates indicate that on any given night approximately 200,000
veterans are homeless and more than twice that number experience an episode of homelessness
over the course of a year. Over 80 percent of homeless veterans suffer from serious mental
illnesses or substance abuse disorders.

2. Among homeless veterans, approximately 35,000 veterans are estimated to be chronically
homeless. The U.S. Interagency Council on Homelessness (ICH) defines a chronically homeless
person as an unaccompanied homeless individual with a disabling condition who has either been
continuously homeless for | year or more or has experienced four or more episodes of
homelessness over the course of 3 years, The President’s Management Agenda has identified
ending chronic homelessness by 2012 as a high priority. This priority 1s supported by a
legislative goal for the Department of Veterans Affairs (VA) to assist in ending chronic
homelessness among veterans within the same time frame,

3. Each year VA medical centers host a strategic planning meeting or series of meetings with
representatives from other Federal agencies, state and local governments and community-based
service providers to identify the unmet needs of homeless veterans and to develop action plans to
meet those needs. This planning process, known as VA's Community Homelessness Assessment
Local Education and Networking Groups (CHALENG) for Veterans, has identified access to
supportive housing and service centers as two of the top unmet needs of homeless veterans for
the past decade.

4. Making under utilized space available at a modest price to community-based homeless
veterans service providers for supportive housing and service centers through sharing agreements
supports the President’s Management Agenda, VA’s legislated goal, and VA-community
planning strategies to address the needs of homeless veterans. VA medical centers and Veterans
Integrated Service Networks™ (VISNs') must give high priority for sharing use of space

agreements with organizations that are planning to develop supportive housing or service centers
for homeless veterans.,

5. In determining charges to homeless veteran service providers who are planning to develop
supportive housing programs or service centers, VA medical centers need to consider the
therapeutic value of these services and the cost-effectiveness of partnering with community-
based organizations to jointly address the needs of homeless veterans. Homeless veterans’
access 1o supportive housing and service centers offers an alternative to prolonged and
unnecessary hospitalizations. VA medical centers need to recognize that community-based
service providers are most likely to be funded through Federal, State, or local grants and/or
donations from charitable foundations. Many of these organizations may be seeking funds to
establish and maintain programs through VA's Homeless Providers Grant and Per Diem
Program. While these organizations may have multiple funding sources, they typically function
with only minimal resources available to cover the cost of basic operating expenses. VA medical
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centers must make every effort to charge modest prices to allow for reimbursement of the VA
medical center’s local direct cost associated with the sharing of space agreement. Modest

charges for use of VA space allows community-based service providers to commit more of their
resources to staffing and other direct support for homeless veterans.
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Department of Veterans Affairs VA Handbook 7401.3
Washington, DC Transmittal Sheet
December 3, 1998

SELLING AUTHORITY CERTIFICATION PROCEDURES

1. REASON FOR ISSUE. This handbook establishes the procedures for
selection, appointment, and termination of selling officials. Selling officials are

defined as those persons granted authority to enter into sales agreements, as
referenced by Veterans Affairs Acquisition Regulation (VAAR) 801.602(a)(l).

2. SUMMARY OF CONTENTS/MAJOR CHANGES. This handbook sets forth
the procedures and requirements for the management control of the selection,
appointment, and termination of selling officials recommended by their
organizational sponsors to meet the needs of their respective organizations
under Public Law (Pub. L.) 104-262, Sections 8151 through 8153 of 38 United
States Code (U.S.C.), otherwise known as Enhanced Health Care Resources
Sharing Authority.

3. RESPONSIBLE OFFFICE. Acquisition Resources Service (95), Office of
Acquisition and Materiel Management. Questions can be directed to the
Acquisition Policy Team (95A) at (202) 273-8818.

4. RELATED DIRECTIVE. VA Directive 7401.3, Selling Authority Certification.

5. RECISSIONS. None.

CERTIFIED BY: BY¥DIRELCTION OF THE SECRETARY
OF VEFERANS AFFAIRS:

Edward A. Powell, Jr.
Assistant Secretary for Management

Distribution; RPC 7029
FD
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SELLING AUTHORITY CERTIFICATION PROCEDURES
1. Purpose.

The purpose of this handbook is to provide management control procedures for
the selection, appointment, and termination of selling officials under the
Enhanced Health Care Resources Sharing Authority (Public Law 104-262,
Sections 8181 through 8153 of 38 United States Code) other than senior level
(unlimited) contracting officers.

2. Requests for Appointment:

a. When recommending a candidate to be a selling official, the
recommending official (the facility director or network director) shall submit, in
writing, to the Procurement Executive, via the Acquisition Administration Team
(95B), the following, as a minimum:

(1) Background information:

(a) Candidate's name, position title (give supervisory or
organizational fitle if applicable), posifion series and grade.

(b) Summary of candidate's responsibilities, including
responsibilities for selling materials and services under the Enhanced Health
Care Resources Sharing Authority cited above.

(c) In cases of new appointments necessitated by change of facility or
position, the candidate’s current or prior selling official appointment, including
facility, location, and date of appointment.

(2) A certification, required to be submitted by the recommending

official, shall state that the candidate maintains high standards of conduct, and
there are no documented problems of apparent and/or actual conflicts of interest.

(3) A separate qualification statement signed by the candidate shall
accompany the recommending official’'s request. The qualification statement
shall include the following information:

(a) Name of candidate.

(b) Relevant experience within the last 5 years. Relevant experience is

that experience which bears upon the candidate’s business acumen, such as
management, contracting, finance, law, or marketing;

3

000084




VA Handbook 7401.3 December 3, 1998

(c) Educational and training background, including details of
specific courses, certificates, diplomas, or degrees pertaining to business
knowledge, such as management, contracting, finance, law, or marketing;

(d) Candidate’s signature and date of signature.

(4) Specific limitations, if any, requested to be placed upon the
appointment, such as dollar limitation, expiration date, or items to be sold;

(5) A certification, required to be submitted by the recommending official,
that the candidate has a working familiarity with the provisions of the Enhanced
Health Care Resources Sharing Authority cited above, relevant to selling. This
certification shall state how the candidate acquired the working familiarity (i.e.,
on-the-job training, experience, attendance at symposia or seminars, etc.).

3. Qualifications.

The Acquisition Administration Team (95B) will review all requests for
appointment before forwarding them to the Procurement Executive to ensure the
statement of the candidate’s qualifications and other details are clear and
complete.

4. Appointment.

a. The Procurement Executive is authorized to appoint selling officials in
writing on Office of Acquisition & Materiel Management (OA&MM) letterhead.

b. Specific limitations, as deemed appropriate, may be imposed upon the
authority of the selling official. Such limitations will be specified in the letter of
appointment. Appointment of selling officials does not preclude the imposition of
administrative reviews or other limitations for program management purposes.

c. The original letter of appointment will be provided to the appointed

selling official. One copy of the letter shall be placed in the delegation of
authority file and another copy will be furnished to the sponsoring official.

5. Termination.
The Procurement Executive may revoke the appointment of a selling official at
any time. Recommending officials or other management officials shall submit to
the Procurement Executive, when requesting termination of a selling official,
written recommendations based on:

a. The need for the appointment no longer exists;

b. Personnel actions such as resignation or retirement; or,
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December 3, 1998 VA Hand book 7401.3

c. Cause (e.g., unsatisfactory performance, official misconduct pending
criminal or administrative investigations).

d. Term limited appointments will automatically expire at the close of
business on the last day of the appointed term. |f the last day is on a holiday or
weekend, the appointment will expire on the last business day preceding the

weekend or holiday.
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DEPARTMENT OF YETERANS AFFAIRS
DEFUTY ASSISTANT SECRETARY FOR ACQUISITION AND MATERIEL MANAGEMENT
WasinxncTon, DC 20420

IL 049-02-13
August 1, 2002

OFFICE OF ACQUISITION AND MATERIEL MANAGEMENT INFORMATION LETTER

TO: Under Secretary for Memorial Affairs, National Cemetery Administration;
Chief Facilities Management Officer, Office of Facilities Management;
Veterans Integrated Service Network Directors; Directors, VA Medical
Center Activities, Domiciliary, Outpatient Clinics, Medical and Regional
Office Centers, and Regional Offices; Directors, Denver Distribution
Center, Austin Automation Center, Records Management Center, VBA
Benefits Delivery Centers, and the VA Health Administration Center; and
the Executive Director and Chief Operating Officer, VA National
Acquisition Center

ATTN: Head of the Contracting Activity
All VA Contracting Officers

SUBJECT: Clarification of Senior Level Contracting Officers as Selling Officials

1. This information letter (IL) clarifies VA Directive and Handbook 7401.3, Selling
Authority Certification and Selling Authority Selling Certification Procedures dated
December 3, 1998.

2. VA Directive 7401.3 identifies contracting officers warranted at senior level
(unlimited) as designated selling officials by virtue of their appointment under the
Contracting Officer Certification Program (COCP). This IL clarifies that, to the extent
the contract action does not exceed the stated dollar limitation on their warrant,
contracting officers holding senior level (limited) warrants are also considered to be
“selling officials” by virtue of their appointment under COCP.

3. At the time the Directive and Handbook were written, all VA-issued senior level
warrant holders had unlimited contracting authority. Since senior level (limited)
contracting authority has similar training and education requirements as those currently
needed for senior level (unlimited) authority, there is no need for a separate or
additional authorization as a “selling official’.

4. When VA Directive 7401.3 is reissued, this change will be included.
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IL 049-02-13
August 1, 2002

5. Direct any questions regarding this information letter to Patricia Ellis, Acquisition
Policy Division (049A5A), at (202) 273-6058.

/s/ David S. Derr
Associate Deputy Assistant Secretary
for Acquisitions

Distribution: RPC 7029

000088



[.C.
REPORTS TO CONGRESS

000000



THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 21, 1999

The Honorable Bob Stump
Chairman, Committee on
Veterans' Affairs

U.S. House of Representatives
Washington, D.C. 20515

Dear Mr. Chairman:

Enclosed is the Fiscal Year 1998 annual report on sharing of
healthcare resources as required by 38 U.S.C. Section 8153(g).

The legislative changes enacted in 1996 to the Section 8153
Sharing Authority provided facility staff with a more flexible contracting
format that can be used for all community healthcare resource contracting
needs.

Our sharing programs grew 77 percent in FY 1998, and we expect
that the trend will continue in FY 1998 as VA continues to increase
healthcare value for our Nation's veterans and taxpayers.

Sincerely,

/Jr 4. wﬂ‘

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 21, 1999

The Honorable Arlen Specter
Chairman, Committee on
Veterans' Affairs

United States Senate
Washington, D.C. 20510

Dear Mr. Chairman:

Enclosed is the Fiscal Year 1998 annual report on sharing of
healthcare resources as required by 38 U.S.C. Section 8153(g).

The legislative changes enacted in 1996 to the Section 8153
Sharing Authority provided facility staff with a more flexible contracting
format that can be used for all community healthcare resource contracting
needs.

Our sharing programs grew 77 percent in FY 1998, and we expect
that the trend will continue in FY 1999 as VA continues to increase
healthcare value for our Nation's veterans and taxpayers.

Sincerely;

/-\7/0‘ 4. wﬂ

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 21, 1998

The Honorable Lane Evans

Ranking Democratic Member, Committee on
Veterans' Affairs

U.S. House of Representatives

Washington, D.C. 20515

Dear Congressman Evans:

Enclosed is the Fiscal Year 1998 annual report on sharing of
healthcare resources as required by 38 U.S.C. Section 8153(g).

The legislative changes enacted in 1996 to the Section 8153

Sharing Authority provided facility staff with a more flexible contracting
format that can be used for all community healthcare resource contracting

needs.

Our sharing programs grew 77 percent in FY 1998, and we expect
that the trend will continue in FY 1999 as VA continues to increase

healthcare value for our Nation's veterans and taxpayers.

Sincerely,

/\7.«'# 4. ,,,.,,,/:

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 21, 1999

The Honorable John D. Rockefeller IV
Ranking Member, Committee on
Veterans' Affairs

United States Senate

Washington, D.C. 20510

Dear Senator Rockefeller:

Enclosed is the Fiscal Year 1998 annual report on sharing of
healthcare resources as required by 38 U.5.C. Section §153(g).

The legislative changes enacted in 1996 to the Section 8153
Sharing Authority provided facility staff with a more flexible contracting
format that can be used for all community healthcare resource contracting
needs.

Our sharing programs grew 77 percent in FY 1998, and we expect
that the trend will continue in FY 1999 as VA continues to increase
healthcare value for our Nation's veterans and taxpayers.

Sincerely,

/J/r 4. W/"

Togao D. West, Jr.

Enclosure
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I INTRODUCTION

Title 38, U.S.C. Section B153(g) requires that a report on health care resources
sharing be provided annually to the Congress. The information in this report is
for Fiscal Year (FY) 1998.

. BACKGROUND

As an important health care resource, the VA’s health care system provides
each American community in which there is a VA medical facility with a vital part
of that area’s health care capability. The mandate and primary goal of the VA
health care system is to furnish the Nation's veterans with timely medical care of
uncompromised quality. A key component that has enabled VHA to attain this
goal is the Health Care Resource Sharing Program. A direct benefit of this
authority is to make available to veterans certain essential services that have not
been readily obtainable at their local VA medical center. [t also allows VA
facilities to provide to the community health care resources that are not utilized
to their maximum capacity.

Three types of sharing agreements are used by VA. They enable VA to: (1)
purchase resources not available in a VA facility; (2) sell resources not fully
utilized; or (3) exchange resources needed for resources not fully utilized.

VA's authority to share health care resources with any health care facility first
was enacted in 1967 for the purpose of effectively utilizing Federal and
community health care resources. In FY 1997, VA's authority to share health
care resources under 38 U.S.C. 8153 was modified. Legislative changes
allowed for greater flexibility in sharing arrangements. VA sharing partners now
include any organization (including health care plans and insurers), institution,
entity or individual. The legislative change also eliminated the restriction of
sharing to specialized medical resources so that any health care service, or any
health care support or administrative service may now be purchased or provided
by VA. These changes greatly enhance VA flexibility and opportunity to
purchase and to sell health care resources. And significantly, as the range of
sharing opportunities has broadened, the cost effective delivery of high-quality
medical care to VA patients has increased.

The VHA Medical Sharing and Purchasing Office initiates policy, furnishes
technical assistance, and provides oversight of the health care resources sharing
program. Veterans Integrated Service Networks (VISNs) and VA medical centers
(VAMCs), however, have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.
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Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.

lll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 1998

Total sharing of health care resources for FY 1998 was $173,649,111, with
resources purchased totaling $142,512,859 and resources sold totaling
$31,136,252. These totals represent a 77 percent increase in the sharing of
health care resources in the VA over FY 1997. Chart 1 reflects the growth of the
health care resaurce sharing program during the past ten years. The bars
represent the total of health care resources services sold and purchased during

a fiscal year.

Chart 1

Health Care Resources Sharing Programs
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In 1988, total health care resource sharing was $53 million. Thus, in ten years,
total sharing volume has increased over 225 percent.

The total volume of health care resources sharing for FY 1998 represents the
increasing reliance of VISNs and VAMCs to purchase health care resources and
to generate revenue by selling services through the health care resources
sharing authority. The flexibility of the sharing authority to purchase resources is
reflected in the continuing trend of VISNs/VAMCs to purchase primary care
services for community based outpatient clinics (CBOCs), as well as cost-
effective contracting for other medical and health care services.
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The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend is the selling of specialized
space to health care and other community entities through sharing agreements.

Finally, the trend to procure the services or medical specialists such as
anesthesiologists or surgeons through the sharing authority (rather than
employing 38 U.S.C. Section 7409) is increasing and was also a factor in the
substantial increase in health care resources sharing in FY 1998.

IV. VA MEDICAL CENTERS AND SHARING

Table 1 presents the VA medical centers with the largest volume of shared
services.

Table 1

VA Medical Centers—Sharing Agreement Total Volume

: Resources Resources

VAMC Purchased Sold Total

Albany $12,304,368 $189,258 $12,493,626
San Antonio 5,610,265 3,811,470 9,421,735
Albugquergque 7,436,444 651,000 B,0B7 444
Dallas 5,625,553 2,300,000 7,925,553
Nashville 5,219,162 913,204 6,132,366
Little Rock 4,797,694 1,162,827 5,960,521
Portiand 2,599,278 3,198,318 5,797 596
Denver 2,928,436 607,000 3,535,436
Greater Nebraska 3,206,000 328,630 3,534,630
Pittsburgh 3,308,079 204,307 3,513,386

Total volume of sharing agreements for these ten VAMCs represents over one-
third of the nation-wide total volume, although sharing increased substantially
across the entire system. In FY 1998, 45 VA medical centers had sharing
agreements exceeding $1,000,000 in total volume. Twelve medical centers
purchased resources in excess of $3,000,000; eight VAMCs sold resources in
excess of $1,000,000. The Albany VAMC purchased the largest volume of
services for FY 1998, expending $12.3 million for outpatient medical and surgical
services. The VAMC San Antonio continued to administer a large sharing
program, purchasing $5.6 million in resources and selling $2.3 million. The
Portland VAMC managed the most balanced sharing program in the VA system,
purchasing $2.6 million in radiation therapy, magnetic resonance imaging, and
diagnostic radiology, and selling $3.2 million of liver transplant surgery,
specialized space, and other resources.
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Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These centers admit fewer patients, have less

complex facilities, and often pay less for contract services. The total dollar
amount per contract is generally small; most are less than $25,000. These
contracts are primarily in the following areas: radiation therapy, diagnostic
radiology, clinical and anatomic pathology, magnetic resonance imaging, primary
care services, and general medicine. Patients from small hospitals in need of
specialty services such as open-heart surgery are often referred to large,
affiliated medical centers.

V. SHARING HEALTH CARE RESOURCES

Purchasing Resources

The following were the health care resources purchased in greatest

volume by VA in FY 1998:
Chart 2

Health Care Resources Purchased
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Over the past ten years, radiation therapy and diagnostic radioclogy have
consistently been the resources purchased in greatest dollar volume by VA
under the sharing authority. The trend continued in FY 1998, with radiation
therapy and diagnostic radiology accounting for over $34.8 million or 21 percent
of total resource purchases under the sharing authority. Primary care services
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($17.4 million), general medicine ($9.9 million), and anesthesiclogy ($8.2 million)
are among those resources contracted for that have greally increased in the last
two years as VA professional and contracting staff have cost-effectively
employed sharing agreements to obtain these resources for their medical
centers and clinics. VAMC staff have availed themselves of the flexibility of the
enhanced sharing authority to contract out for primary care services at CBOCs
or for specialized services such as anesthesiology that were formerly purchased
under the Scarce Medical Specialist Authority (38 U.S.C. Section 7409).

The Albany, Albuguerque, Dallas, San Antonio, and Nashville VAMCs were the
largest purchasers of health care resources in FY 1998, together accounting for
$36.2 million, or 25 percent of the total.

Selling Resources

VA provides a variety of services to affiliated medical schools, community
hospitals, and other sharing partners. These services are often specialty areas
specific to a particular VAMC, but increasingly, VAMCs are establishing sharing
agreements which creatively and fruitfully generate revenue by providing
services to sharing partners. VA facilities that have particular services that are
not fully utilized for the care of veterans may share these services with
community health care facilities and provide services to patients referred as
beneficiaries of the sharing partner. Such resources are used more cost
effectively when shared. In addition, payments for the use of VA services are
retained at the VAMC providing the service and are applied to its medical
services.

VAMCs have traditionally sold specialized medical resources that have not been
fully utilized or were in excess capacity at their facilities--such as PET scans and
clinical laboratory services. The modification of the sharing authority in 1997,
however, greatly enhanced the opportunities of VA to sell its resources to not
only offset its costs and te share its resources with the community, but to also
establish revenue streams. These new revenues are retained at the VAMCs
providing the services where they can, in turn, be used to enhance its services to
its veteran beneficiaries.

The following chart presents health care resources that VAMCs sold in greatest
dollar volume to health care facilities and other sharing partners in FY 1998.
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Chart 3

Health Care Resources Sold
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General medicine, specialized space, laboratory and clinical pathology,
pharmacy, and PET Scan services together accounted for $13.4 million or 62
percent of the health care resources sold by VA in FY 1998. VAMC San Antonio
continued to sell the greatest volume of health care resources ($3.8 million).

The Portland VAMC established creative sharing agreements selling ward and
other medical space to its affiliated medical school, as well as roof top space to a
private cellular communications company. These contracts totaled $1,048,000.

The San Antonio, Portland, Dallas, Columbia (MO), and Palo Alto VAMCs, the
largest sellers of health care resources for the VA in FY 1998, together
accounted for $12.9 million, or 41 percent of the total.

New Initiatives

The necessity of VISNS and VAMCs to cut costs and to generate revenue
streams has fostered new and creative sharing arrangements with community
providers and other business entities. The enhanced sharing authority has
facilitated the establishment of these sharing agreements, providing local VA
staff with a flexible mechanism for “doing business” within their communities.
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The Asheville VAMC, for instance, has contracted with its county Meals on
Wheels agency providing meals and a nutritional support program for the
community's frailest and poorest senior citizens. In doing so, the VAMC has
made effective use of its excess food service capacity, generated a new source
of revenue for the medical center, and has provided a valuable service to the
Meals on Wheels clients, many of whom are veterans.

The VA North Texas Health Care System (VANTHCS), which includes the Dallas
and Bonham VAMCs, has initiated several innovative sharing agreements with
local health care providers and other organizations. Partnering with the Texas
Council of Governments, the VANTHCS provides certified Nursing Assistant
training to low income residents who are interested in working in local nursing
homes. Sharing agreements with Grayson Community College and with
Education Skills Plus, a local agency, have enhanced educational opportunities
for VA staff, patients, as well as for the community.

The sharing authority has been a vital mechanism in the establishment of
Community Based Outpatient Clinics. The Albany VAMC, for instance, has
opened several new CBOCs in the rural counties that it serves. These clinics
provide primary care at sites that are significantly closer to many veterans than
the medical center and have been greeted with enthusiasm by veterans as a
means to improve the delivery of care by the VA.

Other new sharing arrangements in FY 1998 included the creation of hospice
care partnerships between VA and local agencies, the provision of driver training
by VA to private and public rehabilitation programs, as well as the innovative use
of excess VA facility space to health care providers and other entities. These
new agreements have been a valuable source of new revenue to the VA,
thereby expanding and improving services for veterans. They have also
enhanced the standing of VA in the community.

V. PROGRAM SUMMARY FOR 1998

Total sharing of health care resources for FY 1998 was $173,649,111, with
resources purchased totaling $142,512,859 and resources sold totaling
$31,136,252. These totals represent a 77 percent increase in the total sharing
of health care resources in the VA over FY 1997. Resources purchased
increased 75 percent over FY 1997, while resources sold increased 87 percent
over the prior fiscal year.

These figures also reflect the increasing reliance of VISNs and VAMCs to
purchase health care resources and to generate revenue by selling services
through the health care resources sharing authority. The flexibility of the sharing
authority to purchase resources is reflected in the continuing trend of
VISNs/VAMCs to purchase primary care services for community based
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outpatient clinics, as well as cost-effective contracting for other medical and
health care services.

The trend to procure the services of medical specialists such as
anesthesiologists or surgeons through the sharing authority (rather than
employing 38 U.S.C. Section 7409) is increasing and was also a factor in the
substantial increase in health care resources sharing in FY 1998,

The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend is the selling of specialized
space to health care facilities and other community entities through sharing
agreements. Innovative sharing initiatives throughout the VA system, such as
the VAMC Asheville/Meals on Wheels contract and the new VA North Texas
Health Care System sharing agreements, have provided new revenue streams,
improved services to veterans, and enhanced the standing of VA in the
community.

The VHA Medical Sharing and Purchasing Office is continuing its efforts to
strengthen the VA sharing program and has proposed several initiatives that will
improve health care resources sharing. It has proposed a legislative change that
will allow revenue receivables collected by VAMCs during a fiscal year to be
available at any time (i.e., not just for the fiscal year in which they are collected).
It has also proposed the non-competitive purchase/use of space, equipment, or
services from state veterans homes, which is currently not allowed under sharing
law, to facilitate the creation of community based clinics that may be used by VA
as well as veterans residing at the homes. In addition, a contract has recently
been awarded to automate data input and collection by VAMCs to facilitate the
compilation of this Annual Sharing Report. Finally, the VHA Sharing and
Purchasing Office, in conjunction with the Office of the Secretary and other
elements within VHA, continues to explore viable opportunities for the provision
of excess VA inpatient capacity to the health care community.

10
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 28, 2000

The Honorable Arlen Specter
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
1999 Annual Report on Sharing of Health Care Resources” as required by 38
U.S.C. Section 8153(g).

The sharing authority provided facility staff with a flexible contracting

format that can be used for all community health care resource contracting
needs.

The sharing programs showed significant growth during the last two years,
and we expect that the trend will continue in FY 2000 as VA continues to
increase health care value for our Nation's veterans and taxpayers.

Similar packages have also been sent to the Chairman and Ranking

Democratic Member of the House Committee on Veterans' Affairs and Ranking
Member of the Senate Committee on Veterans' Affairs.

Sincerely,

/\7.#9- 4. wﬁ

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 28, 2000

The Honorable John D. Rockefeller IV
Ranking Member

Committee on Veterans® Affairs
United States Senate

Washington, DC 20510

Dear Senator Rockefeller:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
1999 Annual Report on Sharing of Health Care Resources" as required by 38
U.S.C. Section 8153(g).

The sharing authority provided facility staff with a flexible contracting
format that can be used for all community health care resource contracting
needs.

The sharing programs showed significant growth during the last two years,
and we expect that the trend will continue in FY 2000 as VA continues to
increase health care value for our Nation's veterans and taxpayers.

Similar packages have also been sent to the Chairman of the House and
Senate Committee on Veterans’ Affairs and the Ranking Democratic Member of
the House Committee on Veterans’ Affairs.

Sincerely,

/\7/¢ 4. wﬁ

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 28, 2000

The Honorable Bob Stump
Chairman, Committee on
Veterans' Affairs

U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
1999 Annual Report on Sharing of Health Care Resources” as required by 38
U.S.C. Section 8153(g).

The sharing authority provided facility staff with a flexible contracting
format that can be used for all community health care resource contracting
needs.

The sharing programs showed significant growth during the last two years,
and we expect that the trend will continue in FY 2000 as VA continues to
increase health care value for our Nation's veterans and taxpayers.

Similar packages have also been sent to the Chairman and Ranking
Member of the Senate Committee on Veterans' Affairs and the Ranking
Democratic Member of the House Committee on Veterans' Affairs.

Sincerely,

/—\_7/'4' 4. mﬂrﬂ

Togo D. West, Jr.

Enclosure
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 28, 2000

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans' Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
1999 Annual Report on Sharing of Health Care Resources” as required by 38
U.S.C. Section 8153(g).

The sharing authority provided facility staff with a flexible contracting
format that can be used for all community health care resource contracting
needs.

The sharing programs showed significant growth during the last two years,
and we expect that the trend will continue in FY 2000 as VA continues to
increase health care value for our Nation's veterans and taxpayers.

Similar packages have also been sent to the Chairman of the House and
Senate Committee on Veterans' Affairs and the Ranking Member of the Senate
Committee on Veterans' Affairs.

Sincerely,
P /
Togo D. West, Jr.

Enclosure
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L INTRODUCTION

Title 38, U.S.C. Section B153(q) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 1994,

. BACKGROUND

As an important health care resource, VA's health care system provides each
American community in which there is a VA medical facility with a vital part of
that area’s health care capability. The mandate and primary goal of the VA
health care system is to furnish the Nation's veterans with timely medical care of
uncompromised quality. A key component that has enabled Veterans Health
Administration (VHA) to attain this goal is the Health Care Resource Sharing
Program. A direct benefit of this authority is to make available to veterans
certain essential services that have not been readily obtainable at their local VA
medical center. It also allows VA facilities to provide to the community VA health
care resources that are not utilized to their maximum capacity.

In FY 1997, VA's authority to share health care resources under 38 U.S.C. 8153
was modified. Legislative changes allowed for greater flexibility in sharing
arrangements. VA sharing pariners could now include any organization
(including health care plans and insurers), institution, entity or individual. The
legislative change also eliminated the restriction to share to specialized medical
resources, so that any health care service, or any health care support or
administrative service can now be purchased or provided by VA. These
changes greatly enhanced VA's flexibility and opportunity to purchase and to sell
health care resources. Significantly, as the range of sharing opportunities has
broadened, the cost-effective delivery of high-quality medical care to VA patients
has increased.

The VHA Medical Sharing and Purchasing Office initiates policy, furnishes
technical assistance, and provides oversight of the health care resources
sharing program. Veterans Integrated Service Networks (VISNs) and VA
medical centers (VAMCs), however, have primary responsibility for initiating,
managing, and accounting for sharing agreements with other institutions, health
plans, or other entities.

Each VISN and medical facility includes sharing as an essential planning

element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.
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. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 1999

Total sharing of health care resources for FY 1999 was $227,204,913, with
resources purchased totaling $191,858,299 and resources sold totaling
$35,346,614. These totals represent a 31% increase in the sharing of health
care resources in VA over FY 1998. Chart 1 reflects the growth of the Health
Care Resource Sharing Program during the past 9 years. The bars represent
the total of health care resources services sold and purchased during a fiscal
year.

Chart 1
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In nine years total health care resource sharing has increased from $57 million
to $227 million. The total volume of health care resources sharing for FY 1999
represents the increasing reliance of VISNs and VAMCs to purchase health care
resources and to generate revenue by selling services through the health care
resources sharing authority. The flexibility of the sharing authority to purchase
resources is reflected in the continuing trend of VISNs/VAMCs to purchase
primary care services for community-based outpatient clinics (CBOCs), as well
as cost-effective contracting for other medical and health care services. The
sharing authority is also a key mechanism for VISNs and VAMCs in generating
revenues. Forinstance, a major trend that continued in 1999 is the selling of
specialized space to health care and other community entities through sharing
agreements.

Finally, the trend to procure the services of scarce medical specialists such as
anesthesiologists or surgeons through the sharing authority continues and was
also a factor in the substantial increase in health care resources sharing in

FY 1999.
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IV. VA HEALTH CARE FACILITIES AND SHARING

Since the establishment of VISNs in 1995, VAMCs have realigned and, in many
instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or "VA
Health Care System.” It is thus difficult at this point to provide a comparative
analysis of data on sharing for past years for some individual facilities.
However, the Enhanced Sharing Authority of 1997 has greatly facilitated the
establishment of sharing agreements at the VAMC, regional and Network levels.

The South Texas Health Care System and the Great Lakes Health Care System
established sharing agreements that total $26.35 million ($18.15 million in
purchased services; $8.2 million in sold services). Six facilities purchased more
than $6 million in services. The Palo Alto Health Care System and the Portland
VAMC sold the highest total of health care resources under the enhanced
sharing agreement, providing approximately $7 million in health care resources
and services to sharing partners.

While sharing agreements may represent VISN-wide business arrangements,
VAMCs continue to negotiate and establish large sharing agreements. The VA
South Texas Health Care System, which includes the San Antonio and Kerrville
VAMCs, purchased over $9.1 million in primary care, general medicine, surgery,
anesthesiology, and radiation therapy services.

Traditionally, large affiliated VA medical centers are more likely 1o have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to lertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These contracts are primarily in the following areas: radiation
therapy, diagnostic radiology, clinical and anatomic pathology, magnetic
resonance imaging, primary care services, and general medicine. Patients from
small hospitals in need of specialty services such as open-heart surgery are
often referred to large, affiliated medical centers.

000112



000113



Diagnostic radiology is typically contracted for/fby CBOCs staffed by VA
employees.

VAMC staff continues to use the flexibility of the enhanced sharing authority to
contract for specialized services such as anesthesiology and cardiac surgery
that were formerly purchased under the Scarce Medical Specialist Authority (38
U.S.C. Section 7409). The anesthesia services purchased in 1999 increased
from $8.2 million in 1998 to $15 million in 1899. The cardiac surgery services
purchased in 1999 increased from $7.6 million to $13.3 million. In addition, the
Grand Island and Lincoln VAMCs have established enhanced use sharing
agreements for the purchase of all of inpatient services available at their
facilities. Grand Island and Lincoln, Nebraska, VAMC and the outpatient clinic in
Anchorage, Alaska, purchased $12.5 million in inpatient services in 1999.

allin sources

VA provides a variety of services to affiliated medical schools, community
hospitals, and other sharing partners. These services are often specialty areas
specific to a particular VISN or VAMC, but increasingly, VA facilities are
establishing sharing agreements that creatively and fruitfully generate revenue
by providing services to sharing partners. VA facilities that have particular
resources that are not fully utilized for the care of veterans may share these
resources with other community entities and provide resources to patients
referred by the sharing partner. Such resources are used more cost-effectively
when shared. In addition, payments for the use of VA services are retained at
the VISN or VAMC providing the service and are applied to its medical services.

VA facilities have traditionally sold specialized medical resources that have not
been fully utilized or were in excess capacity at their facilities, such as PET
scans and clinical laboratory services. The modification of the sharing authority
in 1997, however, greatly enhanced the opportunities of VA to sell its resources
to not only offset its costs and to share its resources with the community, but
also to establish revenue streams. These new revenues are retained at the
VISNs or VAMCs providing the services where they can, in turn, be used to
enhance services to veteran beneficiaries.

The following charl presents health care resources that VISNs or VAMCs sold in

the greatest dollar volumes to health care facilities and other sharing partners in
FY 1999.
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Chart 3
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VA facilities sold a total of $35.4 million to sharing partners, which represents a
13% increase over FY 1998. Specialized medical space was the resource sold
in the greatest volume by VA in FY 1999, totaling over $8 million and accounting
for 22% of resources sold to sharing partners. The provision of general
medicine, including primary care services, totaled $5.8 million; the sale of
laboratory services, including clinical lab and pathology, totaled $5 million. The
VAMCs at Columbia (MO) and Leavenworth (KS) established large sharing
agreements providing pharmacy services o State Veterans Homes.

Vi. PROGRAM SUMMARY FOR 1999

Total sharing of health care resources for FY 1999 was $227,204,913, with
resources purchased totaling $191,858,299 and resources sold totaling
$35,346,614. These totals represent a 31% increase in the sharing of health
care resources in VA over FY 1998.

This trend represents the increasing utilization of VISNs and VAMCs of
purchased health care resources and revenue generation by selling services
through the health care resources sharing authority. The fiexibility of the sharing
authority to purchase resources is reflected in the continuing trend of
VISNs/VAMCs to purchase diagnostic radiology, and primary care/medicine
services for community-based outpatient clinics, as well as cost-effective
contracting for other medical and health care services.
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The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a continuing trend is the selling of

specialized space to health care facilities and other community entities through
sharing agreements.

Finally, the sharing authority continues to be a vital mechanism in the
establishment of community-based outpatient clinics. These clinics provide
primary care al sites that are significantly closer to many veterans than the
medical center and have been greeted with enthusiasm by veterans as a means
to improve their access to VA health care.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 1, 2001

The Honorable Arlen Specter
Chaimman

Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) "Fiscal Year (FY)
2000 Annual Report on Sharing of Health Care Resources,” as required by 38
_U.S.C. Section 8153(g). We apologize for the delay in submitting this report.

Sharing health care resources with other community entities under this
authority increased 42 percent over FY 1999. The use of the authority will keep
growing as VA continues to improve health care values for our Nation’s veterans

and the taxpayer. .

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar letters have been sent to the Ranking Member of the Senate

Committee on Veterans' Affairs and to the Chairman and Ranking Democratic
Member of the House Committee on Veterans® Affairs.

Si?y ';/ou rs,
Anthony J. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 1, 2001

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans’ Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
2000 Annual Report on Sharing of Health Care Resources,” as required by 38
U.S.C. Section 8153(g). We apologize for the delay in submitting this report.

Sharing health care resources with other cormmunity entities under this
authority increased 42 percent over FY 1999. The use of the authority will keep
growing as VA continues to improve health care values for our Nation’s veterans
and the taxpayer.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar letters have been sent to the Chairman and Ranking Member of

_the Senate Committee on Veterans’ Affairs and the Chairman of the House
Committee on Veterans' Affairs.

Sincerely yours,

AZZ/ J. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 1, 2001

The Honorable Christopher H. Smith
Chairman

Committee on Veterans' Affairs

U. S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
2000 Annual Report on Sharing of Health Care Resources,” as required by 38
U.S.C. Section 8153(g). We apologize for the delay

Sharing health care resources with other community entities under this
authority increased 42 percent over FY 1999. The use of the authority will keep
growing as VA continues to improve health care values for our Nation’s veterans
and the taxpayer.

As required by the “Veterans Benefits and Health Care improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar letters have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and the Ranking Democratic Member
of the House Committee on Veterans’ Affairs. ;

Sinceryy yours,
e

ot

Anthony J. Principi

Enclosures
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I. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2000.

l. BACKGROUND

1. As an important health care resource, VA's health care system provides each
American community, in which there is a VA medical facility, with a vital part of
that area’s health care capability. The mandate and primary goal of the VA health
care system is to furnish the Nation's veterans with timely medical care of
uncompromised quality. A key component that has enabled Veterans Health
Administration (VHA) to attain this goal is the health care resources sharing
program. A direct benefit of this authority is to make available to veterans certain
essential services that have not been readily obtainable at their local VA medical
center. It also allows VA facilities to provide to the community VA health care
Tesources that are not utilized to their maximum capacity.

2. The VHA Medical Sharing and Purchasing Office initiates policy, fumishes
technical assistance, and provides oversight of the health care resources sharing
program. Veterans Integrated Service Networks (VISNs) and VA medical centers
(VAMCs), however, have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
erttities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.

ll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2000

1. Total sharing of health care resources for FY 2000 was $321,802,538, with
resources purchased totaling $289,712,272 and resources sold totaling
$32,090,266. These totals represent a 29 percent increase in the sharing of
health care resources in VA, over FY 1999. Chart 1 reflects the growth of the
health care resources sharing program during the past eight years. The bars
represent the total of health care resources services sold and purchased during a
fiscal year.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

May 1, 2001

The Honorable John D. Rockefeller IV
Ranking Member

Committee on Veterans’ Affairs
United States Senate

Washington, DC 20510

Dear Senator Rockefeller:

Enclosed is the Department of Veterans Affairs (VA) “Fiscal Year (FY)
2000 Annual Report on Sharing of Health Care Resources,” as required by 38
U.S.C. Section 8153(g). We apologize for the delay in submitting this report.

Sharing health care resources with other community entities under this
authority increased 42 percent over FY 1999. The use of the authority will keep
growing as VA continues to improve health care values for our Nation's veterans
and the taxpayer.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106419, a statement of the cost of preparing this report is
enclosed.

Similar letters have been sent to the Chairman of the Senate Committee
on Veterans’ Affairs and the Chairman and Ranking Democratic Member of the
" House Committee on Veterans’ Affairs.

Sincerelyﬁurs,
/1
Anthony J. Principi

Enclosures
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Chart 1
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2. In eight years, total health care resources sharing has increased from $62
“million to $322 million. The total volume of health care resources sharing for
FY 2000 represents the increasing reliance of VISNs and VAMCs to purchase
health care resources and to generate revenue by selling services through the
health care resources sharing authority. The flexibility of the sharing authority to
purchase resources is reflected in the continuing trend of VISNs/VAMCs to
purchase primary care services for community-based outpatient clinics (CBOCs),
as well as cost-effective contracting for other medical and health care services.
The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend that continued in 2000 is the
selling of specialized space to heaith care and other community entities through
sharing agreements.

3. Finally, the trend to procure the services of scarce medical specialists, such as
anesthesiologists or surgeons, through the sharing authority, continues and was
also a factor in the substantial increase in health care resources sharing in

FY 2000.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or "VA
Health Care System.” It is difficult at this point to provide a comparative analysis
of data on sharing for past years for some individual facilities. However, the
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Enhanced Sharing Authority of 1997 has greatly facilitated the establishment of
sharing agreements at the VAMC and Network levels.

2. Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smalier hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These contracts are primarily in the following areas: radiation
therapy, diagnostic radiology, clinical and anatomic pathology, magnetic
resonance imaging, primary care services, and general medicine. Patients from
small hospitals in need of specialty services such as open heart surgery are often
referred to large, affiliated medical centers.

V. SHARING HEALTH CARE RESOURCES - PURCHASING AND SELLING

-1. Purchasing Resources

Chart 2 presents the health care resources purchased in greatest volume by VA
in FY 2000. VA purchased resources totaling $289,712,272 in FY 2000; this total
is 34 percent higher than FY 1999.

Chart 2

Health Care Resources Purchased
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VAMC staff continues to use the flexibility of the enhanced sharing authority to
contract for specialized services, such as cardiac surgery and organ transplant
services, that were formerly purchased under the Scarce Medical Specialist
Authority (38 U.S.C. Section 7409).

2. Selling Resources

a. VA provides a variety of services to affiliated medical schools, community
hospitals, and other sharing partners. These services are often specialty areas
specific to a particular VISN or VAMC, but increasingly, VA facilities are
establishing sharing agreements that creatively and fruitfully generate revenue by
providing services to sharing partners. VA facilities that have particular resources
that are not fully utilized for the care of veterans may share these resources with
other community entities and provide resources to patients referred by the
sharing partner. Such resources are used more cost-effectively when shared. In
addition, payments for the use of VA services are retained at the VISN or VAMC
providing the service and are applied to its medical services.

b. VA facilities have traditionally sold specialized medical resources that have
not been fully utilized or were in excess capacity at their facilities, such as
Positron Emissions Tomography (PET) scans and clinical laboratory services.
The modification of the sharing authority in 1997, however, greatly enhanced the
opportunities of VA to sell its resources to not only offset its costs and to share its
resources with the community, but also to establish revenue streams. These new
revenues are retained at the VISNs or VAMCs, providing the services where they
can, in tum, be used to enhance services to veteran beneficiaries.

c. The following chart presents health care resources that VISNs or VAMCs

sold in the greatest dollar volumes to health care facilities and other sharing
partners in FY 2000.
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VA to be more responsi\ie to Congressional questions throughout the year.
Improvements to the database are planned for next year.
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Chart 3

Health Care Resources Soid
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d. VA facilities sold a total of $32.1 million to sharing partners, which
represents a slight decrease of the $35 million received in FY 1999. Medical
space was the resource sold in the greatest volume by VA in FY 2000, totaling
$8.1 million. The provision of general medicine, including primary care services,
totaled $3.8 million. “Imaging” in the chart above includes Magnetic Resonance
Imaging (MRI), diagnostic radiology, PET scans, ultrasound, nuclear medicine
scans and radiation therapy.

Vi. PROGRAM SUMMARY FOR FY 2000

1. Toftal sharing of health care resources for FY 2000 was $321,802,538, with
resources purchased totaling $289,712,271, and resources sold totaling
$32,090,266. These totals represent a 29 percent increase in the sharing of
health care resources in VA over FY 1999,

2. This trend represents the increasing utilization of VISNs and VAMCs of
purchased health care resources and revenue generation by selling services
through the health care resources sharing authority. The flexibility of the sharing
authority to purchase resources is reflected in the continuing trend of
VISNs/VAMCs to purchase diagnostic radiology, and primary care/medicine
services for community-based outpatient clinics, as well as cost-effective
contracting for other medical and health care services.

3. This year's data for the annual report was collected electronically from facility

staff. A web page was created at VA Headquarters. The completed database
will allow access to all VHA staff for samples of best practices and will also allow
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- Estimate of Cost to Prepare
Congressionally-Mandated Report

ENCLOSURE
Short Title of Report: Sharing of Health Care Resources
Report Required By: Title 38 USC 8153

In accordance with Title 38, Chapter 1, Section 116, the statement of cost for preparing this
report and a brief explanation of the methodology used in preparing the cost statement are

Staffing Cost: $26,085.67

Contract(s) Cost:

Other Cost:

Total Estimated Cost to Prepare Report: $ 26,085.67

Brief Explanation of the methodology used in preparing this cost statement:

This year the Veterans Health Administration develops a website for data submission by all
VA medical facilities. Data is entered into the website and verified against submitted sharing
agreements and other financial reporting systems such as the Financial Management System
{FMS). Costs are based on input into the website at an estimated average grade of GS-9 at
173 facilities at an average of 3 hours per facility. A GS-13 spent approximately two weeks
creating the database and form to be used for the input and responding to questions from the
field about input. A GS-14 spent appoximately one month defining the website criteria,
reviewing and analyzing the data input, following-up with facilities that did not provide input,
and writing the report.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable Christopher H. Smith
Chairman

Committee on Veterans’ Affairs

U. S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:;

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2001,
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member
of the Senate Committee on Veterans' Affairs and to the Ranking Democratic
Member of the House Committee on Veterans’ Affairs.

Sincerely yours,

p2y [

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable John D. Rockefeller IV
Chairman

Committee on Veterans’ Affairs
United States Senate

Washington, DC 20510

Dear Mr. Chairman:
Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2001

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Ranking Member of the Senate
Committee on Veterans’ Affairs and the Chairman and Ranking Democratic
Member of the House Committee on Veterans’ Affairs.

Sincerely yours,

E Antiny J./irincipi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans’ Affairs
U. 8. House of Representatives
Washington, DC 20515

Dear Congressman Evans:
Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY} 2001

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8163(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act

of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member
of the Senate Committee on Veterans' Affairs and to the Chairman of the House
Committee on Veterans' Affairs.

Sincerely yours,

’

AntWony 4. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable Arlen Specter
Ranking Member

Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Senator Specter:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2001,
~ "Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate
Committee on Veterans' Affairs and to the Chairman and Ranking Democratic
Member of the House Committee on Veterans’ Affairs.

Sincerely yours,

Enclosures
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. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2001.

. BACKGROUND

1. As an important health care resource, VA’s health care system provides each
American community, in which there is a VA medical facility, with a vital part of
that area’s health care capability. The mandate and primary goal of the VA
health care system is to furnish the Nation’s veterans with timely medical care of
uncompromised quality. A key component that has enabled Veterans Health
Administration (VHA) to attain this goal is the health care resources sharing
program. A direct benefit of this authority is to make available to veterans certain
essential services that have not been readily obtainable at their local VA medical
center. it also allows VA facilities to provide to the community VA health care
resources fhat are not utilized to their maximum capacity.

2. The VHA Medical Sharing Office initiates policy, furnishes technical
assistance, and provides oversight of the health care resources sharing program.
Veterans Integrated Service Networks (VISNs} and VA medical centers
(VAMCs}), however, have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.

lll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2001

1. Total sharing of health care resources for FY 2001 was $427,225,311, with
resources purchased totaling $378,723,420 and resources sold totaling
$48,501,891. These totals represent a 32 percent increase in the sharing of
health care resources in VA, over FY 2000. Chart 1 reflects the growth of the
health care resources sharing program during the past seven years. The bars
represent the total of health care resources services sold and purchased during
a fiscal year.
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Chart 1
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2. In six years, total health care resources sharing has increased from $82
million to $427 million. The total volume of health care resources sharing for
FY 2001 represents the increasing reliance of VISNs and VAMCs to purchase
health care resources and to generate revenue by selling services through the
health care resources sharing authority. The flexibility of the sharing authority to
purchase resources is reflected in the continuing trend of VISNs/VAMCs to
purchase primary care services for community-based outpatient clinics (CBOCs),
as well as cost-effective contracting for other medical and health care services.
The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend that continued in 2001 is the
selling of specialized space to health care and other community entities through
sharing agreements.

3. Finally, the trend to procure the services of scarce medical specialists, such
as anesthesiologists, surgeons and critical care nurses, through the sharing
authority, continues and was also a factor in the substantial increase in health
care resources sharing in FY 2001.

IV. VAHEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
severai VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC, or “VA
Health Care System.” It is difficult at this point to provide a comparative analysis
of data on sharing for past years for some individual facilities. However, the
Enhanced Sharing Authority of 1997 has greatly facilitated the establishment of
sharing agreements at the VAMC and Network levels.
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2. Traditionalily, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in smal!
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These contracts are primarily in the following areas: radiation
therapy, diagnhostic radiology, clinical and anatomic pathology, magnetic
resonance imaging, primary ¢are services, and general medicine. Patients from
small hospitals in need of specialty services such as open heart surgery are
often referred to large, affiliated medical centers.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

Chart 2 presents the health care resources purchased in greatest volume by VA
in FY 2001. VA purchased resources totaling $378,723,420 in FY 2001.

Chart 2
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VAMC staff continue to use the flexibility of the enhanced sharing authority to
contract for specialized services, such as cardiac surgery and organ transplant
services, that were formerly purchased under the Scarce Medical Specialist
Authority (38 U.S.C. Section 7409).

2. Selling Resources

a. VA provides a variety of health care resources to affiliated medical
schools, community hospitals, and other sharing partners. VA facilities that have
particular resources that are not fuliy utilized for the care of veterans may share
these resources with other community entities and provide resources to patients
referred by the sharing partner. Such resources are used more cost-effectively
when shared. In addition, payments for the use of VA services are retained at
the VISN or VAMC providing the service and are applied to its medical services.

b. VA facilities have traditionally sold specialized medical resources that
have not been fully utilized or were in excess capacity at their facilities, such as
Positron Emissions Tomography (PET) scans and clinical laboratory services.
The modification of the sharing authority in 1997, however, greatly enhanced the
opportunities of VA to sell its resources to not only offset its costs and to share
its resources with the community, but also to establish revenue streams. These
new revenues are retained at the VISNs or VAMCs, providing the services where
they can, in turn, be used to enhance services to veteran beneficiaries.

¢. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to health care facilities and other sharing
partners in FY 2001.

Chart 3
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l. INTRODUCTION

Title 38, U.S.C, Section 8153(g) requires that a report on health care resources

“sharing be provided annually to Congress. The information in this report is for

-

Fiscal Year (FY) 2000.

Il. BACKGROUND

1. As an important health care resource, VA's health care system provides each
American community, In which there is a VA medical facility, with a vital part of
that area’s health care capability. The mandate and primary goal of the VA health
care system is to furnish the Nation’s veterans with timely medical care of
uncompromised quality. A key component that has enabled Veterans Health
Administration {VHA) to attain this goal is the health care resources sharing
program. A direct benefit of this authority is to make available to veterans certain
essential services that have not been readily obtainabie at their local VA medical
center, It also allows VA facllities to provide to the community VA health care
Tesources that are not utilized to their maximum capacity. '

2. The VHA Medical Sharing and Purchasing Office initiates policy, furnishes
technical assistance, and provides oversight of the health care resources sharing
program. Veterans Integrated Service Networks (VISNs) and VA medical centers
(VAMCs), however, have primary responsibility for initiating, managing, and

accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
tole as a sharing partner in the community,

l. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2000

1. Total sharing of health care resources for FY 2000 was $321 802,538, with
resources purchased totaling $289,712,272 and resources sold totaling
$32,090,266. These totals represent a 29 percent increase in the sharing of
health care resources in VA, over FY 1999, Chart 1 reflects the growth of the
health care resources sharing program during the past eight years. The bars

represent the total of health care resources services sold and purchased during a
fiscal year.
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Chart1

Health Care Resources Sharing
Program
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2. In eight years, total health care resources sharing has increased from $62
“million to $322 million. The total volume of health care resources sharing for

FY 2000 represents the increasing refiance of VISNs and VAMCs to purchase
health care resources and to generate revenue by selling services through the
health care resources sharing authority. The flexibility of the sharing authority to
purchase resources is reflected in the continuing trend of VISNs/VAMCs to
purchase primary care services for community-based outpatient clinics (CBOCs),
as well as cost-effective contracting for other medical and health care services.
The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend that continued in 2000 is the
selling of specialized space to health care and other community entities through
sharing agreements,

3. Finally, the trend to procure the services of scarce medical specialisis, such as
anesthesiologists or surgeons, through the sharing authority, continues and was
also a factor in the substantial increase in health care resources sharing in

FY 2000.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or “VA
Health Care System.” It is difficult at this point to provide a comparative analysis
of data on sharing for past years for some individual facilities. However, the
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Enhanced Sharing Authority of 1997 has greatly facilitated the establishment of
sharing agreements at the VAMC and Network levels.

2. Traditionally, large affillated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medicaj .
capability deficits. These contracts are primarily in the foliowing areas: radiation
therapy, diagnostic radiclogy, clinical and anatomic pathology, magnetic
resonance imaging, primary care services, and general medicine. Patients from

small hospitals in need of specialty services such as open heart surgery are often .
referred to large, affiliated medica) centers.

V. SHARING HEALTH CARE RESOURCES - PURCHASING AND SELLING

-1. Purchasing Resources

Chart 2 presents the health care resources purchased in greatest volume by VA

in FY 2000. VA purchased resources totaling $289,712,272 in FY 2000; this total
is 34 percent higher than FY 1999. -

Chart 2

Health Care Resources Purchased

millions
£
—
an

Diagnostic  Organ Rad Primary  Cardlac
Rad Tplant  Therapy Care Surgery

'Leading Resources Purchased in FY 2000

000116.028



VAMC staff continues to use the flexibility of the enhanced sharing authority to
contract for specialized services, such as cardiac surgery and organ transplant

services, that were formerly purchased under the Scarce Medical Specialist
Authority (38 U.S.C. Section 7409).

2. Selling Resources

a. VA provides a variety of services to affiliated medical schools, community
hospitais, and other sharing partners. These services are often specialty areas
specific to a particular VISN or VAMC, but increasingly, VA facilities are
establishing sharing agreements that creatively and fruitfully generate revenue by
providing services to sharing pariners. VA facilities that have particular resources
that are not fully utilized for the care of veterans may share these resources with
other community entities and provide resources to patients refeired by the
sharing partner. Such resources are used more cost-effectively when shared. In
addition, payments for the use of VA services are retained at the VISN or VAMC
providing the service and are applied to its medical services.

b. VA facilities have traditionally sold specialized medical resources that have
not been fully utilized or were in excess capacity at their facilities, such as
Positron Emissions Tomography (PET) scans and clinical laboratory services.
The modification of the sharing authority in 1997, however, greatly enhanced the -
opportunities of VA to sell its resources to not only offset its costs and to share its
resources with the community, but also to establish revenue streams. These new
revenues are retained at the VISNs or VAMCs, providing the services where they
can, in turn, be used to enhance services to veteran beneficiaries.

¢. The following chart presents health care resources that VISNs or VAMCs

sold in the greatest dollar volumes to health care facilities and other sharing
- partners in FY 2000,
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Chart 3

Health Care Resources Sold
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d. VA faciiities sold a total of $32.1 million to sharing partners, which
represents a slight decrease of the $35 million received in FY 1999. Medical
space was the resource sold in the greatest volume by VA in FY 2000, totaling
$8.1 million. The provision of general medicine, including primary care services,
totaled $3.8 million. “Imaging” in the chart above includes Magnetic Resonance
Imaging (MRI), diagnostic radiology, PET scans, ultrasound, nuclear medicine
scans and radiation therapy.

VI. PROGRAM SUMMARY FOR FY 2000

1. Total sharing of health care resources for FY 2000 was $321,802,538, with
resources purchased totaling $289,712,271, and resources sold totaling
$32,090,266. These totals represent a 29 percent increase in the sharing of
health care resources in VA over FY 1999,

2. This trend represents the increasing utilization of VISNs and VAMCs of
purchased health care resources and revenue generation by sefling services
through the health care resources sharing authority. The flexibility of the sharing
authority to purchase resources is reflected in the continuing trend of
VISNs/VAMCs to purchase diagnostic radiclogy, and primary care/medicine
services for community-based outpatient clinics, as well as cost-effective
contracting for other medical and health care services.

3. This year's data for the annual report was collected electronically from facility
staff. A web page was created at VA Headquarters. The completed database
will allow access to all VHA staff for samples of best practices and will also allow
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VA to be more responsi\ie to Congressional questions throughout the year.
mprovements to the database are planned for next year.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable Jerry Moran
Chairman, Subcommittee on Health
Committee on Veterans' Affairs

U. S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY} 2001,
sAnnual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000," Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Simitar packages have been sent to the Chairman and Ranking Member
of the Senate Committee on Veterans' Affairs and to the Ranking Democratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

1o

Anthony’J. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 20, 2002

The Honorable Bob Filner
Ranking Democratic Member
Subcommittee on Health
Committee on Veterans’ Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Filner:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2001,
“Annua! Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g). | apologize for the delay.

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold--increased 32 percent
over FY 2000. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000," Public Law 106-418, a statement of the cost of preparing this report is
enclosed. '

Similar packages have been sent to the Chairman and Ranking Member
of the Senate Committee on Veterans’ Affairs and to the Chairman of the House
Committee on Veterans’ Affairs.

Sincerely yours,

1

AntHony J. Principi

Enclosures

000116.033



THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Arlen Specter
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2001,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Ranking Member of the Senate
Committee on Veterans' Affairs and the Chairman and Ranking Democratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Bob Graham
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Graham:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
‘Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2001," Public Law 106419, a statement of the cast of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate Committee
on Veterans’ Affairs and to the Chairman and Ranking Democratic Member of
the House Commitiee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans' Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
‘Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2001," Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Chairman of the House
Committee on Veterans' Affairs.

Sincerely yours,

Enclosures

000116.037




THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Jerry Moran
Chairman

Subcommittee on Health
Committee on Veterans’ Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(q).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2001,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate Committee on
Veterans' Affairs and to the Chairman and Ranking Democratic Member of the
House Committee on Veterans' Affairs.

Sincerely yours,

2y [ Yy

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Bob Filner
Ranking Democratic Member
Subcommittee on Health
Committee on Veterans' Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Filner:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(9).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2001,” Public Law 108-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate Committee on
Veterans' Affairs and to the Chairman and Ranking Democratic Member of the
House Committee on Veterans’ Affairs.

Sincerely yours,

Enclosures
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I. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2002.

ll. BACKGROUND

1. The Department of Veterans Affairs (VA) health care system is an important
national health care resource. It provides each American community in which
there is a VA medical facility with a vital part of that area’s health care capability.
The mandate and primary goal of the VA health care system is to fumish the
Nation’s veterans with timely medical care of uncompromised quality. A key
component that has enabled the Veterans Health Administration (VHA) to attain
this goal is the health care resources sharing program. This authority allows VA
to obtain certain essential services from community sources when local VA
medical center facilities do not provide the service. This authority also ailows VA
facilities to provide to the community VA health care resources that are not
utilized to their maximum capacity.

2. The VHA Medical Sharing Office initiates policy, furnishes technical
assistance and provides oversight of the health care resources sharing program.
Veterans Integrated Service Networks (VISNs) and VA medical centers
(VAMCs), however, have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and VAMC includes sharing as an essential planning element and
requires its professional and contracting staff to explore its potential roie as a
sharing partner in the community.

. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2002

1. Total sharing of health care resources for FY 2002 was approximately $460
million, with resources purchased totaling $412 million and resources sold
totaling $48 million. These totals represent a nine percent increase in the
sharing of health care resources in VA over FY 2001. Chart 1 reflects the growth
of the health care resources sharing program during the past seven years. The
bars represent the total of health care resources services sold and purchased
during a fiscal year.
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2. In seven years, total health care resources sharing has increased from $81
million to $460 million per year. The flexibility of the sharing authority to
purchase resources is reflected in the continuing trend of VISNs/VAMCs to
purchase primary care services for community-based outpatient clinics (CBOCs}),
as well as cost-effective contracting for other medical and health care services.
The sharing authority is also a key mechanism for VISNs and VAMCs in
generating revenues. For instance, a major trend that continued in FY 2002 is
the selling of specialized space to health care and other community entities
through sharing agreements.

3. Finally, the trend to procure the services of scarce medical specialists, such
as anesthesiologists, surgeons and critical care nurses, through the sharing
authority continues and was also a factor in the substantial increase in health
care resources sharing in FY 2002,

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or “VA
Health Care System.” It is difficult at this point to provide a comparative analysis
of data on sharing for past years for some individual facilities. However, the
Enhanced Sharing Authority of 1997 has greatly facilitated the establishment of
sharing agreements at the VAMC and VISN levels.

2. Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
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practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These contracts are primarily in the following areas: radiation
therapy, diagnostic radiology, clinical and anatomic pathology, magnetic
resonance imaging, primary care services and general medicine. Patients from
small hospitals in need of specialty services such as open heart surgery are

- often referred to large, affiliated medical centers.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

Chart 2 presents the health care resources purchased in greatest volume by VA
in FY 2002. VA purchased resources totaling $412 million in FY 2002.

Chart 2

Health Care Resources Purchased
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a. The Med/Surg category includes anesthesiology, open heart surgery,
emergency room physicians, etc. The Imaging category includes diagnostic
radiology, Magnetic Resonance Imaging (MRI) and Positron Emissions
Tomography (PET) scans.

b. VHA staff continue to use the flexibility of the enhanced sharing authority to
contract for specialized services, such as cardiac surgery and organ transplant
services, that were formerly purchased under the Scarce Medical Specialist
Authority (38 U.S.C. Section 7409).
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2. Selling Resources

a. VA provides a variety of services to affiliated medical schools, community
hospitals and other sharing partners. These services are often specialty areas
specific to a particular VISN or VAMC, but increasingly, VA facilities are
establishing sharing agreements that creatively and fruitfully generate revenue
by providing services to sharing partners. VA facilities that have particular
resources that are not fully utilized for the care of veterans may share these
resources with other community entities and provide resources to patients
referred by the sharing partner. Such resources are used more cost-effectively
when shared. In addition, payments for the use of VA services are retained at
the VISN or VAMC providing the service and are applied to its medical services.

b. VA facilities have traditionally sold specialized medical resources that
have not been fully utilized or were in excess capacity at the facility, such as PET
scans and clinical laboratory services. The modification of the sharing authoerity
in 1997, however, greatly enhanced the opportunities for VA to sell its resources
to not only offset its costs and to share its resources with the community, but
also to establish revenue streams. These new revenues are retained at the
VISNs or VAMCs providing the services where they can, in turn, be used to
enhance services to veteran beneficiaries.

¢. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to health care facilities and other sharing
partners in FY 2002,

Chart3
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d. VA facilities sold $48 million to sharing partners in FY 2002. Medical
space was the resource sold in the greatest volume by VA in FY 2002, totaling
approximately $9 million. Imaging in the chart above includes MR, diagnostic
radiology, PET scans, ultrasound, nuclear medicine scans and radiation therapy.

Vi. PROGRAM SUMMARY FOR FY 2002

1. Total sharing of health care resources for FY 2002 was approximately $460
million, with resources purchased totaling $412 million, and resources sold
totaling $48 million. These totals represent a nine percent increase in the
sharing of health care resources in VA over FY 2001.

2. This trend represents the increasing utilization of VISNs and VAMCs of
purchased health care resources and revenue generation by selling services
through the health care resources sharing authority. The flexibility of the sharing
authority to purchase resources is reflected in the continuing trend of
ViSNs/VAMCs to purchase diagnostic radiology and primary care/medicine
services for community-based oulpatient clinics, as well as cost-effective
contracting for other medical and health care services.

3. Data for this annual report was collected electronically from facility or VISN
staff. A web page was created at VA Central Office (VACQO). The numbers
reported are compared to estimated numbers in contracts reviewed in VACO and
totals reported by facilities in the Financial Management System (FMS). The
completed database will allow VA to be more responsive to Congressional
questions, including those from Members of Congress and their staff.
Improvements to the database are planned for next year.
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Estimate of Cost to Prepare
Congressionally-Mandated Report

ATTACHMENT
Short Title of Report: Sharing of Health Care Resources
Report Required By: Title 38 USC 8153

In accordance with Title 38, Chapter 1, Section 116, the statement of cost for preparing this report and
a brief explanation of the methodology used in preparing the cost statement are shown below.

Manpower Cost: $25,805
Contract(s) Cost:

Other Cost:

Total Estimated Cost to Prepare Report: $25,805

_ Brief Explanation of the methodology used in preparing this cost statement:
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 6, 2003

The Honorable Christopher H. Smith
Chairman

Committee on Veterans' Affairs

U. S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2002,
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(qg).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased nine percent
over FY 2001. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As reguired by the “Veterans Benefits and Health Care Improvement Act of
2001," Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans' Affairs and to the Ranking Democratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 23, 2004

The Honorable Bob Graham
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Graham:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2003
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

Thé combined total of shared heaith care resources with other community
entities under this authority—both purchased and sold—increased 25 percent
over FY 2002. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of

2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate Committee
on Veterans' Affairs and to the Chairman and Ranking Democratic Member of
the House Committee on Veterans’ Affairs.

Sincerely yours,

s

Anthony J. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 23, 2004

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans' Affairs
U. S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2003
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(Q).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 25 percent
over FY 2002. The use of this authority will continue to grow as VA continues to
improve heaith care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Chairman of the House
Committee on Veterans’ Affairs.

Sincerely yours,

P

Anthony J. Principi,

’

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 23, 2004

The Honorable Aren Specter
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2003
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 25 percent
over FY 2002. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of

2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Ranking Member of the Senate

Committee on Veterans’ Affairs and the Chairman and Ranking Democratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,
Anthony J. Principi

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
February 23, 2004

The Honorable Christopher H. Smith
Chairman

Committee on Veterans’ Affairs

U. S. House of Representatives
Washington, DC 20615

Dear Mr. Chairman:;

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2003

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.

Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 25 percent
over FY 2002. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Ranking Democratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

pr

Anthony J. Principi

Enclosures
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1. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2003.

Il. BACKGROUND

1. As an important health care resource, the Department of Veterans Affairs
(VA) heaith care system provides each American community, in which there is a
VA medical facility, with a vital part of that area’s health care capability. The
mandate and primary goal of the VA health care system is to furnish the Nation's
veterans with timely medical care of uncompromised quality. A key component
that has enabled the Veterans Health Administration (VHA) to attain this goal is
the health care resources sharing program. A direct benefit of this authority is to
make available to veterans certain essentlal services that have not been readily
obtainable at their local VA medical center. it also allows VA facilities to provide
to the community VA health care resources that are not utilized to their maximum
capacity.

2. The VHA Medical Sharing Office initiates policy, furnishes technical
assistance, and provides oversight of the health care resources sharing program.
Veterans Integrated Service Networks (VISNs) and VA medical centers
(VAMCs), however, have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.

Il. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2003

1. Total sharing of health care resources for FY 2003 was approximately $576
million, with resources purchased totaling $528 million and resources sold
totaling $48 million. These totals represent a 25 percent increase in the sharing
of health care resources in VA over FY 2002. Chart 1 reflects the growth of the
health care resources sharing program since 1996. The bars represent the total
of health care resources services sold and purchased during a fiscal year.

_—
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Chart 1
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2. Since FY 1996, total health care resources sharing has increased from $81
million to $576 million. The flexibility of the sharing authority to purchase
resources is reflected in the continuing trend of VISNs/VAMCs to purchase
primary care services for community-based outpatient clinics (CBOCs), as well
as cost-effective contracting for other medical and health care services. The
sharing authority is also a key mechanism for VISNs and VAMCs in generating
revenues. For instance, a major trend that continued in FY 2003 is the selling of
specialized space to health care and other community entities through sharing
agreements.

3. The trend to procure the services of scarce medical specialists, such as
anesthesiologists, surgeons, and critical care nurses, through the sharing
authority continues, and was also a factor in the substantial increase in health
care resources sharing in FY 2003.

4. Finally, the trend to procure primary care through the sharing authority
continues. Over the last two years primary care increased from the third most
purchased resource to the first most purchased resource. This trend is the result
of VHA efforts to dramatically reduce waiting lists and to improve the access to
VA health care.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC, or “VA
Health Care System.” H is difficult at this point to provide a comparative analysis
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of data on sharing for past years for some individual facilities. However, the
Enhanced Sharing Authority of 1997 has greatly facilitated the establishment of
sharing agreements at the VAMC and VISN levels.

2. Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to offset their medical
capability deficits. These contracts are primarily in the following areas: radiation
therapy, diagnostic radiology, clinical and anatomic pathology, magnetic
resonance imaging, primary care services, and general medicine. Patients from
small hospitals in need of specialty services such as open heart surgery are
often referred to large, affiliated medical centers.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

Chart 2 presents the health care resources purchased in greatest volume by VA
in FY 2003. VA purchased resources totaling $528 million in FY 2003, compared
to $412 million in FY 2002. This total represents a 28 percent increase in the
total resources purchased in FY 2002 and is the sole reason for the overall
growth rate of 25 percent. The total for resources sold remained the same as FY
2002.

Chart 2

Health Care Resources Purchased

millions

Primary Care Imeging Staffing Rad Therapy
Leading Resources Purchased in FY 2003
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a. The Imaging category includes diagnostic radiology, MR, and Positron
Emissions Tomography (PET) scans. The staffing category includes physicians
and critical care nurses.

b. VHA purchased $85 million of primary care through the sharing authority
in FY 2003. This total represents a 21 percent increase over the total for primary
care purchased in FY 2002.

2. Selling Resources

a. VA provides a variety of services to affiliated medical schools, community
hospitals, and other sharing partners. These services are often specialty areas
specific to a particular VISN or VAMC but, increasingly, VA facilities are
establishing sharing agreements that creatively and fruitfully generate revenue
by providing services to sharing partners. VA facilities that have particular
resources that ara not fully utilized for the care of veterans may share these
resources with other community entities and provide resources to patients
referred by the sharing partner. Such resources are used more cost-effectively
when shared. |n addition, payments for the use of VA services are retained at
the VISN or VAMC providing the service and are applied to its medical services.

b. VA facilities have traditionally sold specialized medical resources that
have not been fully utilized or were in excess capacity at their facilities, such as
PET scans and clinical laboratory services. The modification of the sharing
authority in 1997, however, greatly enhanced the opportunities for VA to sell its
resources to not only offset its costs and to share its resources with the
community, but also to establish revenue streams. These new revenues are
retained at the VISNs or VAMCs, providing the services where they can, in tum,
be used to enhance services to veteran beneficiaries.

c. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to health care facilities and other sharing
partners in FY 2003.
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Chart 3

Health Care Resources Sold

millions

Space Pharmacy Lab/Path imaging
Leading Resources Sold In FY 2003

d. VA facilities sold $48 million to sharing partners in FY 2003. Medical
space was the resource sold in the greatest volume by VA in FY 2003, totaling
approximately $10 million. Imaging in the chart above includes Magnetic
Resonance Imaging (MRI), diagnostic radiology, PET scans, ultrasound, and
nuclear medicine scans. Phamacy represents the services of a VHA
pharmacist. The total for pharmacy services is primarily the resulit of
relationships between VHA and state veterans’ homes. Pharmacy services are
the VHA resource most often provided to state veterans’ homes. As a result of
the sharing agreement, state veterans’ homes are allowed access to Federal
Supply Schedule pricing for prescription drugs through a deviation in the Federal
Acquisition Regulations. This relationship benefits VHA, state veterans' homes,
and veterans.

Vi. PROGRAM SUMMARY FOR FY 2003

1. Total sharing of health care resources for FY 2003 was approximately $576
million, with resources purchased totaling $528 mitlion and resources sold
totaling $48 million. These totals represent a 25 percent increase in the sharing
of health care resources in VA over FY 2002.

2. Data for the annual report was collected electronically from facility or VISN
staff. A Web page was created at VA Central Office. The numbers reported are
compared to estimated numbers in contracts reviewed in Central Office and
totals reported by facilities in the Financial Management System (FMS). The
completed database allows VA to be more responsive to congressional
questions throughout the year. Improvemnents to the database are planned for
next year to reduce the staff time needed to input data and better define the
categories of services purchased and sold.

_—
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3. This report reflects only a portion of the total contracting expenditures that
VHA paid during FY 2003 for physician and other medical services.
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ATTACHMENT

Short Title of Report: Sharing of Health Care Resources
Report Required By: Title 38 USC 8153

In accordance with Title 38, Chapter 1, Section 116, the statement of cost for preparing this report and

Manpower Cost: $25,805
Contract(s) Cost:

Other Cost:

Total Estimated Cost to Prepare Report: $25,805

Brief Explanation of the methodology used in preparing this cost statement:

A web page is established in VA Central Office and facllity and staff input data on all sharing
agreements during the fiscal year. Staff in VA Central Office spend approximatly two weeks verifying
data and writing the report. The cost estimate is based on the hours of staff time involved, mostly for
inputing data at the facility and VISN level.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 8, 2005

The Honorable Larry Craig
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Healith Care Improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Ranking Member of the Senate
Committee on Veterans’ Affairs and the Chairman and Ranking Democratlc
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 8, 2005

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Chairman of the House
Committee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 8, 2005

The Honorable Daniel Akaka
Ranking Member

Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Senator Akaka:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(qg).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care iImprovement Act of
2000," Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman of the Senate Committee
on Veterans' Affairs and to the Chairman and Ranking Democratic Member of
the House Committee on Veterans' Affairs.

Sincerely yours,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 8, 2005

The Honorable Henry Brown
Chairman

Subcommittee on Health
Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Ranking Demaocratic
Member of the House Committee on Veterans' Affairs.

Sincerely yours,

mes Nicholson

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 8, 2005

The Honorable Michael Michaud
Ranking Democratic Member
Subcommittee on Health
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Michaud:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2000,” Public Law 106419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Ranking Democratic
Member of the House Committee on Veterans’ Affairs.

Sincerely yours,

r T
es Nicholson

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS

WASHINGTON
March 8, 2005

The Honorable Steve Buyer
Chairman

Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2004
"Annual Report on Sharing of Health Care Resources," as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both purchased and sold—increased 11 percent
over FY 2003. The use of this authority will continue to grow as VA continues to
improve health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act of
2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the Chairman and Ranking Member of
the Senate Committee on Veterans’ Affairs and to the Ranking-Democratic
Member of the House Committee on Veterans’ Affairs.

Enclosures
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I. INTRODUCTION

Title 38, U.S.C. section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
fiscal year (FY) 2004.

iI. BACKGROUND

1. As an important health care resource, VA’s health care system provides each
American community, in which there is a VA medical facility, with a vital part of
that area’s health care capability. The mandate and primary goal of the VA
health care system is to furnish the Nation’s veterans with timely medical care of
uncompromised quality. A key component that has enabled the Veterans Heaith
Administration (VHA) to attain this goal is the health care resources sharing
program. A direct benefit of this authority is to make available to veterans certain
essential services that have not been readily obtainable at their local VA medical
center. It also allows VA facilities to provide to the community VA health care
resources that are not utilized to their maximum capacity.

2. The VHA Resources Sharing Office initiates policy, furnishes technical
assistance, and provides oversight of the health care resources sharing program.
Veterans Integrated Service Networks (VISN) and VA medical centers (VAMC),
however, have primary responsibility for initiating, managing, and accounting for
sharing agreements with other institutions, health plans, or entities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires their professional and contracting staff to explore their
potential role as a sharing partner in the community.

ill. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2004

1. Total sharing of health care resources for FY 2004 was approximately $640
million, with resources purchased totaling approximately $612 million and
resources sold totaling $28 million. These totals represent an 11 percent
increase in the sharing of health care resources in VA over FY 2003 when VHA
purchased $528 million and sold $48 million. Chart 1 reflects the growth of the
health care resources sharing program since 1998. The bars represent the total
of health care resources services sold and purchased during a fiscal year. Since
FY 1998, total health care resources sharing has increased from $173 million to
$640 million per year.
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2. The flexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs/VAMCs to purchase primary care services for
community-based outpatient clinics, as well as cost-effective contracting for other
medical and health care services.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. This trend will continue. Consequently, the
reporting entity for total health care services purchased or provided may currently
be by VISN, VAMC, or “VA Health Care System.” It is difficult at this point to
provide a comparative analysis of data on sharing for past years for some
individual facilities. However, the Enhanced Sharing Authority of 1997 has
greatly facilitated the establishment of sharing agreements at the VAMC and
Network levels.

2. Traditionally, large affiliated VA medical centers are more likely to have
extensive and expensive sharing arrangements. The diversity of sharing
arrangements is also influenced by the special capability of large academic
centers to manage difficult medical care problems. VA medical centers in small
metropolitan areas rely heavily on sharing agreements to provide health care
resources not available at the VA facility. These contracts are primarily in the
areas of radiation therapy, diagnostic radiology, clinical and anatomic pathology
and magnetic resonance imaging (MRI). Patients from smaller metropolitan
areas in need of specialty services such as open heart surgery are often referred
to hospitals in larger metropolitan areas.

2.
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V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 represents the health care resources most frequently purchased
by VA in FY 2004. VA purchased resources totaling $612 million in FY 2004.
This is a 16 percent increase over FY 2003 when VA purchased $528 million.

Chart 2

Health Care Resources Purchased

$ in millions

Primary Cardlo Imaging Rad’ Staff
Care Therapy

Leading Resources Purchased in FY 2004

b. The imaging category includes diagnostic radiology ($40 million) and MRI/
nuclear medicine/Positron Emissions Tomography (PET) scans ($15.5 million).
The cardio category includes cardiology ($15 million) and cardio-vascular
surgery ($41 million). The staffing category includes physicians {($6 million) and
critical care nurses ($27 million).

2. Selling Resources

a. VA provides a limited number of resources, including unused medical
space to affiliated medical schools, community hospitals, and other sharing
partners. VA facilities that have resources that are not fully used for the care of
veterans may share these resources with other community entities. Such
resources are used more cost-effectively when shared. In addition, payments for
the use of VA resources are retained at the VISN or VAMC ensuring those
resources and payments are applied to medical services for veterans.

3.
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b. VA facilities have traditionally sold specialized medical resources that are
not fully used such as PET scans, clinical laboratory services, pharmacy services
to state veterans homes, and unused medical space. The revenues received
from these sharing agreements are retained at the VISNs or VAMCs, providing
the services where they can, in turn, be used to enhance services to veteran
beneficiaries.

c. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to other sharing partners in FY 2004.

Chart3

Health Care Resources Sold

$ in millions

Space Pharmacy Lab/Path
Leading Resources Sold in FY 2004

d. VA facilities sold $28 million in health care resources to sharing partners
in FY 2004. Medical space was the resource sold in the greatest volume by VA
in FY 2004. The total for resources sold of $28 million was a decrease of
42 percent from FY 2003.

e. The revenue provided under this authority decreased in FY 2004 for three
reasons. First, the increasing number of veteran users has significantly reduced
excess capacity in VA resources. Second, the largest health care resource sold
to other health care providers in the past has been vacant or unused medical
space. The Capital Asset Realignment for Enhanced Services for Veterans
program has converted many sharing agreements into longer term lease
arrangements. When this occurs revenue will not actually be lost to VA but .
simply transferred to the Enhanced Use Lease Authority (title 38 U.S.C., section
8161). The third reason is an administrative change in how facilities are asked to
report revenue under sharing authority. Under the statute, facilities cannot enter

4,
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a sharing agreement to sell a resource purchased for veteran’s health care
unless they recover the cost of that VA resource. Providing a resource below the
cost is allowed under the statute only if it is necessary to maintain a standard of
care. However, in order to be in compliance with the Chief Financial Officers
(CFO) Act, facilities must report any sharing agreement that does not recover
cost. During this year, VA issued new guidance, and facility staff was diligent in
ensuring VA was in compliance with the CFO Act by documenting the cost of VA
resources in sharing agreements using available VA mechanisms such as the
Decision Support System. Compliance with these requirements allowed VA to
add a cost factor in the database that was not previously available.

VI. ASSESSMENT OF PROGRAM AND RECOMMENDATIONS

VA recognized in FY 2004 that our database for sharing agreements was
inadequate to describe the complexity and increasing use of sharing authority in
VA, including the price of contract physician labor. A new database was created
late in FY 2004 that included several new data factors, including the rate of
reimbursement for salary and per-procedure based sharing agreements. This
new database will be updated quarterly, will improve management of the sharing
program and will be further modified during FY 2005. This new database and its
potential applications will be fully described in next year's report.

Vil. PROGRAM SUMMARY FOR FY 2004

1. Total sharing of health care resources for FY 2004 was approximately $640
million, with resources purchased totaling $612 million, and resources sold
totaling $28 million. These totals represent an 11 percent increase in the sharing
of health care resources in VA over FY 2003.

2. Data for the annual report was coliected electronically from facility or VISN
staff. The numbers reported are compared to estimated numbers in contracts
reviewed in Central Office and totals reported by facilities in the Financial
Management System. The completed database allows VA to be more
responsive to congressional questions throughout the year, and we plan to
update the database quarterly. Improvements to the database are planned for
next year to reduce the staff time needed to input data and better define the
categories of services purchased and sold.
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Estimate of Cost to Prepare
Congressionally-Mandated Report

ATTACHMENT

Short Title of Report: FY 2004 Annual Report Pursuant to 30 U.S.C. Section 8152

Report Required By: 0

In accordance with Title 38, Chapter 1, Section 116, the statement of cost for preparing this report and a
brief explanation of the methodology used in preparing the cost statement are shown below.

Manpower Cost: $26,967
Contract(s) Cost: $0
Other Cost: $0
Total Estimated Cost to Prepare Report: $26,967

Brief Explanation of the methodology used in preparing this cost statement:
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 28, 2006

The Honorable Larry E. Craig
Chairman

Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:
Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this authority will continue to grow as VA continues to improve
health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans’ Affairs.

Sincerely yours,

Gordon H. Mansfield

Enclosures



THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON
March 28, 2006

The Honorable Michael Michaud
Ranking Democratic Member
Subcommittee on Health
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Michaud:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this authority will continue to grow as VA continues to improve
health care value for our Nation’s veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans’ Affairs.

Sincerely yours,

QGO

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON
March 28, 2006

The Honorable Henry E. Brown, Jr.
Chairman

Subcommittee on Health
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005

“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(q).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this authority will continue to grow as VA continues to improve
health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans' Affairs.

Sincerely yours,

QNCAUDD

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON
March 28, 2006

Fomomamonating 7O Ysare of Femsice

The Honorable Daniel Akaka
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Akaka:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this autharity will continue to grow as VA continues to improve
health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed. '

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans' Affairs.

Sincerely yours,

ANCAUL DD

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON
March 28, 2006

The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Evans:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005
‘Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this authority will continue to grow as VA continues to improve
health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act

of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans’ Affairs.

Sincerely yours,

ANCAUDD

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON
March 28, 2006

The Honorable Steve Buyer
Chairman

Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2005
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
Section 8153(g).

The combined total of shared health care resources with other community
entities under this authority—both obligated and sold—increased 16 percent over
FY 2004. The use of this authority will continue to grow as VA continues to improve
health care value for our Nation's veterans and taxpayers.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 108-419, a statement of the cost of preparing this report is
enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans' Affairs. '

Sincerely yours,

ANCAUDD

Gordon H. Mansfield

Enclosures
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. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2005.

. BACKGROUND

1. As an important health care resource, VA's health care system provides each
American community in which there is a VA medical facility with a vital part of
that area’s health care capability. The mandate and primary goal of the VA
health care system is to furnish the Nation’s veterans with timely medical care of
uncompromised quality. A key component that has enabled the Veterans Health
Administration (VHA) to atfain this goal is the health care resources sharing
program. A direct benefit of this authority is to make available to veterans certain
essential services that have not been readily obtainable at their local VA medical
center. It also allows VA facilities to provide to the community VA health care
resources that are not utilized to their maximum capacity.

2. The VHA Prosthetics and Clinical Logistics Office initiates policy, furnishes
technical assistance, and provides oversight of the health care resources sharing
program. Veterans Integrated Service Networks (VISNs) and VA medical
centers (VAMCs) have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities. .

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to expiore its potential
role as a sharing partner in the community.

lll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2005

1. Total sharing of health care resources for FY 2005 was approximately $733
million, with resources obligated totaling approximately $690 million and
resources sold totaling $43 million. These totals represent a 16 percent increase
in the sharing of health care resources in VA over FY 2004 when VHA obligated
$612 million and sold $28 million. Chart 1 refiects the growth of the health care
resources sharing program since 1998. The bars represent the total of health
care resources services sold and obligated during a fiscal year.
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Chart 1
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2. The fiexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs/VAMCs to purchase primary care services for
community-based outpatient clinics (CBOCs).

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2005.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or “VA
Health Care System.” The Enhanced Sharing Authority of 1997, and the trend to
centralize contracting at the network level, have resulted in purchasing health
care resources, such as home oxygen and home health care for larger
geographic areas including multiple facilities or even an entire network. This
trend will continue.

2. Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
medical centers to manage difficult medical care problems. VA medical centers
in small metropolitan areas rely heavily on sharing agreements to provide health
care resources not available at the VA facility. These contracts are primarily in
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the following areas: radiation therapy, diagnostic radiology, cardiology, cardio-
vascular surgery, anesthesiology and orthopedics. Patients from smail hospitals
in need of specialty services such as open heart surgery are often referred to
large, affiliated medical centers under sharing authority.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 presents the health care resources most frequently purchased by
VA in FY 2005. VA obligated $690 million in FY 2005. This is an 11 percent
increase over FY 2004 when VA obligated $612 million.

Chart 2

Health Care Resources Purchased

$ in millions

Primary imaging Anesthe Cardlo Rad Surgery
Care Treatment

Leading Resources Purchased In FY 2005

b. The Imaging category includes diagnostic radiology, MRI, nuclear
medicine and Positron Emissions Tomography (PET) scans. The Cardio
category includes invasive and non-invasive cardiology. The Surgery category
includes general surgery and orthopedics.

2. Selling Resources

a. VA provides a limited number of resources, including unused medical
space to affiliated medical schools, community hospitals, and other sharing
partners. VA facilities that have particular resources not fully utilized for the care
of veterans may share these resources with other community entities. Such
resources are used more cost-effectively when shared.

b. VA facilities have traditionally sold specialized medical resources that have
not been fully utilized, such as PET scans, clinical laboratory services, pharmacy
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services to State veterans homes and unused medical space. The revenues
received from these sharing agreements are retained at the VISNs or VAMCs,
and enhance services to veteran beneficiaries.

c. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to other sharing partners in FY 2005.

Chart 3

Health Care Resources Sold
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d. VA facilities sold $43 million to sharing partners in FY 2005. VA provides
numerous resources to State veteran homes under sharing authority. In
FY 2005, VA provided pharmacy, clinical lab, laundry, primary care, dietetics and
dental care to residents of State veterans home that were not enrolled with VA,
In FY 2004, the total revenue for resources sold was $28 million. Though this
represents an increase of 53 per cent over FY 2004, it is similar to the $44 million
received in FY 2003.

V. PROGRAM SUMMARY FOR FY 2005

1. Total sharing of health care resources for FY 2005 was approximately $733
million, with resources obligated totaling $690 million, and resources sold totaling
$43 million. These totals represent a 16 percent increase in the sharing of health
care resources in VA over FY 2004.

2. Data for the annual report were collected electronically from facility or VISN
staff. The numbers reported are compared to estimated numbers in contracts
reviewed in Central Office and totals reported by facilities in the Financial
Management System (FMS). In many cases the numbers reported reflect actual
expenditures for the fiscal year. The completed database is now updated

000116.086



quarterly. Improvements to the database are planned for next year to reduce
the staff time needed to input data and better define the categories of services
purchased and soid.
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Estimate of Cost to Prepare
Congressionally-Mandated Report

Short Title of Report: Annual Report on Sharing of Health Care Resources

Report Required By: 38 U.S.C. Section 8153

In accordance with Title 38, Chapter 1, Section 116, the statement of cost for preparing this report
and a brief explanation of the methodology used in preparing the cost statement are shown below.

Manpower Cost: $1,378
Contract(s) Cost: $0
Other Cost; $0
Yotai Estimated Cost to Prepars Report: : $1,378

Brief Explanation of the methodology used in preparing this cost statement:
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 5, 2007

The Honorable Daniel K. Akaka
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
“Annual Repert on Sharing of Health Care Resources,” as required by 38 U.S.C.
section 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold—was similar to the
total in sharing during FY 2005. As required by the “Veterans Benefits and Health Care
Improvement Act of 2000," Public Law 106-419, a statement of the cost of preparing this
report is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans’ Affairs.

Sincerely yours,

QiGN

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 5, 2007

The Honorable Larmry E. Craig
Ranking Member

Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Senator Craig:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
"Annuai Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
section 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold—was similar to the
total in sharing during FY 2005. As required by the "Veterans Benefits and Health Care
Improvement Act of 2000,” Public Law 106-419, a statement of the cost of preparing this
report is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans' Affairs.

Sincerely yours,

Qa2 N

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 5, 2007

The Honorable Bob Fiiner
Chairman

Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
saction 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold— was similar to the
total in sharing during FY 2005. As required by the “Veterans Benefits and Health Care
Improvement Act of 2000,” Public Law 106-418, a statement of the cost of preparing this
repott is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans' Affairs.

Sincerely yours,

WP Wr%

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 5, 2007

The Honorable Steve Buyer
Ranking Republican Member
Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Buyer:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
section 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold— was similar to the
total in sharing during FY 2005. As required by the “Veterans Benefits and Health Care
Improvement Act of 2000,” Public Law 106-419, a statement of the cost of preparing this
report is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans’ Affairs.

Sincerely yours,

QG 3N

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

Aprll 5, 2007

The Honorable Michael Michaud
Chairman

Subcommittee on Health
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
section 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold— was similar to the
total in sharing during FY 2005. As required by the “Veterans Benefits and Health Care
improvement Act of 2000, Public Law 106-419, a statement of the cost of preparing this
report is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans’ Affairs.

Sincerely yours,

DLl N

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

April 5, 2007

The Honorable Jeff Miller
Ranking Republican Member
Subcommittee on Health
Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

_ Dear Congressman Miller:

Enclosed is the Department of Veterans Affairs (VA) fiscal year (FY) 2006
“Annual Report on Sharing of Health Care Resources,” as required by 38 U.S.C.
section 8153(g). The combined total of shared health care resources with other
community entities under this authority—both obligated and sold— was similar to the
total in sharing during FY 2005. As required by the “Veterans Benefits and Health Care
Improvement Act of 2000, Public Law 106-418, a statement of the cost of preparing this
report is enclosed. Similar packages have been sent to the appropriate leadership of
the Senate and House Committees on Veterans' Affairs.

Sincerely yours,

RGN

Gordon H. Mansfield

Enclosures
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Estimate of Cost to Prepare
Congressionally-Mandated Report

Short Title of Report: FY 2006 Annual Report on Sharing of Health Care Resources

Report Required By: 38 U.S.C. section 8153(g)

In accordance with title 38, chapter 1, section 116, the statement of cost for preparing this
report and a brief explanation of the methodology used in preparing the cost statement are
shown below.

Manpower Cost: $5,459
Contract(s) Cost: $0
Other Cost: 30
Total Estimated Cost to Prepare Report: $5,459

Brief Explanation of the methodology used in preparing this cost statement:

Data for the annual report was collected electronically from the facility or VISN. The number
reported are compared to estimated numbers in contracts reviewed in VA Central Office and
totals reported by facilities in the Financial Management System (FMS). The completed
database allows VA to be more responsive to Congressional questions throughout the year.
improvements to the database are planned for next year to reduce the staff time needed to
input data and better define the categories of services purchased and sold.

Attachment
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I. INTRODUCTION

Title 38, U.S.C. section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
fiscal year (FY) 2006.

iI. BACKGROUND

1. As an important health care resource, the Department of Veterans Affairs’
(VA) health care system provides each American community in which there is a
VA medical facility with a vital part of that area's health care capability. The
mandate and primary goal of the VA health care system is to fumish the Nation's
veterans with timely medical care of uncompromised quality. A key component
that has enabled Veterans Health Administration (VHA) to attain this goal is the
health care resources sharing program. A direct benefit of this authority is to
make available to veterans cartain essential services that have not been readily
obtainable at their local VA medical center. It also allows VA facilities to provide
to the community VA heaith care resources that are not used to their maximum
capacity. :

2. The VHA Prosthetics and Clinical Logistics Office initiates policy, furnishes
technical assistance, and provides oversight of the health care resources sharing
program. Veterans integrated Service Networks (VISNs) and VA medical
centers (VAMCs) have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and medical facility includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potentiai
role as a sharing partner in the community.

ll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2006

1. Total sharing of health care resources for FY 2006 was approximately $728
millipn, with resources purchased totaling approximately $696 million and
resources sold totaling $32 million. These totals represent a slight increase in
the resources purchased and a decrease in resources sold during FY 2006.
Total sharing of health care resources in FY 2005 was approximately $730
million, with resource purchased totaling approximately $687 million and
resources sold approximately $43 million. Chart 1 reflects the growth of the
health care resources sharing program since 2000. The bars represent the total
of health care resources services sold and purchased during a fiscal year.
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Chart 1
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2. The flexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs/VAMCs to purchase primary care services for
community-based outpatient clinics (CBOCs).

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2006.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consaquently, the reporting entity for total heaith
care services purchased or provided may currently be by VISN, VAMC or “VA
Health Care System.” The Enhanced Sharing Autharity of 1897, and the trend to
centralize contracting at the network level, has resulted in purchasing health care
resqurces such as air ambulance, dialysis and home health care for larger
geographic areas including multiple facilities or even an entire network. This
trend wiill continue.

2. Traditionally, large affiliated VA medical centers are more likely to have more
extensive and expensive sharing arrangements. The referral system of medical
practice enhances the size of these sharing programs as patients flow from
smaller hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of large academic
medical centers to manage difficult medical care problems. VA medical centers
in small metropolitan areas rely heavily on sharing agreements to provide health
care resources not availabie at the VA facility. These contracts are primarily in
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the following areas: radiation therapy, diagnostic radiology, cardiology, cardio-
vascular surgery, anesthesiology and orthopedics. Patients from small hospitals
in need of specialty services such as open heart surgery are often referred to
large, affiliated medical centers under sharing authority.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 presents the health care resocurces most frequently purchased by
VA in FY 2006. VA purchased resources.totaling $696 million in FY 2006. This
is a 1 percent increase over FY 2005 when VA purchased $687 million.

Chart 2

Health Care Resources Purchased

$ in millions

Primary Imaging Anesthe Rad Cardiology
Care Therapy
Leading Resources Purchased in FY 2006

b. The Imaging category includes diagnostic radiology, magnetic resonance
imaging (MRI), nuclear medicine and positron emissions tomography (PET)
scans. The cardiology category includes invasive and non-invasive cardiology.

2. Selling Resources

a. VA provides a limited number of resources, inciuding unused medical
space to affiliated medical schools, community hospitals, and other sharing
partners. VA facilities that have particular resources that are not fully used for
the care of veterans may share these resources with other community entities.
Such resources are used more cost effectively when shared.

b. VA facilities have traditionally soid unused medical space and specialized
medical resources with excess capacity, such as PET scans, clinical laboratory
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services, and pharmacy services. The revenues received from these sharing
agreements are retained at the VISNs or VAMCs, providing the services where
they can, in tum, be used to enhance services to veteran beneficiaries.

c. The following chart presents health care resources that ViSNs or VAMCs
sold in the greatest dollar volumes to other sharing partners in FY 2006,

Chart 3

Health Care Resources Sold

$ in millions

Space LabfPath Pharmacy
Leading Resources Sold in FY 2006

d. VA facilities sold $32 million to sharing partners in FY 2006. VA provides
numerous resources to State veteran homes under sharing authority. In
FY 2005 VA provided phammacy, clinical lab, laundry, primary care, dietetics and
dental care to residents of State veterans homes that were not enrolled with VA.
In FY 2005 the total revenue for resources sold was $43 million.

VI. PROGRAM SUMMARY FOR FY 2006

1. Total sharing of health care resources for FY 2006 was approximately $728
million, with resources purchased totaling $696 million, and resources sold
totaling $32 million. These totals are similar to the total in sharing of health care
resources in FY 2005.

2. Data for the annual report was collected electronically from the facility or
VISN. The numbers reported are compared to estimated numbers in contracts
reviewed in Central Office and totals reported by facilities in the Financiai
Management System (FMS). The completed database allows VA to be more
responsive to Congressional qusstions throughout the year. Improvements to
the database are planned for next year to reduce the staff time needed to Input
data and better define the categories of services purchased and sold.
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the database are planned for next year to reduce the staff time needed to input
data and better define the categories of services purchased and sold.

3. The VA Secretary signed a new policy for sharing in August 2006. This policy
addressed all recommendations made in the February 2005 VA Office of
Inspector General Report, “Evaluation of VHA Sole-Source Contracts with
Medical Schools and Other Affiliated Institutions.”
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 27, 2008

The Honorable Daniel K. Akaka
Chairman .

Committee an Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chénirman:

Encloésed is the Department of Veterans Affairs fiscal year (FY) 2007 Annual Report
on Sharing of Health Care Resources as required by 38 U.S.C. § 8153(q).

The combined total of shared health care resources with other community
entities under this authority, purchased and sold, decreased 15 percent from
FY 2006. A Sharing Agreement Review Committee has been established to review and
approve all selling and buying sharing agreements. The Committee will examine and
assess ways:to enhance use of the Sharing Agreement database for monitoring health
care effectivaness. As required by Public Law 106-419, the Veterans Benefits and
Health Care Improvement Act of 2000, a statement of the cost for preparing this report
is also enclosed.

Similar packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans’ Affairs.

Sincerely yours,

/QAQO(,J

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 27, 2008

The Honorable Richard M. Burr
Ranking Member

Committee dan Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senatcir Burr:

Enclo?sed is the Department of Veterans Affairs fiscal year (FY) 2007 Annual Report
on Sharing of Health Care Resources as required by 38 U.S.C. § 8153(g).

The combined total of shared health care resources with other community
entities under this authority, purchased and sold, decreased 15 percent from
FY 2006. A Sharing Agreement Review Committee has been established to review and
approve all selling and buying sharing agreements. The Committee will examine and
assess waysito enhance use of the Sharing Agreement database for monitoring health
care effectivéness. As required by Public Law 106-419, the Veterans Benefits and
Health Care Improvement Act of 2000, a statement of the cost for preparing this report
is also encloged.

Simila} packages have been sent to the appropriate leadership of the Senate and
House Comnjittees on Veterans' Affairs.

Sincerely yours,

NCADD

Gordon H. Mansfield

Enclosures
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 27, 2008

The Honoraple Steve Buyer
Ranking Republican Member
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congréssman Buyer:

Enclased is the Department of Veterans Affairs fiscal year (FY) 2007 Annual Report
on Sharing ¢f Health Care Resources as required by 38 U.S.C. § 8153(qg).

The dombined total of shared health care resources with other community
entities undér this authority, purchased and sold, decreased 15 percent from
FY 2006. A:Sharing Agreement Review Committee has been established to review and
approve all selling and buying sharing agreements. The Committee will examine and
assess ways to enhance use of the Sharing Agreement database for monitoring health
care effectiveness. As required by Public Law 106-419, the Veterans Benefits and
Health Care Improvement Act of 2000, a statement of the cost for preparing this report
is also enclosed.

Similér packages have been sent to the appropriate leadership of the Senate and
House Comittees on Veterans’ Affairs.

Sincerely yours,

AN DD

Gordon H. Mansfield

Enclosures |
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THE DEPUTY SECRETARY OF VETERANS AFFAIRS
WASHINGTON

March 27, 2008

|
The Honoraple Bob Filner
Chairman |
Committee bn Veterans' Affairs
U.S. House iof Representatives
Washington, DC 20515

Dear Mr. Chainnan:

Enclcised is the Department of Veterans Affairs fiscal year (FY) 2007 Annual Report
on Sharing ¢f Health Care Resources as required by 38 U.S.C. § 8153(qg).

The combined total of shared health care resources with other community
entities under this authority, purchased and sold, decreased 15 percent from
FY 2006. A Sharing Agreement Review Committee has been established to review and
approve all selling and buying sharing agreements. The Committee wili examine and
assess ways to enhance use of the Sharing Agreement database for monitoring heaith
care effectiveness. As required by Public Law 106-419, the Veterans Benefits and
Health Carejlmprovement Act of 2000, a statement of the cost for preparing this report
is also encl . ed.

Similér packages have been sent to the appropriate leadership of the Senate and
House Committees on Veterans' Affairs.

Sincerely yours,

G0

Gordon H. Mansfield

Enclosures
i
i
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I. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing be provided annually to Congress. The information in this report is for
Fiscal Year (FY) 2007.

ll. BACKGROUND

1. As an important health care resource, the Department of Veterans Affairs’
(VA) health care system provides each American community, in which there is a
VA medical facility, with a vital part of that area’s health care capability. The
mandate and primary goal of the VA health care system is to furish the Nation’s
veterans with timely and quality medical care. A key component that has
enabled Veterans Health Administration (VHA) to attain this goal is the Health
Care Resgources Sharing Program. A direct benefit of this authority is to make
available to veterans certain essential services that have not been readily
obtainable at their local VA medical center. It also allows VA facilities to provide
to the community VA health care resources that are not utilized to their maximum
capacity.

2. The VHA Prosthetics and Clinical Logistics Office initiates policy, fumishes
technical assistance, and provides oversight of the Health Care Resources
Sharing program. Veterans Integrated Service Networks (VISNs) and VA
medical genters have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and VA medical center includes sharing as an essential planning
element and requires its professional and contracting staff to explore its potential
role as a sharing partner in the community.

ill. THE HEALTH CARE RESOURCES SHARING PROGRAM ~ FY 2007

1. Total sharing of health care resources for FY 2007 was approximately $617
million, with resources purchased totaling approximately $589 million and
resources sold totaling $28 million. These totals represent 15 percent decrease
in the resources purchased and a 12.5 percent decrease in resources sold as
compared to FY 2006. Total sharing of health care resources in FY 2006 was
approximately $728 million, with resource purchased totaling approximately
$696 million resources sold approximately $32 million. Chart 1 reflects the
growth of the health care resources sharing program since 2000. The bars
represent the total of health care resources services sold and purchased during
a fiscal year.
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Chart 1
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2. The ﬂ{axibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs and VA medical centers to purchase primary care
services for Community-based Outpatient Clinics.

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2007.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VA medical centers have realigned
and, in many instances, have merged or integrated with other VA medical
centers or facilities. Aiso, several VISNs have consolidated the acquisition and
selling of health care resources at the VISN level. Consequently, the reporting
entity for fotal health care services purchased or provided may currently be by
VISN, VAimedical center or VA Health Care System. The Veterans Health Care
Eligibility Reform Act of 1996 significantly expands VA's health care resources
sharing authority in title 38 of the United States Code, sections 8151 through
8153. The trend to centralize contracting at the network level has resulted in
purchasing health care resources such as air ambulance, dialysis and home
health care for larger geographic areas including multiple facilities or an entire
network. This trend will continue.

2. Traditignally, large affiliated VA medical centers are more likely to have more
extensive sharing arrangements. The referral system of medical practice
enhances the size of these sharing programs as patients flow from smaller
hospitals and clinics to tertiary care centers. The diversity of sharing
arrangements is also influenced by the special capability of larger academic
medical centers to manage difficuit medical care problems. VA medical centers
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in small metropolitan areas rely heavily on sharing agreements to provide health
care respurces not available at the VA facility. These contracts are primarily in
the following areas: radiation therapy, diagnostic radiology, cardiology,
cardiovascular surgery, anesthesiology and orthopedics. Patients from smalll
hospitals in need of specialty services such as open heart surgery are often
referred to large, affiliated medical centers under sharing authority.

V. SHARING HEALTH CARE RESOURCES - PURCHASING AND SELLING
1. Purcl_'g: asing Resources

a. Chart 2 presents the health care resources most frequently purchased by
VA in FY:2007. VA purchased resources totaling $617 million in FY 2007. This
is 15 percent decrease over FY 2006 when VA purchased $696 million. The
decreass is attributed to VA staff performing the services previously performed
by contractors.

Chart 2

Health Care Resources Purchased

$ in millions

Primary Imaging Rad Cardloiogy Anes
Care Therapy

Leading Resources Purchased in FY 2007

b. The imaging category includes diagnostic radiology, magnetic resonance
imaging, nuclear medicine and positron emissions tomography scans. The
cardiology category includes invasive and non-invasive cardiology.

2. Selling@ Resources

a. VA provides a limited number of resources, including unused medical
space to affiliated medical schools, community hospitals, and other sharing
partners. VA facilities that have particular resources that are not fully utilized for
the care of veterans may share these resources with other community entities.
Such resources are used more cost-effectively when shared.
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b. VA facilities have traditionally sold specialized medical resources that
have not been fully utilized, such as, clinical laboratory services, pharmacy
services to state veterans homes and unused medical space. The revenues
received from these sharing agreements are retained at the VISNs or VA
medical centers, providing the services where they can, in tumn, be used to
enhance services that may otherwise be unfunded.

C. Thb following chart presents health care resources that VISNs or VA
medical ¢enters sold in the greatest dollar volumes to other sharing partners in

FY 2007.
Chart 3

Health Care Resources Sold

$ in millions

Pharmacy Space Lab
Leading Resources Sold in FY 2007

d. VA facilities sold $28 million to sharing partners in FY 2007. VA provides
numerous resources to State veteran homes under sharing authority. In
FY 2007, VA provided pharmacy, clinical lab, laundry, primary care, dietetics and
dental care to residents of state veterans homes not enrolled with VA. In
FY 2006, the total revenue for resources sold was $32 million. This decrease
reflects that excess capacity is being reduced. The increase in pharmacy sales
from $2.5 million in FY 2006 to $7 miillion in FY 2007 is reflective of the increase
in mail order prescriptions while the decrease in space sales is consistent with
increased space utilization within VA medical centers.

VI. PROGRAM SUMMARY FOR FY 2007

1. Total sharing of health care resources for FY 2007 was approximately $617
million, with resources purchased totaling $589 million, and resources sold
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totaling $28 million. These totals reflect a decrease in the sharing of heaith care
resources over FY 2006.

2. Data for the annual report was collected electronically from the facility or
VISN. The numbers reported are compared to estimated numbers in contracts
reviewed in Central Office and totals reported by facilities in the Financial
Management System. The completed database allows VA to be more
responsive to Congressional questions throughout the year. To further enhance
the capability of the database, VHA is working on establishing a platform that wil
allow the existing database to interface with the VA-wide Electronic Contract
Management System, which allows importation of buying and selling data. As a
result, reduction in man-hours will be realized from exporting and capturing data
from a single system. \

Vil. PROGRAM EVALUATION AND RECOMMENDATIONS FOR
IMPROVEMENT

1. Historically, data for this report was coliected from the VA Central Office
contract database after the end of each fiscal year. Aithough this database was
helpful for the annual report, it did not provide sufficient information to monitor
the use of the sharing authority during the year, and it did not provide information
for evaluating contract physician resources and productivity. In 2003, a Sharing
Agreement Database was created specifically to meet these additional needs.

In order to meet new contracting requirements, and in response to feedback
from key stakeholders, including the Office of Inspector General and various
VHA field:users, this database has been expanded in scope to include Scarce
Medical Specialist agreements.

2. An evaluation of the Sharing Agreement Database was conducted by the
VHA Medical Sharing Program Office in FY 2007 to validate its use in monitoring
the use of sharing agreements. The evaluation indicated that the database was
performing the function for which it was created.

3. In summary, the Health Care Resource Sharing Program (38 U.S.C. section
8153) is effective in maintaining Health Care Sharing relationships with affiliates.
The VHA Medical Sharing Program Office has established a Sharing Agreement
Review Committee. The Committee is comprised of representatives from legal,
medical, and Office of the Inspector General to assess ways to enhance use of
the sharing agreement database for monitoring health care effectiveness.

4. No rectpmmended changes to 38 U.S.C. § 8153 are being made at this time.
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Estimate of Cost to Prepare
Congressionally Mandated Report

Title of Report: FY 2007 Local Procurement Report
Report Required by: Public Law 100-322

in accorgdance with Public Law 106-419 (Title 38, Chapter 1, Section 116), listed below is
a statement of the cost of preparing the FY 2007 Local Procurement Report and a brief
explanation of the methodology used in preparing the cost statement.

g ost Categories Cost Breakdown
\):A Staft: $ 19,075
diontractor: $0
(s_ther: $0
Tbtal Cost: $19,075

The cost%for VA staff activities assumes 443.5 staff hours at $43.01 per hour. The level
of staff ranges from GS-5 through GS-15, including an RN salary and benefit rate.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

January 29, 2009

The Honorable Bob Filner
Chairman

Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans’ Affairs (VA) Fiscal Year 2008
Annual Report on Sharing of Health Care Resources, as required by title 38
U.S.C. Section 8153(g). The combined total of shared heaith care resources
~ with other community entities under this authority—purchased and sold—
increased by approximately 6 percent from Fiscal Year 2007.

The Sharing Agreement Review Committee continues to review and
approve all buying and selling sharing agreements.

As required by the “Veterans Benefits and Health Care improvement Act
of 2000,” Public Law 106419, a statement of the cost of preparing this report is
enclosed.

Similar packages are being sent to the appropriate leadership of the
Senate and House Committees on Veterans' Affairs. | appreciate the opportunity
to share this information with you.

Sincerely,

A

Eric K. Shinseki

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

January 29, 2008

The Honorable Daniel K. Akaka
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman;

Enclosed is the Department of Veterans' Affairs (VA) Fiscal Year 2008
Annual Report on Sharing of Health Care Resources, as required by title 38
U.S.C. Section 8153(g). The combined total of shared health care resources
with other community entities under this authority—purchased and sold—
increased by approximately 6 percent from Fiscal Year 2007.

The Sharing Agreement Review Committee continues to review and
approve all buying and selling sharing agreements.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages are being sent to the appropriate leadership of the _
Senate and House Committees on Veterans' Affairs. | appreciate the opportunity
to share this information with you.

Sincerely,
Eric K. Shinseki

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

January 29, 2009

The Honorable Steve Buyer
Ranking Member

Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Buyer:

Enclosed is the Department of Veterans' Affairs (VA) Fiscal Year 2008
Annual Report on Sharing of Health Care Resources, as required by titie 38
U.S.C. Section 8153(g). The combined total of shared health care resources
with other community entities under this authority—purchased and sold—
increased by approximately 6 percent from Fiscal Year 2007.

The Sharing Agreement Review Committee continues to review and
approve all buying and selling sharing agreements.

As required by the "Veterans Benefits and Health Care Improvement Act
of 2000, Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages are being sent to the appropriate leadership of the
Senate and House Committees on Veterans' Affairs. | appreciate the opportunity
to share this information with you.

Sincerely,
’é.j,

Eric K. Shinseki

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

January 29, 2009

The Honorable Richard Burr
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Burr;

Enclosed is the Department of Veterans' Affairs (VA) Fiscal Year 2008
Annual Report on Sharing of Health Care Resources, as required by title 38
U.S.C. Section 8153(g). The combined total of shared heaith care resources
with other community entities under this authority—purchased and sold—
increased by approximately 6 percent from Fiscal Year 2007.

The Sharing Agreement Review Committee continues to review and
approve all buying and selling sharing agreements.

As required by the “Veterans Benefits and Health Care Improvement Act
of 2000,” Public Law 106-419, a statement of the cost of preparing this report is
enclosed.

Similar packages are being sent to the appropriate leadership of the
Senate and House Committees on Veterans’ Affairs. | appreciate the opportunity
to share this information with you.

Sincerely,

Eric K. Shinseki

Enclosures
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Estimate of Cost to Prepare
Congressionally Mandated Report

Title of Report: Fiscal Year (FY) 2008 Sharing of Health Care Resources
Report
Report Required by: Public Law 106-419

In accordance with Public Law 106-419 (title 38, section 18153(g), listed below is a

statement of the cost of preparing the FY 2008 Local Procurement Report and a brief
explanation of the methodology used in preparing the cost statement.

Cost Categories Cost Breakdown
VA Staff: $ 3204
Contractor: 30
Other: $0
Total Cost: $3,204
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l. INTRODUCTION

Title'38, U.S.C. Section 8153(g) requires that a report on heaith care resources
sharing agreements be provided annually to Congress. The information in this
report is for Fiscal Year (FY) 2008.

I, BACKGROUND

1. As an important health care resource provider, the Department of Veterans
Affairs’ (VA) health care system provides each American community, in which
there is a VA medical center (VAMC), with a vital part of that area’s health care
capability. The mandate and primary goal of VA’s health care system is to
furnish the Nation's Veterans with timely and quality medical care. A key
component that has enabled the Veterans Health Administration (VHA) to attain
this goal is the Health Care Resources Sharing Program. A direct benefit of this
authority is to make available to Veterans certain essential services that have not
been readily obtainable at their local VAMCs. It also allows VAMCs to provide
the community with VA health care resources that are not fully utilized to their
maximum capacity.

2. The VHA Procurement and Logistics Office initiates policy, furnishes technical
assistance, and provides oversight of the Health Care Resources Sharing
program. Veterans Integrated Service Networks (VISNs) and VA medical
centers (VAMCs) have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

3. Each VISN and VAMC includes sharing medical services as an essential
planning element and requires its professional and contracting staff to explore its
potential role as a sharing partner in the community.

. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2008

1. Total sharing of heaith care resources for FY 2008 was approximately $656
million, with resources purchased totaling approximately $626 million and
resources sold totaling $30 million. These totals represent a 6 percent increase
in the resources purchased and a 7 percent increase in the resources sold as
compared to FY 2007. Total sharing of health care resources in FY 2007 was
approximately $617 million, with resources purchased totaling approximately
$589 million and resources sold approximately $28 million. Chart 1 reflects the
growth of the health care resources sharing program since 2000. The bars
represent the total health care resources services sold and purchased during a
fiscal year.
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Chart 1
Health Care Resources Sharing Program
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2. The flexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs and VAMCs to purchase primary care services for
community based outpatient clinics (CBOCs).

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2008.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or VA
Health Care System. The Veterans Health Care Eligibility Reform Act of 1996
significantly expands VA's health care resources sharing authority in title 38 of
the United States Code, sections 8151 through 8153. The trend to centralize
contracting at the network level has resulted in purchasing health care resources
such as air ambulance, dialysis, and home health care for larger geographic
areas including multiple facilities or an entire network. This trend will continue.

2. Traditionally, large affiliated VAMCs are more likely to have more extensive
sharing arrangements. The referral system of medical practice enhances the
size of these sharing programs as patients flow from smaller hospitals and clinics
to tertiary care centers. The diversity of sharing arrangements is also influenced
by the special capability of larger academic medical centers to manage difficult
medical care problems. VAMCs in small metropolitan areas rely heavily on
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sharing agreements to provide health care resources not available at the VAMC.
These contracts are primarily in the following areas: radiation therapy,
diagnostic radiology, cardiology, cardio-vascular surgery, anesthesiology and
orthopedics. Patients from small hospitals in need of specialty services such as

open heart surgery are often referred to large, affiliated medical centers under
sharing authority.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 presents the leading resources purchased by VA in FY 2008. VA
purchased health care resources totaling $626 million in FY 2008. This

represents a 6 percent increase over FY 2007 when VA purchased $589 million.

Chart 2

Health Care Resources Purchased

$ inmillions

Primary imaging Radiation Cardiclogy Anes-
Care Therapy thesiology

Leading Resources Purchased in FY 2008

b. The primary care category includes primary care clinics, and the imaging
category includes diagnostic radiology. Imaging is showing a 20 percent
decrease in FY 2008 when compared to FY 2007 which may result from no

purchases of magnetic resonance imaging, nuclear medicine, and positron
emissions tomography scans.

2. Selling Resources

a. VA sells a limited number of resources, including unused medical space
to affiliated medical colleges, community hospitals, and other sharing partners.
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VA facilities that have particular resources not fully utilized for the care of
Veterans may share these resources with other community entities.

b. VA facilities have traditionally sold specialized medical resources that
have not been fully utilized, such as, clinical laboratory services, pharmacy
services to state veterans homes and unused medical space. The revenues
received from these sharing agreements are retained at the VISNs or VAMCs
providing the services where they can, in turn, be used to enhance services to
Veteran beneficiaries.

c. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to other sharing partners in FY 2008.

Chart3

Health Care Resources Sold

$ in millions

Phamacy Space Lab

Leading Resources Sold in FY 2008

d. VA facilities sold $30 million to sharing partners in FY 2008. VA provides
numerous resources to state veteran homes under sharing authority. In
FY 2008, VA provided pharmacy services, medical space/land, engineering
support, and clinical laboratory to residents of state veterans home that were not
enrolled with VA. In FY 2007, the total revenue for resources sold was
$28 million. This slight increase of 7 percent suggests that excess capacity was
identified for revenue generation in FY 2008.

VL. PROGRAM SUMMARY FOR FY 2008

1. Total sharing of health care resources for FY 2008 was approximately $656

million, with resources purchased totaling $626 million, and resources sold
totaling $30 million. These totals represent an increase over the total in sharing

of health care resources for FY 2007.
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2. Data for the annual report was obtained from the VAMC or VISN staff. The
numbers reported are compared to estimated numbers in contracts reviewed in
Central Office and totals reported by facilities in the Financial Management
System. The dual database allows VA to be more responsive to Congressional
questions throughout the year. However, to further enhance the capability of the
database, VHA is continuing to work on establishing a platform where medical
sharing resources agreements are entered into the established VA-wide
Electronic Contract Management System that will allow importation of buying and
selling data. When this is fully operational, VA will realize a reduction in man-
hours from capturing data from a single system.

Vil. PROGRAM EVALUATION AND RECOMMENDATIONS FOR
IMPROVEMENT

1. Historically, data for the Sharing Authority Annual Report was collected from
the VA Central Office contract database after the end of each FY. Although this
database was helpful for the annual report, it did not provide sufficient
information to monitor the use of the sharing authority during the year, and it did
not provide information for evaluating contract physician resources and
productivity. In 2003, a Sharing Agreement Database was created specifically to
meet these additional needs. In order to meet new contracting requirements,
and in response to feedback from key stakeholders, including the Office of
Inspector General (OIG) and various VHA field users, this database has been
expanded in scope to include scarce medical specialist agreements.

2. An evaluation of the Sharing Agreement Database was conducted in FY 2007
to validate its use in monitoring the use of sharing agreements. The evaluation
indicated that the database was performing the function for which it was created.

3. In summary, the Health Care Sharing Program (38 U.S.C. section 8163) is
effective in maintaining health care sharing relationships with affiliates. The
evaluation work of the Sharing Agreement Review Committee, established in

FY 2007, continues to provide value to the VHA Medical Sharing Program Office.

4. No recommended changes to U.S.C. Section 8153 are being made at this
time.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 23, 2010

The Honorable Bob Filner
Chairman :
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2009 Annual
Report on sharing of health care resources as required by title 38 U.S.C,
Section 8153(g). The combined total of shared health care resources with other
community entities under this authority (purchased and sold) increased by approximately
18 percent from FY 2008.

The Sharing Agreement Review Committee continues to review and approve all
buying and selling sharing agreements.

As required by the Veterans Benefits and Heaithcare Improvement Act of 2000,
Public Law 106-419, a statement of the cost of preparing this report is enclosed.

Similar letters are being provided to the other leaders of the House and Senate
Committees on Veterans’ Affairs.

| appreciate the opportunity 1o share VA's achievements and challenges with you.

Sincerely,

Eric K. Shinseki

Enclosures

000116.127




THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 23, 2010

The Honorable Daniel Akaka
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:;

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2009 Annual
Report on sharing of health care resources as required by title 38 U.S.C.
Section 8153(g). The combined total of shared health care resources with other
community entities under this authority (purchased and sold) increased by approximately
18 percent from FY 2008.

The Sharing Agreement Review Committee continues to review and approve all
buying and selling sharing agreements.

As required by the Veterans Benefits and Healthcare improvement Act of 2000,
Public Law 106-419, a statement of the cost of preparing this report is enclosed.

Similar letters are being provided to the other leaders of the House and Senate
Committees on Veterans' Affairs.

| appreciate the opportunity to share VA's achievements and challenges with you.

Sincerely,

Eric K. Shinsel

Enclosures

———

l\

e

|

000116.128



THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 23, 2010

The Honorable Richard Burr
Ranking Republican Member
Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Burr:;

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2009 Annual
Report on sharing of health care resources as required by title 38 U.S.C.
Section 8153(g). The combined total of shared health care resources with other
community entities under this authority (purchased and sold) increased by approximately
18 percent from FY 2008.

The Sharing Agreement Review Committee continues to review and approve all
buying and selling sharing agreements.

As required by the Veterans Benefits and Healthcare Improvement Act of 2000,
Public Law 106-419, a statement of the cost of preparing this report is enclosed.

Similar letters are being provided to the other leaders of the House and Senate
Committees on Veterans' Affairs.

| appreciate the opportunity to share VA’s achievements and challenges with you.

Sincerely,

Enclosures

s — e . .
— A w
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON

February 23, 2010

The Honorable Steve Buyer
Ranking Republican Member
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Buyer:

Enclosed is the Department of Veterans Affairs (VA) Fiscal Year (FY) 2008 Annual
Report on sharing of health care resources as required by title 38 U.S.C.
Section 8153(g). The combined total of shared health care resources with other
community entities under this authority (purchased and sold) increased by approximately
18 percent from FY 2008.

The Sharing Agreement Review Committee continues to review and approve all
buying and selling sharing agreements.

As required by the Veterans Benefits and Healthcare Improvement Act of 2000,
Public Law 106-419, a statement of the cost of preparing this report is enclosed.

Similar letters are being provided to the other leaders of the House and Senate
Committees on Veterans’ Affairs.

| appreciate the opportunity to share VA's achievernents and challenges with you.

Sincerely,

Enclosures
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|. INTRODUCTION

Title 38, U.S.C. Section 8153(g) requires that a report on health care resources
sharing agreements be provided annually to Congress. The information in this
report is for Fiscal Year (FY) 2009.

Il. BACKGROUND

1. As an important heaith care resource provider, the Department of Veterans
Affairs (VA) health care system provides each American community, in which
there is a VA medical facility, with a vital part of that area’s health care capability.
The mandate and primary goal of VA’s health care system is to furnish the
Nation’s Veterans with timely and quality medical care. A key component that
has enabled the Veterans Health Administration (VHA) to attain this goal is the
Health Care Resources Sharing Program. A direct benefit of this authority is to
make available to Veterans certain essential services that have not been readily
obtainable at their local VA medical center (VAMC). It also allows VA facilities to
provide to the community VA health care resources that are not utilized to their
maximum capacity.

2. VHA Procurement and Logistics Office initiates policy, furnishes technical
assistance, and provides oversight of the Health Care Resources Sharing
Program. Veterans Integrated Service Networks (VISNs) and VAMCs have
primary responsibility for initiating, managing, and accounting for sharing
agreements with other institutions, health plans, or other entities.

3. Each VISN and VAMC includes sharing medical services as an essential
planning element and requires its professional and contracting staff to explore its
potential role as a sharing partner in the community.

lil. THE HEALTH CARE RESOURCES SHARING PROGRAM — FY 2009

1. Total sharing of health care resources for FY 2008 was approximately $775
million, with resources purchased totaling approximately $750 million and
resources sold totaling approximately $25 million. These totals represent a 20
percent increase in the resources purchased and an 18 percent decrease in the
resources sold as compared to FY 2008. Total sharing of health care resources
in FY 2008 was approximately $656 million, with resources purchased totaling
approximately $626 million and resources sold approximately $30 million. Chart
1 reflects the growth of the health care resources sharing program since 2000.
The bars represent the total health care resources services sold and purchased
during a fiscal year.
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2. The flexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs and VAMCs to purchase primary care services for
Community-Based Outpatient Clinics.

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2009.

IV. VAHEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned and, in
many instances, have merged or integrated with other VAMCs or facilities. Also,
several VISNs have consolidated the acquisition and selling of health care
resources at the VISN level. Consequently, the reporting entity for total health
care services purchased or provided may currently be by VISN, VAMC or VA
health care system. The Veterans Health Care Eligibility Reform Act of 1996
significantly expands VA's health care resources sharing authority in title 38 of
the United States Code, sections 8151 through 8153. The trend to centralize
cornitracting at the network level has resulted in purchasing heaith care resources
such as air ambulance, dialysis, and home health care for larger geographic
areas including muitiple facilities or an entire network. This trend will continue.

2. Traditionally, large affiliated VAMCs are more likely to have more extensive
sharing arrangements. The referral system of medical practice enhances the
size of these sharing programs as patients flow fram smaller hospitals and clinics
to tertiary care centers. The diversity of sharing arrangements is also influenced
by the special capability of larger academic medical centers to manage difficult
medical care problems. VAMCs in small metropolitan areas rely heavily on
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sharing agreements to provide health care resources not available at the VA
facility. These contracts are primarily in the following areas: radiation therapy,
diagnostic radiology, cardiology, cardio-vascular surgery, anesthesiology and
orthopedics. Patients from small hospitals in need of specialty services such as
open heart surgery are often referred to large, affiliated medical centers under
sharing authority.

V. SHARING HEALTH CARE RESOURCES -- PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 presents the leading resources purchased by VA in FY 2009. VA
purchased health care resources totaled $750 million in FY 2009. This
represents a 20 percent increase over FY 2008 when VA purchased $626
million.

Chart 2

Health Care Resources Purchased
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b. The five leading resources purchased in FY 2009 include primary care
clinics, diagnostic radiology, radiation therapy, urology, and anesthesiology.

2. Selling Resources

a. VA provides a limited number of resources, including unused medical
space to affiliated medical colleges, community hospitals, and other sharing
partners. VA facilities that have particular resources not fully utilized for the care
of Veterans may share these resources with other community entities. Such
resources are more cost-effective when shared.

I
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b. VA facilities have traditionally sold specialized medical resources that have
not been fully utilized, such as, clinical laboratory services, pharmacy services to
state Veterans' homes and unused medical space. The revenues received from
these sharing agreements are retained at the VISNs or VAMCs, providing the
services where they can, in turn, be used to enhance services that may
otherwise be unfunded.

C. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to other sharing partners in FY 2009.

Chart3

Health Care Resqurces Sold
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d. VA facilities sold $25 million to sharing partners in FY 2009. VA provides
numerous resources to State Veterans Homes under sharing authority. In
FY 2009, VA provided pharmacy services, medical space and land, and mental
health to residents of State Veterans Homes that were not enrolled with VA. In
FY 2008, the total revenue for resources sold was $30 million. This decrease of
18 percent suggests that less capacity was identified for revenue generation in
FY 2009. '

V. PROGRAM SUMMARY FOR FY 2009

1. Total sharing of health care resources for FY 2009 was approximately $775
million, with resources purchased totaling $750 million, and resources sold
totaling $25 million. The total of $775 million represents an 18 percent increase
over the total in sharing of health care resources in FY 2008.

2. Data for the annual report was obtained from the facility or VISN. The
numbers reported are compared to estimated numbers in contracts reviewed in

B
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Central Office and totals reported by facilities in the Financial Management
System. The dual database allows VA to be more responsive to Congressional
questions throughout the year. However, to further enhance the capability of the
database, VHA has established a platform where medical sharing resources
agreements will be entered into the VA-wide Electronic Contract Management
System (ECMS) that will allow importation of buying and selling data for FY
2010. With this capability, VA will realize a reduction in man-hours from
capturing data from a single system.

Vii. PROGRAM EVALUATION AND RECOMMENDATIONS FOR
IMPROVEMENT

1. Historically, data for the Sharing Authority Annual Report was collected from
the VA Central Office contract database after the end of each fiscal year.
Although this database was heipful for the annual repor, it did not provide
sufficient information to monitor the use of the sharing authority during the year,
and it did not provide information for evaluating contract physician resources and
productivity. In 2003, a Sharing Agreement Database was created specifically to
meet these additional needs. In order to meet new contracting requirements,
and in response to feedback from key stakeholders, including the Office of
Inspector General and various VHA field users, this database was expanded in
scope to include Scarce Medical Specialist agreements.

2. An evaluation of the Sharing Agreement Database was conducted in FY 2008
to validate its use in monitoring the use of sharing agreements. The evaluation
indicated that the database was performing the function for which it was created.
However, to further enhance the monitoring system, the Sharing Agreement
Database will be abolished and all medical sharing resources agreements will be
entered into the VA-wide ECMS.

3. In summary, the Health Care Sharing Program (38 U.S.C. section 8153) is
effective in maintaining Health Care Sharing relationships with affiliates. The
evaluation work of the Sharing Agreement Review Committee, established in FY
2007, continues to provide value to VHA Medical Sharing Program Office.

4. No recommended changes to U.S.C. Section 8153 are being made at this
time.

|
|
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Estimate of Cost to Prepare
Congressionally-Mandated Report

Enclosure
Short Title of Report: Sharing of Health Care Resources
Report Required By: Veterans Benefits and Health Care Improvement Act of 2000

In accordance with Title 38, Chapter 1, Section 118, listed below is a statement of the cast for preparing
this report and a brief explanation of the methodology used in preparing the cost statement are shown

Manpower Cost: $2.971
Contract(s) Cost: $0
Other Cost: $0
Total Estimated Cost to Prepare Report: $2.971

Brief Explanation of the methodology used in preparing this cost statement:
The cost for VA staff activities in preparing this report is based on approximately 45 staff hours at $53.90
per hour. The level of staff ranges fram GS-5 through GS-15.
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON
June 6, 2011

The Honorable Patty Murray
Chairman

Committee on Velerans' Affairs
United States Senate
Washington, DC 20510

Dear Madam Chairman:

in accordance with the requirements of title 38, United States Code, section
8153 (g), enclosed is the Depariment of Veterans’ Affairs (VA) report on Sharing of
Health Care Resources, as well as the required statement of cost for preparing the
report.

Total sharing of health care resources for FY 2010 was approximately
$1.54 billion, with resources purchased totaling $1.48 billion, and resources sold totaling
$49 million. The total of $1.54 billion represents a 106 percent increase over the total in
sharing of health care resources in FY 2009,

This report has also been sent to other leaders on the House and Senate
Committees on Veterans' Affairs.

Sincerely,

Eric K. Shinseki

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON
June 6, 2011

The Honorable Richard M. Burr
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Burr;

In accordance with the requirements of title 38, United States Code, section
8153 (g), enclosed is the Depariment of Veterans' Affairs (VA) report on Sharing of
Health Care Resources, as well as the required statement of cost for preparing the
report.

Total sharing of health care resources for FY 2010 was approximately
$1.54 billion, with resources purchased totaling $1.49 billion, and resources sold totaling
$49 million. The total of $1,54 billion represents a 106 percent increase over the total in
sharing of health care resources in FY 2009.

This report has also been sent to other leaders on the House and Senate
Committees on Veterans' Affairs.

Sincerely,

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON
June 6, 2011

The Honorable Jeff Miller
Chairman

Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

In accordance with the requirements of title 38, United States Code, section
8153 (g), enclosed is the Department of Veterans' Affairs report on Sharing of Health
Care Resources, Also enclosed is the required statement of cost for preparing the
report.

Total sharing of health care resources for FY 2010 was approximately
$1.54 billion, with resources purchased totaling $1.49 billion, and resources sold totaling
$49 million. The total of $1.54 billion represents a 106 percent increase over the total in
sharing of health care resources in FY 2008.

This report has also been sent to other leaders on the House and Senate
Committees on Veterans' Affairs.

Sincerely,

Eric K. Shinseki

Enclosures
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THE SECRETARY OF VETERANS AFFAIRS
WASHINGTON
June 6, 2011

The Honorable Bob Filner
Ranking Democratic Member
Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Filner:

In accordance with the requirements of title 38, United States Code, section
8153 (g), enclosed is the Department of Veterans’ Affairs report on Sharing of Health
Care Resources. Also enclosed is the required statement of cost for preparing the
report.

Total sharing of health care resources for FY 2010 was approximately
$1.54 billion, with resources purchased totaling $1.49 billion, and resources sold totaling
$49 million. The total of $1.54 billion represents a 106 percent increase over the total in
sharing of health care resources in FY 2008.

This report has also been sent to other leaders on the House and Senate
Committees on Veterans' Affairs.

Sincerely,

Enclosures
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. INTRODUCTION

Title 38, United States Code (U.S.C.) Section 8153(g) requires that a report on
health care resources sharing agreements be provided annually to Congress.
The information in this report is for Fiscal Year (FY) 2010.

Il. BACKGROUND

1. As animportant health care resource provider, the Department of Veterans
Affairs (VA) health care system provides each American community in which
there Is a VA medical facllity with a vital part of that area’s health care capability.
The mandate and primary goal of the VA health care system is to fumish the
Nation's Veterans with timely and quality medical care. A key component that
has enabled the Velerans Health Administration (VHA) to attain this goal is the
Health Care Resources Sharing Program. A direct benefit of this authority is to
make available to Veterans certain essential services that have not been readily
obtainable at their local VAMC. It also allows VA facilities to provide to the
community VA health care resources that are not utilized to their maximum
capacity.

2. The VHA Procurement and Logistics Office initiates policy, fumishes technical
assistance, and provides oversight of the Health Care Resources Sharing
program. Veterans Integrated Service Networks (VISN) and VAMCs have
primary responsibility for initiating, managing, and accounting for sharing
agreements with other institutions, health plans, or other entities.

3. Each VISN and VAMC includes sharing medical services as an essential
planning element and requires its professional and contracting staff to explore its
potential role as a sharing partner in the community.

lll. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2010

1. Total sharing of health care resources for FY 2010 was approximately $1.54
billion, with resources purchased totaling approximately $1.49 billion and
resources sold totaling approximately $49 million. These totals represent a 83
percent increase in the resources purchased and 98 percent Increase in the
resources sold as compared to FY 2009. Total sharing of health care resources
in FY 2009 was approximately $775 million, with resources purchased totaling
approximately $750 million and resources sold approximately $25 million. Chart
1 reflects the growth of the health care resources sharing program since 2000.
The bars represent the total health care resources services sold and purchased
during a fiscal year.
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Chart 1
Health Care Resources Sharing Program
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2. The flexibility of the sharing authority to purchase resources is reflected in the
continuing trend of VISNs and VAMCs to purchase primary care services for
Community-Based Outpatient Clinics.

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists through the sharing
authority continued in FY 2010.

4. The increase of 92 percent aver FY 2009 can be attributed to several factors.
As reported last year, VHA intended to use the Electronic Contract Management
System (ECMS) as a reliable data source to track health care resource
purchasing and selling under 38 U.S.C. 8153. Due to the significant changes to
the data values in the application, this reporting method was not used for FY
2010. In lieu of using ECMS, medical services data were extracted from the
systemn of record, Federal Procurement Data System (FPDS). The Enhanced
Sharing Database used in previous years was deactivated in FY 2010. Based on
a preliminary analysis, the Enhanced Sharing Database only included estimated
award amounts, not actual expenditures. In addition, it is assumed that the
database was not all inclusive of purchases made under 38 U.S.C. 8153 since
the authority is very broad in scope,

IV. VAHEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, some VAMCs have been realigned
or have merged or integrated with other VAMCs or facilities. Recent realignment
of acquisitions under the Service Area Offices has enhanced VHA's abllity to
monitor and consolidate the acquisition and selling of health care resources at
the regional level. Consequently, the reporting entity for total health care
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services purchased or provided may currently be by VISN, VAMC or VA Health
Care System, and Service Area Office. The trend to centralize contracting at the
network level has resulled in purchasing health care resources such as air
ambulance, dialysis, and home health care for larger geographic areas including
multiple facilities or an entire network. This trend will continue.

2. Traditionally, large affiliated VAMCs are likely to have more extensive sharing
arangements. The referral system of medical practice enhances the size of
these sharing programs as patients flow from smaller hospitals and clinics to
tertiary care centers. The diversity of sharing arrangements is also influenced by
the special capability of larger academic medical centers to manage difficult
medical care problems. VAMCs In small metropolitan areas rely heavily on
sharing agreements to provide health care resources not available at tha VA
facllity. These contracts are primarily in the following areas: radiation therapy,
diagnostic radiology, cardiology, cardio-vascular surgery, anesthesiology and
orthopedics. Patients from small hospitals in need of specialty services such as
open heart surgery are often referred to large, affiliated medical centers under
sharing authority. Recent reformation of negofiations at the VHA Medical
Sharing Office will improve the overall oversight and ability for cost savings.

V. SHARING HEALTH CARE RESOURCES - PURCHASING AND SELLING

1. Purchasing Resources

a. Charl 2 presents the leading resources purchased by VA in FY 2010. VA
purchased health care resources totaled $1.4 billion in FY 2010. This
represents a 93 percent increase over FY 2008 when VA purchased §775
million.
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Chart 2
Health Care Resources Purchased
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b. The five leading resources purchased in FY 2010 include diagnostic
radiology, primary care, evaluation and screening, laboratory testing, and
psychiatry services.

2. Selling Resources

a. VA provides a limited number of resources, including unused medical
space, to affiliated medical colleges, community hospitals, and other sharing
partners. VA facilities that have particular resources not fully utilized for the care
of Veterans may share these resources with other community entities. Such
resources are more cost-effective when shared.

b. VA facilities have traditionally sold specialized medical resources that have
not been fully utilized, such as clinical laboratory services, pharmacy services to
state Veterans' homes, and unused medical space. The revenues received from
these sharing agreements are retained at the VISNs or VAMCs, providing the
services where they can be used to enhance services that may otherwise be

unfunded.

c. The following chart presents health care resources that VISNs or VAMCs
sold in the greatest dollar volumes to other sharing pariners in FY 2010.
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Chart 3
Health Care Resources Soid
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d. VA facilities sold $49 million to sharing partners in FY 2010. VA provides
numerous resources to State Veterans Homes under sharing authority. In FY
2010, VA provided pharmacy services, medical space/land, and mental health to
State Veterans Home residents that were not enralled with VA, In FY 20089, the
total revenue for resources sold was $25 million. This increase of 98 percent
suggests that more capacity was identified for revenue generation in FY 2010,

VI. PROGRAM SUMMARY FOR FY 2010

1. Total sharing of health care resources for FY 2010 was approximately $1.54
billion, with resources purchased totaling $1.49 billion, and resources sold
totaling $48 million. The total of $1.54 billion represents a 106 percent increase
over the total in sharing of health care rasources in FY 2009,

2. Data for the annual report was obtained from the facility or VISN. The
numbers reported are compared to estimated numbers in contracts executed and
reporied 1o the FPDS and totals reporied by facilities in the Financial
Management System (FMS). The dual database allows VA to be more
respansive to Congressional questions throughout the year. However, to further
enhance the capability of the database, VHA has established a platform where
medical sharing resources agreements will be entered into the VA-wide ECMS
that will allow importation of buying and selling data for FY 2011. With this
capability, VA will realize a reduction in man-hours from capturing data from a

single system.
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VIl. PROGRAM EVALUATION AND RECOMMENDATIONS FOR
IMPROVEMENT

1. Historically, data for the Sharing Authority Annual Report was collected from
the VA Central Office contract database after the end of each fiscal year.
Although this database was helpful for the annual repont, it did not provide
sufficient information to monitor the use of the sharing authority during the year,
and it did not provide information for evaluating contract physician resources and
productivity. In 2003, a Sharing Agreement Database was created spacifically to
meet these additional needs. To meet new contracting requirements, and in
response o feedback from key stakeholders, including the Office of Inspector
General and various VHA field users, this dalabase was expanded in scope to
include Scarce Medical Specialist agreements.

2. An evaluation of the Sharing Agreement Database was conducied in FY 2008
to validate its use in monitoring the use of sharing agreements. The evaluation
indicated thal the database was performing the function for which it was created.
However, to further enhance the monitoring system, the Sharing Agreement
Database will be abolished and all medical sharing resources agreements will ba
entered into the VA-wide ECMS.

3. In summary, the Health Care Sharing program (38 U.S.C. section B153) is
effective in maintaining Health Care Sharing relationships with affiliates. The
evaluation work of the Sharing Agreement Review Committee, established in FY
2007, continues to provide value to the VHA Medical Sharing Program Office.

4, No recommended changes lo U.S.C. Section 8153 are being made al this
time.
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I. INTRODUCTION

The Department of Veterans Affairs (VA) procures medical services to strengthen
the medical programs at medical centers, improving the quality of health care
provided to Veterans under title 38 United States Code (U.S.C.). Title 38 U.S.C.
Section 8153(g) requires that a report on health care resources sharing
agreements be provided annually to Congress. The authority for procuring
services outside VA includes Section 1703, contracts for authorized hospital care
and medical services in non-Department facilities; Section 7409, contracts for
scarce medical specialist services; Section 8153, sharing of health care
resources; 38 CFR 17.52, hospital care and medical services in non-VA care
facilities; 38 CFR 17.55, payment for authorized public or private hospital care;
and 38 CFR 17.56, payment for non-VA physician and other health care
professional services. The information in this report includes services provided
under these authorities for fiscal year (FY) 2011.

Il. BACKGROUND

1. As an important health care resource provider, VA health care system
provides each American community in which there is a VA medical facility with
a vital part of that area’s health care capability. The mandate and primary goal
of VA health care system is to furnish the Nation's Veterans with timely and
quality medical care. A key component that has enabled the Veterans Health
Administration (VHA) to attain this goal is the Health Care Resources Sharing
Program. VHA's Procurement and Logistics Office initiates policy, furnishes
technical assistance, and provides oversight of the Health Care Resources
Sharing program. Veterans Integrated Service Networks (VISN) Medical
Centers (VAMC) have primary responsibility for initiating, managing, and
accounting for sharing agreements with other institutions, health plans, or other
entities.

2. A direct benefit of this program is to make available to Veterans essential
services that have not been readily obtainable at their local VA medical centers.
VA is then able to provide to the community health care access resources that
have not been utilized to their maximum capacity.

3. Each VISN and VAMC includes sharing medical services as an essential
planning element and requires its professional and coniracting staff to explore
its potential role as a sharing partner in the community.

HIl. THE HEALTH CARE RESOURCES SHARING PROGRAM - FY 2011
1. The cost of total sharing of health care resources for FY 2011 was
approximately $1.05 billion, with resources purchased totaling approximately

$1.09 billion, and resources sold totaling approximately $39 million. These
totals represent the total obligations reported in FY 2011. Chart 1 reflects the
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growth of the health care resources sharing program since 2002. The bars
represent the total health care resources services sold and purchased during a
fiscal year. An error was discovered in the FY 2010 reported data, and the total
sharing of health care resources for FY 2010 was changed from $1.54 billion to
$1.04 billion. This correction was attributed to data that was included in FY
2010 for other costs of services supporting administrations in VA 1o include
Veterans Benefit Administration and National Cemetery Administration.

Chart 1
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2. The flexibility of the sharing authority to purchase resources is reflected in
the continuing trend of VISNs and VAMCs to purchase primary care services
for Community-Based Outpatient Clinics (CBOCs).

3. Also, the trend to procure the services of medical specialists, such as
radiologists, cardiovascular surgeons, and anesthesiologists, continues through
the sharing authority in FY 2011.

IV. VA HEALTH CARE FACILITIES AND SHARING

1. Since the establishment of VISNs in 1995, VAMCs have realigned under
new management and, in certain instances, have merged or integrated with
other VAMCs. Recent realignment of acquisitions under the Service Area
Offices (SAQO) has enhanced VA's ability to manage and monitor the acquisition
and selling of health care resources at the regional level. Consequently, the
reporting entity for total health care services purchased or provided may
currently be by VISN, VAMC, or VA Health Care System, and by SAQ. The
Veterans Health Care Eligibility Reform Act of 1996 significantly expands VA’s
health care resources sharing authority in title 38 U.S.C., Sections 8151
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through 8153. The trend to centralize contracting at the SAO and Network
Contracting Office (NCOQ) level has resulted in purchasing health care
resources such as air ambulance, dialysis, and home health care for larger
geographic areas, including multiple facilities or an entire network. This trend
will likely continue.

2. Traditionally, large affiliated VAMCs are more likely to have more exiensive
sharing arrangements. The referral system of medical practice enhances the
size of these sharing programs as patients flow from smaller hospitals and
clinics to large, tertiary care centers. The diversity of sharing arrangements is
also influenced by the special capability of larger academic medical centers to
manage difficult medical care problems. VAMCs in small metropolitan areas
rely heavily on sharing agreements to provide health care resources not
available at the VA facility. These agreements are primarily in the following
areas: radiation therapy, diagnostic radiology, cardiology, cardio-vascular
surgery, anesthesiology, and orthopedics. Patients from small hospitals in
need of specialty services such as open heart surgery are often referred to
large, affiliated medical centers under sharing authority. Recent reformation of
the VHA Medical Sharing Office to include formal negotiation processes will
improve the overall oversight and ability for cost savings. The total FY 2011
obligations for sole source affiliate contracts were approximately $111 million,
open market competitive approximately $647 million, and Federal Supply
Schedule procurements approximately $250 million.

V. SHARING HEALTH CARE RESOURCES - PURCHASING AND SELLING

1. Purchasing Resources

a. Chart 2 presents the leading resources purchased by VA in FY 2011.
VA-purchased health care resources totaled $1.05 billion in FY 2011. This
represents a less than one percent increase over FY 2010, when VA purchased
$1.04 billion.
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Chart 3
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d. VAMCs sold $39 million to sharing partners in FY 2011. VA provides
numerous resources 1o state Veterans homes under sharing authority. In
FY 2011, VA provided pharmacy, medical space/land, and mental health
services 10 residents of state Veterans homes that were not enrolled with VA.
In FY 2010, the total revenue for resources sold was $49 million. The decrease
of approximately 20 percent suggests that fewer resources were available for
sale and more capacity was required for Veteran care in-house by the VAMCs
in FY 2011.

Vi. PROGRAM SUMMARY FOR FY 2011

1. Total sharing of health care resources for FY 2011 was approximately
$1.05 billion, with resources purchased totaling $1.09 billion, and resources
sold totaling $39 million. The total of $1.05 billion represents a less than one
percent increase over the total in sharing of health care resources in FY 2010.

2. The numbers reported are compared with estimated numbers in contracts
executed and reported to the Federal Procurement Data System and totals
reported by facilities in the Financial Management System. The dual database
allows VA to be more responsive to Congressional questions throughout the
year. However, to further enhance the capability of the database, VHA has
established a platform where medical sharing resources agreements will be
entered into the VA-wide Electronic Contract Management System (ECMS) that
will allow importation of buying and selling data for FY 2011. With this
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capability, VA will realize a reduction in person-hours associated with data
capture.

VIl. PROGRAM EVALUATION AND RECOMMENDATIONS FOR
IMPROVEMENT

1. Historically, data for the Sharing Authority Annual Report was collected from
VA Central Office contract database after the end of each fiscal year. Although
this database was helpful for the annual report, it did not provide sufficient
information to monitor the use of the sharing authority during the year, and it did
not provide information for evaluating contract physician resources and
productivity. In 2003, a Sharing Agreement Database was created specifically
to meet additional needs. In order o meet new contracting requirements, and
in response to feedback from key stakeholders, including the Office of Inspector
General and various VHA field users, an evaluation of the Sharing Agreement
Database was conducted in FY 2008 to validate its use in monitoring the use of
sharing agreements. The evaluation indicated that the database was
performing the functicn for which it was created. However, to further enhance
the monitoring system, the Sharing Agreement Database will be abolished and
all medical sharing resources agreements will be entered into the VA-wide
ECMS. Systems improvements for tracking, monitoring, and reporting health
care resource buying and selling continue to be a major focus of VHA.

2. In summary, the Health Care Sharing Program is effective in maintaining
Health Care Sharing relationships with affiliates. The evaluation work of the
VHA Medical Sharing Program through collaboration with business and clinical
VA partners continues to provide value in process improvement.

3. No recommended changes to 38 U.S.C., Section 8153 are being made at
this time.
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DEPARTMENT OF VETERANS AFFAIRS
Veterans Health Administration
Washington DC 20420

In Reply Refer To: 116D

October 6, 2005

Charles M. Dorman, FACHE
Medical Center Director

Department of Veterans Affairs
‘W“Ma are Sysfem

11301 Wilshire Blvd.
Los Angeles, CA 90073

SUBJ: VAMC W. LA Compensated Work Therapy Site Visit, September 20, 2005

On behalf of VA Central Office, Psychosocial Rehabilitation (MHSHG), Charles
McGeough and Ralph Zaccheo would like to thank you for the invitation and opportunity
to visit the Greater Los Angeles Healthcare System Compensated Work Therapy (West
LA CWT) program. Mr. William Daniels and Mr. Joe Ciccone were very hospitable and
helpful in coordinating our visit. The purpose for the September 20, 2005 site visit was
to review current CWT program operations from a clinical and administrative
perspective, and to assist in designing an efficient, effective model for integrated
community based vocational rehabilitation services. In regard to the Compensated
Work Therapy program, at this juncture, there appears to be a great opportunity to
refine and solidify some program aspects and redesign others. The West LA CWT
program has been selected as the VISN 23 Mentor/Trainer site for implementation of
the Evidence Based Supported Employment model, and as such will provide
employment opportunities for veterans with psychosis and training for other CWT
programs in the Network. Supported Employment adds a facet to the continuum of
CWT vocational services; however, it is currently focused on an underserved population
of veterans with psychosis. In order to increase access to community employment
opportunities for all other veterans with disabilities traditionally using CWT services, the
CWT program will need to reallocate some of it's existing resources and provision of
services to this end. With a focus on community employment, full integration of CWT
vocational services into the VA Medical Center and Mental Health care continuum,
particularly in the context of the selection of the West LA CWT Program as the core
mentor/training site for the VISN in the implementation of the supported employment
model, will improve program access and utilization, increase successful employment
outcomes and generally enhance stakeholder satisfaction.
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The following report reflects our observations, recommendations and suggestions for
developing and streamlining CWT services. This report is divided into four major
sections: Clinical, Programmatic, Administrative; and General Observations. We feel
that it is important to note that the West LA CWT program is being reviewed at the
request of a new program management team and that our visit marks a departure from
the previous program administration’s philosophy and method of operation and toward
the provision of outwardly focused community based vocational services.

CLINICAL OBSERVATIONS:
1. There were several work sites within the scope of CWT operations where veterans

were utilized for long periods of time to augment program staff by filling critical support
positions. Veterans in the CWT program are patients in the VA Medical Center, and
whether it was clinically indicated or not have been allowed to remain in the program for
extended periads of time; in some cases for several years functioning in a quasi-staff
capacity. This extended utilization of patient services was observed in the golf course,

sheltered workshop and Veterans Garden. Veteran participants in the CWT pro
mﬂﬁﬁm&&r——

to help them transition into community employment in a timely manner. The CWT

-~~srograrrprovides an opportunity for time limited employability assessment and, as
appropriate, assistance in helping veterans with disabilities transition into community
employment. A treatment plan review should be scheduled for every veteran participant
in the CWT and IT programs every six months to consider treatment
alternatives/revisions and the possibility of transition into competitive employment or a
less restrictive vocational environment should be considered.

2. Currently CWT is contained in the VA medical center and offers no opportunity for
community based transitional work experience. In that competitive jobs more often
come from non-government community based business and industry, a
recommendation is being made for the CWT program to allocate resources to develop
community based transitional work and individualized competitive employment
opportunities for CWT veterans not enrolled in the CWT/Supported Employment

program.

3. Veterans participating in the Vets Garden program are concurrently assigned to the
Incentive Therapy (IT) and Compensated Work Therapy (CWT) programs, and allowed
to shift from one classification to the other. The efficacy of both these programs is
compromised with this practice. It is recommended that veterans participating in the
CWT program should have an individualized treatment or service plan reflecting a CWT
assignment and veterans participating in IT should have a treatment plan reflecting an
IT assignment. The mission and operating strategies of the IT and CWT program
should be entirely different and unique from the other. Typically veterans in the IT
program are more severely disabled, may or may not have a competitive employment
goal, and function at a lower level than veterans participating in the CWT transitional
work program. Program assignment into IT verses CWT should be based on sound
clinical judgment and individual client need.

2
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4. As reported, veteran referral within the CWT program is currently made based on
availability of need for a particular work assignment in one of the established transitional
work sites verses placement based on clinical suitability, expressed interest and
individual need. This technique is counter to an evidence based best practice that uses
a client-centered programming approach that considers individual interest and abilityee—

PROGRAMMATIC OBSERVATIONS:

1. The IT and CWT programs are not well defined and/or do not have a clear mission
statement or focus. It is recommended that these programs develop or revise a Care
Line Memorandum that specifies each program's mission and description; criteria for
admission, work assignment descriptions, and probable outcomes. A recommendation
is being made that management review each existing component of the CWT program
to assess that component's value in terms of veteran benefit, training potential and cost
to outcome ratio.

recommendation is based on the current workload, potential for expansion and a shift to
competitive community employment. There are current vacancies in the Veterans
Garden, grounds and Cemetery and community development. It is suggested that VA
Medical Center and Human Resources management move to fill existing CWT
vacancies immediately. Staff assigned to community development and employment
services would be responsible for developing transitional work and competitive
employment opportunities for veterans participating in the CWT program with a primary
diagnosis other than psychosis. Transitional based community work closely simulates a
"real life" workplace culture, provides a work hardening vocational experience in a cost
effective manner, and offers potential for a competitive employment outcome.

3. Program management should consider aligning the CWT program under the same
CARF accreditation application as the Homeless programs. This will reduce duplication
of effort and increase communication between these two programs. A recommendation
is being made, in light of CWT's move toward community employment, for the CWT
program to drop the CARF/ECS Organizational Employment Standard and incorporate
Community Employment Services. CARF accreditation for the IT program is optional.

GENERAL OBSERVATIONS:

1. The CWT program should develop a single mission statement to more accurately
reflect the provision and open access to vocational services for its various programs
including work shop, transitional work and employment services. During our site visit
staff suggested that a revision of the program name making it more consistent with
provision of vocational and employment services might be a consideration, Not only
would revising the CWT program name from Community Psychiatry and Rehabilitation
Services to Veterans Community Employment Services be consistent with a vocational
centered mission, it would help establish the program'’s identity as a provider of
community employment services.

3
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2. The CWT program must follow VVHA Privacy Act guidelines regarding patient
confidentially and eliminate patient-to-patient access to confidential information and VA
System of Records. Currently CWT patients provide escort services for VA medical
center patients, and without a VA Release of Information this practice is not allowed. It

st i | BeS UGBS 0D that all-C\VT-transitional- work-imthe: Y& medicatcerter berreviswed by tha
Greater Los Angeles Healthcare System Privacy Act Officer to ensure program
compliance with VHA Privacy Act guidelines.

3. CWT participants are patients in the VA medical center and as such are not
considered volunteers or appointees without compensation. Per the VHA Office of
General Counsel (OGC), CWT patients are not allowed to drive a government vehicle .
on VA grounds or public roads, and as a CWT patient should not be considered as a
participant in the Greater Los Angeles Healthcare System Volunteer Services
concurrently with enroliment in the CWT program. This practice is counter to Volunteer
Service policy and does not circumvent the restrictions of the OGC ruling regarding

vehicle use.

4. The CWT program has an excess of wood working equipment stored in the CWT
workshop facility. During a tour of this facility it was observed that storage of the
woodworking equipment appeared unclean and in disarray; leaving an impression that it
might not be in good working order and possibly unsafe for patient use. Itis
recommended that the stored wood working equipment, if deemed safe by the Greater
Los Angeles Healthcare System Engineer Service, be cleaned and made ready for use

or eliminated per VA policy as excess government property.

ADMINISTRATIVE OBSERVATIONS:

1. Financial Issues:
a. CWT operates under the authority of 38 USC Section 1718 to provide

treatment for therapeutic and rehabilitative purposes. Office of General Counsel has
ruled that CWT may not engage in any CWT-run commercial activity, function as a
prime manufacturer, nor produce products for sale.

b. Golf course and Vets Garden is grossing approximately $450,000 "cash”
business annually. The responsibility for billing and receiving of funds for these

programs should be delegated to Fiscal as soon as possible.
c. Cash and checks from sales are deposited in the CWT 36X0160 X4 account

along with funds from the proceeds of CWT billings for CWT veteran's labor and sub-
contracting manufacturing services. The funds in the CWT 36 X 0160 X 4 accounts are
commingled and the ability to match CWT revenue to CWT expenses and bills of
collection to vendors who utilize CWT services, is lacking. Separate fund control points
for the various CWT accounts to track each separate CWT fiscal activity needs to be
established by Fiscal Service. In meeting with Fiscal Service, the possible use of
General Post funds for cash deposits was discussed as a temporary solution for deposit
of funds from non-CWT sources.

d. Long range plans need to be explored to remove CWT from prime
manufacture while continuing to provide CWT veteran rehabilitative treatment services

4
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to operate Vets Garden, Golf Course, and CWT transitional work opportunities for
VAMC and community.
e. Assistance to Vets Garden from non-profit Friends of Vets Garden and any
e v 50U GOS0 dORatione 18-CVWWI-program-nesde-soordinatiomwitir-velunteer Servicesfar——————e
are not suggesting closing the Vets Garden and the Golf course.

f. CWT staff reports the use of petty cash funds. The authority, use, and contral
of these funds needs review by Fiscal.

g. Conduct an end of fiscal year annual Fiscal Audit of existing program
operations of the CWT Account (36X0160), deposits from former STRAF 36X4048
account to 36X0160 account, billing and receivables, payroll functions and cost
accounting of all work programs.

2. NEPEC Reporting:

In the past, CWT reporting on outcome status to NEPEC, a requirement for every CWT
patient at discharge, has been unacceptably low, and CWT has been a significant
outlier in reporting. In FY08, NEPEC will require reporting for all CWT program
participants including the new Supported Employment components at intake, quarterly
status update, and at discharge. NEPEC provides quarterly CWT reporting on intranet,
and the CWT Program manger needs to set up a tracking system to insure 100%
reporting compliance.

3. Workload Data Capture for Incentive Therapy and CWT:

a. Process for capturing of face-to-face encounters for Incentive Therapy and
CWT was reviewed with CWT management.

b. Process for capturing number of hours in CWT treatment and hours worked in
Supported Employment was also reviewed.

c. DSS staff was unavailable to meet during this site visit. DSS and IEM needs
to establish Event Capture computer access to all CWT staff for capturing data to record
encounters and workload for CWT/ Supported Employment activity as per VHA
Directive 2005-012, “Encounter and Workload Capture for Psychosocial Rehabilitation
Vocational Programs,” dated March 10, 2005.

4. CWT Centralized Management Tracking System:

a. Establish a CWT management accountability system to monitor CWT fiscal
activity, workload reporting, NEPEC compliance, and centralized database for IT and
CWT RCN Annual Report, and MPCR cost reporting.

b. Perform continuous guality improvement evaluations and incorporate
performance data into staff performance standards.

Again, we would like to thank you and your staff for the opportunity to visit the Greater
Los Angeles Healthcare Systems' CWT program. |n approximately one year a follow-up
visit of the West LA CWT program is suggested to access the level of progress made in
complying with the recommendations made in this report and to provide continued
guidance and consultation. Please do not hesitate to contact me via Outlook E-Mail or

5
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by calling 214-857-0381, or contact Ralph Zaccheo via e-mail or by calling 978-446-
0214, if you have any questions about the recommendations in this report.

Sincerely,

Charles McGeough
i | arketing and Operations

Psychosocial Rehabilitation Svcs. MHSHG, VACO

o e .

(230l Zaootio

Ralph Zaccheo
Administrative Officer
Psychosocial Rehabilitation Sves. MHSHG, VACO

c: Dr. Mark Shelhorse
Acting Chief Consultant Mental Health Strategic Healthcare Group (MHSHG)

c: Anthony Campinell, Ph.D
Associate Director for Psychosocial Rehabilitation (MHSHG)

c. Dean C. Norman, M.D.

Chief of Staff
Greater Los Angeles Healthcare System

c: Robert T. Rubin, M.D.

Chief, Mental Health
Greater Los Angeles Healthcare System

c: William Daniels
Chief, Community Based Care
Greater Los Angeles Healthcare System
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VA West Los Angeles Medical Center, California
Statutory Land Restrictions

January 15, 2008

The property comprising the VA West Los Angeles Medical Center has been the
subject of a number of legislatively imposed restrictions affecting its present and
future use.

Section 224 (a) of Public Law 110 — 161 (the Consolidated Appropriations Act,
2008) imposes new restrictions on land use at VA's West Los Angeles, California
campus. The section prohibits the Secretary from disposing of any portion of the
Wes Los Angeles campus. Specifically, the law prevents the Secretary from
declaring "as excess to the needs of VA or otherwise take action to exchange,
trade, auction, transfer, or otherwise dispose of, or reduce the acreage of,
Federal land and improvements at the Department of Veterans Affairs West Los
Angeles Medical Center, California.” The description of the land is set forth in
section 224 (a) as follows: "approximately 388 acres on the north and south
sides of Wilshire Boulevard and west of the 405 Freeway."

Further, section 224 (c) extends what previously was a limited prohibition on the
Secretary's authority to enter into enhanced use leases to the entire 388 acres of
the Wesl Los Angeles campus. Previously, this restriction applied to 109 of the
388 acres under a law that was informally titled the "Cranston Amendment.” The
restriction now prevents VA from entering into enhanced use leases on any
portion of the campus.

Section 224 (b) leaves in place the Secretary's authority to enter into (traditional)
leases with representatives of the homeless, in accordance with section 7 of the
Homeless Veterans Comprehensive Services Act of 1992 (Public Law 102 -
950). Consequently, the Secretary continues to have authority to lease property
at the West Los Angeles Medical Center to representatives of the homeless, for
the provision of services to homeless veterans and the families of such veterans
for terms in excess of three years. The Act provides that the application of the
representative for the use of the property must be approved by the Secretary of
Health and Human Services in accordance with the McKinney — Vento Act, 42
U.S.C. § 14111, et seq. The McKinney — Vento Acts provides the legal
framework for federal agencies to make unutilized and underutilized buildings
and real property available for use by homeless assistance groups. It further
provides that the Secretary of Housing and Urban Development, inter alia, is
responsible for determining suitability of the property for use by homeless
assistance groups. Additionally, it provides that the Secretary of Health and
Human Services, inter alia, is responsible for the application process for use by
homeless assistance groups.
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The recently enacted Public Law does not limit the Secretary's authority to enter
into traditional leases pursuant to 38 U.S.C. § 8122 nor "use of space”
agreements pursuant to 38 U.S.C. §§ 8151 — 8153 (commonly referred to as
“the Expanded Sharing Authority”). Further, VA also has the common law right to
enter into revocable licenses.

Historical Background

» The 1888 deed that caused the donation of 300 acres to VA that now
comprises the West Los Angeles, California Medical Center requires that the
property be used for veterans or it will revert to the grantors or their heirs. The
deed provided that a branch home for disabled veterans would be constructed
and permanently maintained on the property. In the late 1980's the heirs of a
particular parcel sued to quiet title to approximately 2.13 acres of the 300 acres
conveyed in an 1888 deed. When the San Diego Freeway was built, the 2.13
was sliced off of the property. The Government declared the 2.13 acres to be
surplus property. The heirs argued that the deed contained a reverter clause and
that the action caused the property to revert to the heirs. They contended that
the deed created a condition subsequent giving the grantor a right of reentry.
The Circuit Court concluded differently. The Circuit Court ruled, in an
unpublished opinion, that the establishment and maintenance of a home for
disabled veterans is a statement of purpose, rather than a condition subsequent.
Hence, no reverter. 912 F.2d 268 (9" Cir. 1990)

»In 1988 Congress enacted section 421 (b) (2) of Public Law 100-322 (referred
to as the Cranston amendment or the Cranston Act). The section precludes the
Secretary from taking any action then or in the future to excess or dispose of
approximately 109 acres of the West Los Angeles Medical Center and 46 acres
of Sepulveda Medical Center.

»\When enacted, section 8162 of title 38, United States Code, prohibited the
enhanced-use leasing of any property at the West Los Angeles Medical Center
identified in section 421 (b) ( 2) of Public Law 100-332 unless specifically
authorized by law or the property is used for a childcare center.

» VA may enter into sharing agreements with other entities pursuant to 38
U.S.C. §§ 8151 — 8153 to provide the “use of space”, whether developed
structures or undeveloped land. The “use of space” agreements do not transfer
interest in real property and VA may not dispose of or declare excess any VA
property pursuant to a sharing agreement. Unlike the specifically legislated
limitations on the exercise of VA's authority to enter into enhanced use leases on
the West Los Angeles property, there are no specific restrictions on the sharing
authority, for the use of the West Los Angeles property. Therefore, given that the
“use of space” agreements consummated pursuant to the sharing authority are
not tantamount to a disposal nor a transfer of interest in the property, the
restrictions imposed by the Cranston amendment are not triggered. Accordingly,
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the restrictions imposed by the 2008 Consolidated Appropriations Act do not
prohibit the Secretary from exercising the expanded sharing authority.

Summary of Legal Authorities for Land Use at West Los Angeles, CA:

Public Law 110 — 161 § 224 prohibits declaring as excess or otherwise taking
action to transfer, exchange, or otherwise dispose of any portion of the 388 acres
comprising the VA West Los Angeles Medical Center. Further, the Secretary is
prohibited from entering into enhanced use leases on any portion of the campus.
However, the Secretary may lease to a representative of the homeless any real
property for a term in excess of 3 years for use by homeless veterans and the
families of such veterans and for which an application of the representative has
been approved by the Secretary of Health and Human Services in accordance
with the McKinney — Vento Act, 42 U.S.C § 11411.

Public Law 102- 950 § 7 authorizes the Secretary "to lease to a representative
of the homeless for a term in excess of three years any real property at the West
Los Angeles VA medical center for which an application of the representative for
the use of the property has been approved by the Secretary of Health and
Human Services ... under 42 U.S.C. 11411. Further, the Secretary's authority to
lease pursuant to this section is limited to leasing for the purpose of providing
services to homeless veterans and the families of such veterans.

Public Law 100 — 332 § 421 (b) (2) (referred to as the Cranston amendment)
precludes the Secretary from taking any action then or in the future to excess or
dispose of approximately 109 acres of property on VA's West Los Angeles
campus.

38 USC §§ 8151 — 8153 authorizes VA/VHA to enter into sharing agreements
with other entities to provide the use of space, whether the property is developed
or undeveloped. This unique authority provides that VA may enter into an
agreement with an entity for the use of underutilized VHA space. Further, VA is
authorized to retain the proceeds of the transaction. The expanded sharing
authority “use of space” agreements are not lease agreements. There is no
statutory limit on the duration of the agreement. However, VHA as a matter of
policy has placed a 5-year limitation on the duration. OGC has opined that VA
should place a cancellation provision in such agreements, whenever possible,
should veterans needs arise that require the use of the space/site.

38 USC § 8122 authorizes the Secretary to lease property (also referred to as

outlease authority) up to 3 years. The revenues realized can not be retained by
VA, but must be deposited in the U.S. Treasury.
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38 USC §§ 8161 — 8169 authorizes the Secretary to enter into enhanced use
leases up to 75 years. However, VA is prohibited from entering into enhanced
use leases on any portion of the 388 acres comprising the West Los Angeles,

California Medical Center.

VA also has the common law right to enter into revocable licenses. However,

such a license often is not commercially practical, because it is revocable at will.

Prepared by Phillipa L. Anderson
Assistant General Counsel, PSG V
The Government Contracts, Real Property, & Environmental Law

Group

000150



West Lps Angeles VA Medlcal Center

SREATED

Veterans Programs Enhancement Act of 1998 (VPEA)
Master Plan

(V.16 - 6/201]

B S i

e e I
A R B R

\"\a Department of

Veterans Affairs

000151




BUILDING 20. OLD SOLDIERS CHAPEL

000152



Table of Contents

1 Executive Summary — b5
2 Background
A VA Organization/Mission 08
""""" B Locations/Sites/Faoiites o
C. Project Site 0B
O.VAProgams 0B
_E Veteran Demographics 08
3 The Master Plan Process
A. What is the Veterans Programs Enhancement Act
(VPEA) Master Plan? e 18
E. Regulatory Backaround, Land Use Restrictions
~and Requirements N 10
C. Chwonology of the Master Plan Pracess 4
D. Public Outreach . ou
4 Site Analysis
A. Site Descrption 12
B. Surrounding Context 12
Ccomemmue  w
l:i. NﬁiﬁiIEHv:mnment 15
E. Easements and Other Site Restrictions 15
F. HIS;I:If:IE‘.El Districts and Facilities 16
G. Open Space - 18
H. Tr.;iﬁ:; , Parking & Circulation 18
Ltaumreis @
J. Utitities/Infrastructure 20

5 Program and Facilities

- Curant Prograns =_ 2
B CumentlangUseAgreements 22
C. Proposed VA Facilites 22

D. Current F‘rinritie_i 23

Reuse and Plan Recommendations

A. Objectives 2%
 bcumemse  u
C. Master Plan Zones (1-4] _ a _‘25:_35
D. Land Use Guidelines 34

E Evz_nluatinn Process for Land L.Ise_ Agreements 34 :

Appendix

000153



000154



1. Executive Summary

The mission of the Vieterans Health Administration (VHA) is to honor
Americas Vieterans by providing exceptional health care that im-
proves their health and well-being, VHA implements the metical
care, research and education programs of the Department of Veter-
ans Affairs (VA) The West Los Angeles Medical Center (WLA| cam-
pus is part of the larger VA Greater Los Angeles Healthcare System
(GLAHS), serving Veterans in Los Angeles, Ventura, Sants Barbara,
San Luls Obispo, and Kern Counties. The WLA campus provides a
variety of medical services including inpatient and cutpatient care,
rehabilitation, residential care, and tong-term care services. Inad-
dition. it serves as a center for medical research and education.

In 2009 GLAHS began a cultural transformation by incocporating
g Patient-Centered model of care to provide an optimum healing
envirenment for the body, mind, and spirit. This Veterans Programs
Enhancement Act of 1998 [(VPEA) Master Plan, hear and atter re-
ferred to as the "Master Plan” was mandated by the Veterans Pro-
grams Enhancement Act of 1998, supports the goal of creating a
therapeutic and recovery oriented environment on the campus for
Veterans to heal

The WLA campus encompasses 388 acres in the heart of Los Ange-
les. California, There are 104 buildings across the campus of which,
39 are designated as historic, twelve are considered to be exception-
ally high risk for a seismic event. and a number are vacant or closed
Currently. the WLA campus has 21 land use agreements, varying in
length and contractual authority, with partners to deliver & variety
of services to Veterans and the com-munity, This does not include
several non-recurring filming and single-gay event agreements.

The purpose of the Master Plan ic to satisfy the legislative man-
date of the Veterans Programs Enhancement Act of 19898, requir-
ing a “plan for the development of a master plan for the use of the
lands...over the next 25 years and over the next 50 years”™ This
Master Plan is a land use plan to guide the physical cevelopment of
the campus to support its mission of patient-centered care, teach-
Ing, and research over the next 25 to 50 years. The plan considers
potential initiatives as far into the future as possible given current
Veteran demographic data, plans, and priorities. The plan reflects
legislative restrictions on the property, which prohibits VA trom the
sale. transter. or to reduce the acreage of land and Improvements at
the WLA campus, and delines development goals and design objsc-

tives for the campus.

The Master Plan summarizes the work of previous planning studies
to address future development for the limited, unplanned portions
ot the land and is based on the Capital Asset Realignment for En-
hanced Services (CARES) process, and VA's subsequent Strategic
Capital Investment Planning (SCIP) process which iz a VA-wide
planning tool for facilities and Infrastructure. CARES delivered a
comprehensive assessment of the campus. and through a public
process resulted ina Capital or Construction Plan for the property,
However, it dic not address reuse, dellver recommendations for un-
planned land or produce 8 summary document, as needed to satisfy
the legislative mandate,

The Master Plan considers on-campus services that may evolve In
the future with the changing demographics of the Veteran popula-
tion. It discusses current land uses, facilibes. and programs in the
context of the CARES/SCIP capital plan. In addition. it outlings
recommended actions for how to plan for the Umited, unallocated
land, and facilities in support of VA's mission,

The Master Plan conforms to the relevant laws in effect on the date
of publication. A change in law. such as the Administration's pro-
posed Civilian Property Realignmeant Act. could impact this property.
It these laws change, VA will update the Master Plan sccordinoly.

MATTEE PLAN
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2. Background
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SEQTION 2 FIGURE 1. ORTGINAL BARRY HOSPITAL QLD SOLDIERS' HOME [18138)

A. VA Organization/Mission

C. Project Site

VHA implements the medical care, research, and education pro-
grams of VA through the operation of numerous medical centers,
hospitals, outpatient clinics, residential, and long-term health care
facilities.

The mission of VHA is to hanor America's Veterans by providing ex-
ceptional health care that improves their health and well-being To
accomplish this mission VHA provides comprehensive, integrated
health care services grounded in guality, value, service. education
and research, administered by a workforce that considers VHA an
employer of choice.

B. Locations/Sites/Facitities

WLA is part of the larger GLAHS that serves Veterans in Los Ange-
les. Ventura, Santa Barbara, San Luis Obispo, and Kern Counties. It
is also a part of and serves Veterans from the Veterans Integrated
Service Network 22 (Network 22, which includes facilities in Los
Angeles, Long Beach, San Diego, Loma Linda, and Las Vegas, GLA is
the largest integrated health care organization in the VHA consisting
of a tertiary care hospital and medical center in West Los Angeles,
three ambulatory care centers, and eight community clinics oper-
ated by 5,000 employees located throughout their service area.

The WLA campus is the largest medical center campus in the VA
system, It provides a full continuum of medical services including
state-of-the-art hospital and outpatient care, rehabilitation, resi-
dential care and long-term care services. It also serves as a center
for medical research and education within the VHA.

The site was part of an original 840 acre land donation by John P,
Jones, Arcadia B. DeBaker and John Wolfskills, derived from the
Rancho San Jose Oe Bugnos Aires and Rancho San Vicente y Santa
Monica Land Grants. The property was donated to establish the Pa-
cific Branch of the National Home for Disabled Volunteer Soldiers
after the Civil War ang was known as the “Old Soldiers Home", The
Home opened in 1888 with original shingle style frame barracks
A streetcar depat and chapel, (which can still be found at the site)
were built in 1830 and 1900 respectively. A hospital was built in
sections from 1891 to 1909 and the treeless land was transformed
with plantings of pines, palm trees, and eucalyptus groves. This
original hospital was replaced by the Wadsworth Hospital in 1927
and the current hospital in 1977.

The Old Soldiers Home served as an attraction for both tourists
and local real estate speculators: In 1904, the home was a popular
tourist attraction. In 1908, residential lots and larger tracts were
for sale and a new community grew up around the Old Soldiers
Home where Veterans and their families could settle,

Over time, portions of the original site have been made available for
the expansion of the Los Angeles National Cemetery (114 acres),
and construction of 2 Federal office building, Department of De-
fense facilities; and the San Diego Freeway (Interstate 405). Today,
as a result of these dispositions of land, the campus consists of 387
acres,

The WLA campus is sited at the intersection of Wilshire Boulevard
and Interstate 405; standing at the crossroads of some of the busi-
est strests and highways in the United States. Within the framewark
of the surrounding urban environment, the site of the health care
center has remained & relatively stable and undeveloped environ-
ment containing extensive open space etched with historic buildings

VUL B0
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2. Background

and districts. Due to the high visibility and valustion of the surround-
ing property and its location at the intersection of significant uroan
corndors. the center 15 perceived to be ane of the most valuable
parcels of real estate in the western United States,

D. VA Programs

At WLA, comprehensive health care is provided to Veterans through
primary, specialty, residential, and long-term care in areas of med|-
cing, surgery, psychiatry, physical medicine and rehabilitation, neu-
rolegy, oncology, dentistry, geriatnics. and extended care. WLA op-
erates @ world-class heatth research and educational program in
association with University of California, Los Angeles (UCLA) and
University of Southern California (USC) Schools of Medicine and
many other acadermic institutions in Southern California.

E. Veteran Demographics

GLA serves 1.4 million Veterans in Southern California and approi-
mately 530,000 Veterans living in the Greater Los Angeles Area. In
2010, GLA treated B2.000 Veterans through 1.2 million outpatient
visits. Of those Veterans 9.600 required hospitalization for various
durations and reasons. Mationally, male Veterans make up 82 per-
cent of those treated and B8 percent are ages 55 and older, Women
Veterans make up B percent of the Veterans served and that number
15 expectad to increase in the next 15 years when they will represent
one of every 16 Veterans enrolled for care.

Veteran projection data for the counties that make up the GLA ser-
vice ares shows a 368% docline in enrolled Veterans over the next 16
years with the passing of World War I1, Korean. and some Vistnam
Veterans. This data reflects the impact of new Veterans from Op-

eration Enduring Freedom (0EF ] or Operation Irag Freedom (OIF)
Agcording to the Department of Defense. approximately 13.000
Veterans from OcF or OIF Live in the GLA service area of which
B.000 have sought VA care since 2001. Due to the advanced age of
most Veterans and their increased health care needs. the number
of Veterans served by GLA is expected to stay relatively stable or
increase in areas such as outpatient primary care/geriatric/urgent
care with the largest growth in outpatient mental health care and
pharmacy,

GLA Enroliment Projections by County and Fiscal Year®

County Fyz000 | Fy2018 | Fy2o2e
Los Angeles, CA 123937 108 365 85122
Kern, CA 13648 14867 13723
Ventura, CA 12,544 13,427 12208
Santa Barbara, CA T247 7.088 6220
San Luis Obispo, CA £.256 8263 5658
Total 162937 150,820 132930

* T Fropssned weerno L of LA W 1he 4w for ihe WLA Cambus tecasié 44 faciting
g 5 pecaly Sagnetl e TrERt e sorvaoes i Aosiealraton ke ml OLA piient

Projected Veteran Utilization for VA Greater Los Angeles Healthcare System

Service FY2008 FY2015 FY2020 FY2025
Acute Inpatient Medicine 31.550 26.261 23,060 20130
Acute Inpatient Mental Health 12 Bag 11179 8,658 B.248
Acute Inpatient Surgery 15,704 18.297 11653 10,103
Outpatient Mental Health Programs 334,263 409,854 425,763 428,535
Outpatient Primary Care-Geriatrics-Urgent Care 265,070 301.458 311565 313,454
Pharmacy 2.8mil 3:2mil 3.8mil 3.9mil
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3. The Master Plan Process

A, What is the Veterans Programs Enhancement Act
{VPEA) Master Plan?

The Veterans Programs Enhancement Act [VPEA| Master Plan.
hear and after referred to as the “Master Plan is @ land use plan
that guides the physical development of the WLA campus to sup-
port its mission of patient-centered care, teaching, and research. It
outlines development goals and design objectives, delineates cam-
pus land use zones and estimates the new building space proposad
tor each zone, The Mastar Plan is a flexible plan to ouide develop-
ment and it is not an implementation plan. It does not commit to
any specific project, construction schedule, or funding priority. Each
development proposal must be approved individually by the GLAHS
Director, the Netwaork Director, and national VA aofficials as required
hy VA regutation governing the specific project.

There is no single definition for a master plan. The requiremeants for
a master plan are guided by the intended purpose of the document.
This plan is unigue given the legislative restrictions on the property,
the prior completion of a capital plan which outlines a plan for a
majarity of the campus. and the legislative mandate requiring such
aplan.

E. Regulatory Background, Land Use Restrictions and
Reguirements:

Regulatory Backgrouna:

The WLA Campus is under the jurisdiction of the Federal govern-
ment, The City of Los Angeles and County of Los Angeles zoning
does notapply to the property, However, Federal agencies generally
are required to consider State and local zoning laws, codes, and or-

dinances in the construction or alteration of Federal buildings. Ac-
cordingly, cooperation with pertinent State and local governments,
Is a customary component of the development process at the WLA
Campus.

While all 387 acres of the WLA Campus are ultimately the property
of the United States, the 13.5-acre California State Veterans Hame
was deeded to the State of California in 2008. This deed was grant-
ed from the United States government (VA] to the State of Cali-
tornia with the stipulation that the land revert back to the United
States if it no longer used as a nursing home or for domiciliary uses,
as agreed upon in the original deed,

Pursuant 1o the legislative mandate of Section 707 of the Veterans
Programs Enhancement Act of 1998, Pub. L. 105-368, the Secre-
tary of the VA must submit to the United States Congress a report
on “the use of Department of Veterans Affairs lands at the West Los
Angeles Department of Veterans Affairs Medical Center, California”
The report must also address. in pertinent part. a “plan for the de-
velopment of a master plan for the use of the lands...over the next
25 years and over the next 50 years." This Master Plan addresses
the second part of this legislative mandate.

Land Use Restrictions:

The property comprising the VA West Los Angeles campus has
been the subject of a number of legislatively imposed restrictions
affecting its present and future use. Legislation affecting land use
are:

« Public Law 100-322, section 421 (b} (2}, 25 amended (also re-
ferred to as the Cranston Act) limits the transfer of approxi-
mately 109 acres (roughly 29 percent of the total West LA

= G M 0 5 S S
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10 MABTER PLAN

WL 622081

000160



3. The Master Plan Process

VAMC site areal to other government agencies and prohibits
those acres to be declared “excess to the needs of the Vet-
erans Administration” In addition, it reguires congressional
approval for any future disposition of this land.

= Sections 274 {a) and (&) of the Consolidaled Aporoprialions
Act, 2008. Public Law 110-161, which extends the original
reach of the Cranston Act. prohibiting VA from the sale, trans-
ter, or to reduce the acreage of land and improvements at the
WLA campus.

Legisiative Reguirements:
Some of the current statutory and regulatory laws that govern de-
velopment nclude:

+ National Environmental Policy Act
+ National Historic Preservation Act

Laws that apply to VA as & federal land holding agency regarding
the presence and removal of hazardous substances onfin property
urder its jurisdiction. These statutes are:

» The Comprehensive Environmental Response, Compensation
and Liability Act ("CERCLAT|

= The Resource Conservation and Recovery Act "RCRA")

While compliance with municipal and other local regulations are not
reguired. VA considers regulations that may affect the planning and
implementation of projects.

C. Chronology of the Master Plan Process

2000-2001 Planning Study:

In 2000, in accordance with the 1998 Veteran Program Enhance-
ment Act, a plan for the development of & 25-year general plan for
the WLA campus was initiatec. The plan developed & preliminary
ponceptual use plan for the development of a land use master plan,
While this plan was completed in 2001, it was never approved for
implermentation by VA, The plan developed @ number of valuable
components of a master plan that were used In subisequent plan-
ning activities.

2004-2007 CARES Plan:

The CARES Plan was initiated by VA in 2004 as a nation-wide study
of VA health care facilities. The WLA campus was a part of this na-
tioral study that included a comprehensive assessment of Vateran
nesds and realignments of and upgrades to VA health care facilities.
One of WA's objectives of the WLA CARES study was to satisfy the
Master Plan requirement for the campus.

The CARES Study resulted in the development of six Business Plan
Options (BPFOs), which were subject to a public review and comment
perind. On September 27, 2007, former VA Secretary James Mich-
olson selected BPO 3 as the approved Capital Plan for the WLA
Campus, While the plan was approved, funding was not speaifically

allocated for these Improvements, which must be accomplished
through the standard VA construction planning process.

The 2008-2011 Master Plan Development:

While the CARES Plan provided an extensive Capital Development
Plan that addressed most of the property, it did not address the
small amount of remaining land or produte the summary document
needed to satisfy the 1998 Act. This Master Plan summarizes the
work of the previous planning studies and is supported by and con-
sistent with V's SCIP process.

The SCIP process is a VA-wide process designed to improve the
delivery of services and benefits to Veterans, their families and sur-
vivors in the safest and most secure infrastructure, by addressing
VA's most critical neeas Tirst; investing wisely in VA's future, and
significantly improving the efficiency of Vs far-reaching and wide
range of activities. SCIP serves as a comprehensive plan to improve
the quality, access, and cost efficiency of the delivery of VA benefits
and services through modern (i.e. newer and/or better conditioned)
tacilities, which match the location and demands, both current and
tuture - where our Nation's Veterans live. Using gap analysis and
projectad utilization of services, SCIP identifies specific capital in-
vestment needs to close performance gaps in the areas of safety,
security, utilization, access, seismic protection, facility condition as-
sessments, parking and energy.

In addition, the goal of this current Master Plan 1s to create & flex-
ble and usable planning tool for future developrment activities of the
WLA Campus, which will strive 1o benefit the Veteran population in
harmony with the surrounding community, and comply with all ap-
plicable laws, codes, ordinances, and regulations, including but not
limited to pertinent environmental and histonc preservation laws

0. Public Outreach

The master planning process for the WLA campus includes a public
outreach compaonent. in keeping with the campus’ historie relation-
ship with the surrounding community. The 2001 Planning Study
included Veteran and community membars on 8 Land Use Advisory
Committee, while the CARES Plan included the establishment of &
Local Advisory Panel. This Local Advisory Panel also included key
community members, whose function was to obtain public input on
tne recommendations for addressing the needs identified in CARES.
Two public meetings were held and a system for eollecting pub-
lic feedback was established. Secretary Nicholson's 2007 CARES
decision reflected the recommendations from the Local Advisory
Fanel.

Updates on local projects are commumicated to Veteran and com-
munity stakeholders through quarterly briefings by GLAHS lsader-
ship. Web and written communications supplement the guarterly
briefinos. Elected officials and Vetaran Service Organizations work
in parmership with GLAHS leadership in reprasenting and commu-
nizating Veteran and community Issues,

HASTER PLAN
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A. Site Description

B. Surrounding Context

The WLA campus is a 387-acre site located approximately two
miles south of the Santa Monica Mountains between Sunset Boule-
vard to the north and Ohic Avenue to the south in an unincorporated
area of Los Angeles County, surrounded by the City of Los Angeles.
Wilshire Boulevard transects the lower one-third portion of the site.
Interstate Highway 405 is located to the immediate east of the site
and San Vicente Boulevard is to the west of the site.

The property is roughly rectangular in shape, extending northwest
to southeast, along Interstate 405, which borders the northeast
side of the property. The property is generally about three times
as long as it Is wide in a8 north-south direction, with some irregular
boundaries from prior land sales and transfers,

The total building gross square footage of WLA facilities approach
three million (2.842,769).

Open space is an important characteristic of the WLA Campus.
Some of the low density areas that surround the Campus include
Jackie Robinson Stadium, Veterans Garden, Veterans Memorial
Park, Arroyo, Veterans Golf Course, and Macarthur Field.

To the northeast of the site, UCLA encompasses approximately 480
acres, including & university parking lot immediately across Veteran
Avenue from the Los Angeles National Cemetery north of Wilshire
Boulevard. Due east of the VA property and to the north of Wilshire
Boulevard is Westwood Village, & commercial, mixed-use, retail,
office. and entertainment village. To the north of the VA property
and east of Sunset Boulevard is the Barrington Village area, a small
neighborhood serving commercial, community, convenience, retail,
and services center,

In addition, numerous high-density multi-family residential urban
areas surround the campus to the east, south and west sides of the
campus.

Additional offsite facilities include the Federal Building on the south
side of Wilshire Boulevard (between Veteran Avenus and Sepulye-
da); Westwood Park, immediately south of the Federal Building
parking lot on the east side of Sepulveda; the portion of Westwood
Park on the west side of Sepulveda, north of Ohio: and the Salvation
Army transitional homeless housing project and daycare center on
properties that were previously part of the VA property.

12 MASTEF

000162



(RS T :SSL : __

.

%

W
:
3
q

.,‘
I
= |
"

o=
<
b3
“9a
=
2
=
<
c.
<
<
=
L‘
i
=
)
o
fnd
-
T
.NA
Z1
3]
-
L5
ur
n

1

13

000163

PLA



14

Fishnr

Housr

o
LW

R Y SN e e T N
2 :::: P e, e e M

Comprehensive Land Use Map

B Los Angeles Architectural Set Historic District
~© 'NHDVS Pacific Branch Historic District
B Land Use Agreements — —
B Current angd Future Projects

SECTION & FIGURE D : C(_)'iﬁl_iﬁ'r LA_NiL’.SE

MASTER PLAN V30 B/20)

000164



4, Site Analysis

C. Current Land Use

Current Land Use:

The WLA Campus includes 104 buildings distributed throughout the
entire site. A majority of the buildings are more than 5C years old,
with 39 considerad historically significant, In addition, twelve build-
ings are designated as exceptionally high risk for & seismic event
and a number are uninhabitable and closed.

The campus south of Wilshire houses the acute care delivery func-
tions including a full service hospital. putpatient clinics, and asso-
ciated diagnostic and treatment facilites. A small residential area
adjacent to the hospital houses employees as well as the Fisher
House, which provides accommodations to tamilies of Veterans re-
ceiving treatment. The campus north of Wilshire includes long term
and residential care, recreational, research, administrative services
including a VA and State of California Nursing Homes, and VA domi-
ciliary, research proarams and additional residential programs oper-
ated by community providers. In addition. infrastructure support for
the entire Campus, including the boiler plant and laundry facilities,
are also found In this area.

Non-VA programs are operated throughout the property under leas-
es, memorandums of understanding (MOUs), revocable licenses, or
enhanced sharing agreements (ESAs).

D. Natural Environment

Geology/Topography/Faults:

The site is locally mantled by artificial fill. The fill consists of sitt,
clay and silty sand. The fill thickness varies from several feet to
about 30 feet. The elevation changes appear to be a result of both
cutting and filling operations to achieve the current gradas.

The topography at the site is generally gently sloping to the south.
However, locally, stesper slopes occur along existing ravines or
drainage channels at the site, The property as a high point of 500
feet in elevation at the north corner of the site. The low paint is
looated at the southwest carner of the site at Ohio Avenue, near
the Southern California Edison Power Substation. The topoaraphy
drops 240 feet in elevation from north to south, averaging about
three percent slope in land (from the highlands of Sunset Boulevard
down to the flats of Ohio Avenue,)

The nearest active fault is the North Branch of the Santa Monica
fault zone. The fault traverses the south eastern most portion of
the site.

Warer Guality

The site does not contain any perennial surface water flows. Sur-
face water flows are the result of storm events, upstream irmgation
and seasonal groundwater seepage. Surface flows are ultimately
conveyed to |Los Angeles County Flood Control channels located
west and scuth of the site.

Biology:

The entire 387-acre site has been impacted by human alteration
and activity. Open areas consist primarily of maintained lawns and
ornamental landscaping. The only areas providing natural habitat
are the arroyo and the escarpment along the east property line.
However, the habitat quality of these areas has besn diminished by
extensive invasion of non-native species. In a 2001 Environmental
Assessment. a field survey of the site for the Brentwood School
Athletic Fields Project identified the presence of riparian (wetland)
vegetation and habitat associatet! with the arroyo that runs through
the northwest portion of the VA property.

E. Easements and Other Site Restrictions

Easements:
There are three key utility easements on the WLA Campus, sum-
marizad below:

+ Southern California Edison [SCE) June, 1959 This conveys a
utility easement to SCE to construct, use, maintain, alter, add
to, repair. replace and or remove an underground electrical sys-
tem, consisting of underground conduits. together with wires and
other fixtures and appliances for the purpose of providing light,
power, telephone and or other purposes. It describes VA as an
unincorporated area of LA County and VA is referred to as land of
the Veterans Administration Center reservation.

- City of Los Angeles, September 1974, This conveys a utility ease-
ment to the City of Los Angeles for the unincorporated area of
Los Angeles County. The purpose of the easement is to con-
struct, operate and maintain a sanitary sewer line and appurte-
nant structures. Today, this easement would have beer between
VA and the Los Angeles Department of Water and Power (DWP),
which serves as a collection agency for a sewer authority that is
independent from DWP and manages the sewer system in the
area, This easement is for the same general easement where
sewer leaves the WLA Campus at the Sawtelle gate. All internal
campus sewer lines area owned by VA

+ VA and the City of Los Angeles, April 1850, This Is for a ulility
easement for the purpose of water lines. The original document
also refers to a prior easement dated back to December 1920. To-
day, this would also have been a utility easement between VA and
DWP. The purpose is listed as an easement and right of way to
construct, re-construct. maintain, operate. repair. renew, entarge,
remove and reptace a ling or lines of pipe of whatsoever nature,
manholes, service and/or distribution or connections with all and
avery appendages. structures and equipment for the purpose of
conveying and distributing water.

MASTEL PLAN
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Other Restrictions:

The arroyo area on the north side of the property was previously
used as a waste burial site in the 1850s and 1960s. While the Arroyo
(a closed site) and the adjacent park have been subject to extensive
testing over the years and have always been deemed safe to the
public, low-level biomedical research waste has been found in very
small, and non-harmful amounts.

There have been several surveys of this area done by many gov-
ernment agencies and Environmental Consultants aver the past
couple of decades. The first survey was conousted by the Nuclear
Regulatory Commission (NRC) in 1981, which they concluded the
site contents were all low level biomedical waste radiation and no
threat to public health, then in 1892 the Environmental Protection
Agency (EPA) conducted a similar survey to access human health
risk to the site and it was cited that there were no human risk due to
the low levels of radioactive materials in the burial areas. In 2000,
due to the Brentwood School project (20 acre ESA), all documents
were reviewed and re-guantified by Locus Technologies Inc. and
the same conclusion was found. These results are available on the
Brentwood School's website. In 2007, Millennium Consultants Inc,
conducted a surface survey and again re-guantified the burial area
data and summarized all reports to find no hazard to the general
public In 2009, AllWest Geosciences Inc. conducted core drilling
in the site for radivactive and chemical hazards. All results deter~
mined that there should be no potential human health risks asso-
ciated with buried medical waste resulting from historic medical
research and disposal at the WLA property.

/T )
SEQTION % FIGURE 4 QLD SOLDIERS HOME LOOKTN‘)LSUU"H (EARLY 1800°S)

F. Historic Districts and Facilities

Approximately 120 acres of the WLA Campus meet National regis-
ter criteria tor histaric district designation (figure 4), The site con-
tains two designated historic districts, the Home Branch Historic
District (HBHD) and the Los Angeles Architectural Set Historic Dis-
trict (LAASHD).

Section 106 of the National Historic Preservation Act (NHPA) re-
guires the federal government consider the effects of its undertak-
ing on historic properties, defined as districts, sites, buildings (more
than 50 years old). structures and objects included in or eligible for
inclusion in the National Register of Historic Places. Given the age
of the WLA Campus, many buildings may be subject to the NHPA
requirements. Of the 104 of total buildings, only 21 are less than 50
years old.

There are 39 existing buildings designated in the Capital Asset In-
ventory as historie structures or are considered historically eligible
by National Trust for Historic Preservation and VA. Two of the 39
buildings designated as historic are listed on the National Register
of Historic Places. the Trolley Station, and the Chapel.
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4, Site Analysis

6. Open Space

Much of the WLA Campus = landscaped and forms an attractive
park-like setting. The campus incorporates mature trees, estab-
lished shrub plantings. and well maintained open areas. including a
Golt Course and Kol Pond, Much of the site is either nearly level or
gently rolling except at the northern portion of the site where there
areg some steep slopas.

H. Traffic, Parking & Circulation [ON CAMPUS)

Vehicular circulation to the campus Is accessed from WLA by one
primary entrance off of Wilshire SBoulevard, which also connects the
north and south campuses.

There are three secondary entrances to the north campus. Two are
off of Bringham Ave to the west and the third is off ot Sepulveds
Blvd. to the east. Once on the campus, the clroulation is provided by
a series of several major paved roadways that connect 2 network of
smaller local streets including Bonsall Avenue, a major north/south
road that runs through the entire campus.

The south campus has a secondary entrance from the intersection
of Ohio Avenue and Sawtelle Boulevard, The south campus’ creula-
tion is provided by & majos loop roadway, Dowlen Drive, and Bonsall
Avenue, which also provides an putlet to Wilshire Boulevard and
Chio Avenug,

Existing surface parking is dispersed around the campus, making
it convenient for patients, family, and employees. Currently there
area approximately 4.000 parking spaces on campus, an adeguate
amount to support the current programs.

Due to the large surtace area of the WLA campus, a campus bus
systerm provides transportation to employees and patients. There
are multiple stops throughout the campus with a frequency of ap-
proximately 15 minutes. In addition. the City of Santa Monica "Big
Blue Bus™ stops at vanous locations throughout the north and south
campuses. A VA parking lot, shared with an outside entity, provides
parking services 1o businesses bordening the northern most cam-
puis. Veterans are employed by this contractor and revenue gengr-
ated supports Veteran programs. In addition, as part of the CARES
approved Capital Plan, a multi-levet parking structure will be built
{0 accommodate the patient and guest traffic for the main hospital
building and the new Acute Bed Tower. Any new major construc-
tion project will nclude a traffic. parking, and circulabon study.
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