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EDITORIALS

Does VA HeALTH CARE
MEASURE Upr?

EARLY 25 years ago, a congressionally man-
dated study found that many components of the
health care system of the Veterans Administration
(now the Department of Veterans Affairs, or VA) were
inefficient and often poor in quality.! A blue-ribbon
panel concluded that the system’s principal resource,
a loosely connected network of acute care hospitals,
was poorly matched to the needs of the mostly eld-
erly and chronically ill veterans it was designed to
serve. The panel expressed little optimism about the
system’s capacity to improve and advised allowing
the private sector to take over most of the VA’s respon-
sibilities. This recommendation was never implement-
ed, and the VA continued to be dogged by persist-
ent criticism about poor quality and inefficiency.??
In the context of a shrinking population of veterans
and reductions in the federal budget during the past
decade, the Veterans Health Administration (VHA)
was widely perceived as vulnerable to substantial cur-
tailments of its mission and cutbacks in its budget.*
Responding to these dire circumstances, the VHA
began to create programs aimed at improving the
standard of care throughout the system. For example,
in the light of concern about poor surgical outcomes,
the VHA designed sophisticated programs to collect
“prospective data on major surgical procedures and
generate risk-adjusted outcome statistics to be dis-
tributed throughout the system.5 These initiatives have
been associated with substantial reductions in oper-
ative mortality and morbidity and have been proposed
as national models.®
In 1995, the VHA embarked on an extensive re-
organization and initiated dozens of aggressive pro-
grams intended to improve quality and efficiency.”

Some of these programs mirrored activities that were -

being pursued in the private sector, such as shifting
clinical encounters from hospitals to outpatient de-
partments (resulting in a 62 percent reduction in bed-
days of care per 1000 patients between 1995 and
1998), merging facilities, opening 600 new commu-
nity-based clinics, enforcing stricter credentialing
requirements for professional staff, and conducting
systematic audits of medical records.® Other, more in-
novative initiatives included a patient-safety program
and the introduction of a completely paperless elec-

tronic medical record, both of which have garnered -

numerous accolades.

Even with some of the more mundane programs,
- such as the auditing of medical records, the VA went
a step further than most other health care organiza-
tions. The auditing system now. routinely tracks not
only dozens of measures of prevention and chronic-
disease management, but also activities related to pal-
liative care, such as pain management and the use of
advance directives. The results of these audits for each
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VA-affiliated facility are published on the Internet, and
top-level managers are held accountable by means of
stipulations for improvements that are incorporated
into their employment contracts.

Since the inception of these programs, impressive
gains have been made. Over the past five years, in-
creases in the proportions of patients who have re-
ceived mandated immunizations, cancer screening,
and counseling for alcohol abuse and smoking have
ranged between 130 percent and 500 percent.” More-
over, in most cases in which comparable statistics
from the private sector exist, the performance of the
VHA appears to be superior.’

It might be contended that the VHA has not been
subject to the same intense financial pressures as the
health care organizations in the private sector and may
have achieved these sterling results through continuing
inefficiency. Although it may have been sheltered from
the full brunt of current market forces, the limited
evidence available indicates that the VHA provides
care at costs equivalent to or below those in the pri-
vate sector.)® For example, the number of hospital days
per 1000 enrollees within the VHA system is approx-
imately 5 percent below the rate for Medicare.® In ad-

dition, between 1995 and 1999, the VHA provided
treatment for 22 percent more patients than Medi-
care did (VHA hospitals treated a total of 3.4 million
patients in 1999) with a budget that was static in
real terms. '

Yet, despite these admirable accomplishments, the
perception persists that the care offered through the
VHA is of poor quality. In this issue of the Journal,
Petersen and her colleagues report on an investiga-
tion undertaken with the explicit hypothesis that pa-
tients 65 years old or older who were treated for my-
ocardial infarction in the VA system would receive
care of poorer quality than patients treated through
the Medicare program and that, accordingly, the VAs
patients would have worse outcomes.! The investi-
gators found that patients who were admitted to VA
"medical centers had a greater burden of chronic ill-
ness and sustained more severe infarctions, yet they
had similar mortality at 30 days and 1 year. As the
authors themselves point out, comparisons between
different systems of care are prone to bias, especially
if one system is more likely to treat patients who are
more severely ill. In fact, nearly 70 percent of veter-
ans who use the VA are admitted to non-VA hospi-
tals under the Medicare program rather than VHA
medical centers when they have an acute myocardial
infarction.!? In this instance, however, the patients
admitted to VHA facilities have more coexisting con-
ditions.!12 To the extent possible, the authors ad-
dressed this problem by adjusting for most of the
important variables known to influence survival after

acute myocardial infarction and still observed no dif- '

ferences in survival rates — a fact that supports the
validity of their findings. - .
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The primary result of this study — that the mor-
tality of VA patients after myocardial infarction is the
same as that of Medicare patients — is plausible. As
the authors observe, the fact that more VHA patients-
than Medicare patients received beta-blockers, angi-
otensin-converting—enzyme inhibitors, and aspirin at
discharge may have improved their survival rate. Fur-
thermore, patients who had been receiving their pri-
mary care from the VHA may have been treated more
effectively for other cardiovascular problems that could
conceivably have affected their survival after infarction.
More than 95 percent of VA outpatients with ische-
mic heart disease are treated with aspirin and have an
explicit cholesterol-management plan.* Approximate-
ly 70 percent of smokers are counseled three times a
year about quitting.'®

The work of Petersen and her colleagues was con-
ducted under the auspices of the VHA’s intramural
health services research program. Results from other
studies funded by the VHA have not uniformly yield-
ed such favorable results. In one recent study, for ex-
ample, 40 percent of patients with hypertension had
blood pressures higher than 160/90 mm Hg despite
frequent clinical visits.* Another study found that a
program designed to reduce hospitalizations among
chronically ill veterans actually had the opposite ef-
fect.!s Other investigators have found undesirably high

~ levels of regional variation in the use of health care

services in the VA system!6 and lower efficiency than
in private settings where capitated plans are in place.’
An earlier study uncovered evidence of possible ra-
cial disparities in the provision of services for acute
myocardial infarction.!® N ' ;
There have been many forces operating to promote
the success of the VHA’s efforts at quality improve-
ment, including strong, effective leadership and an
experienced, dedicated work force. Another integral
contributor to these efforts has been research on
health services.} Research findings, both favorable and
unfavorable, have provided guidance to VA adminis-
trators. In addition, the presence of a rigorous and in-
dependent research program may have helped to en-
gender a culture of evidence-based management in -
which administrators design programs on the basis of
objective research findings rather than prevailing fads.
Confirming its commitment to using research to
direct and enhance its efforts at quality improvement,
the VA has recently begun a major effort to stream-

line the integration of research results into the clin- '

ical arena.!® The attempt to form closer alliances be-
tween researchers and administrators in their efforts
to improve quality holds promise, given the often pain-
fully slow and haphazard translation of positive re-
search findings into medical practice. Yet this marriage
is not without risk. Research itself is often slow and
haphazard, and many useful discoveries are serendip-
itous. Investigators must retain their independence,
lest they become shackled to pedestrian studies.
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Overall, the VHA’s quest to improve quality must
be regarded as a laudable success and itself deserves
study for lessons that may have general value. One les-
son is certainly that objectivity and openness to change
are essential ingredients for improving a large and
complex health care system. Another might be that in-
vestments in research on health services can pay hand-
some dividends for clinical care.

STEPHAN D. FiHN

Veterans Affairs Puget Sound Health Care System
Seattle, WA 98108
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