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Reducing the Redundancy of the Veterans Affairs Hospital System
(5287 words)

Abstract

Current and future veterans will require health care. The Veterans Administration (VA)
healthcare system with its problems of wait time, staffing, and budget, requires radical
changes to improve the services that the VA provides more cost effectively. The VA has
grown to be the second largest employer in federal agency. In 2018 its total budget was
$177.5 billion, $69.8 billion covered medical salaries, medical programs, and research.
The maintenance budget of VA medical facilities in 2018 equated to $12.6 billion. The
VA support two major age demographics, from Vietnam era and the Gulf War era, this
presents different demands on a system that is experiencing problems in providing
timely care. Understanding the veteran care models of different nations demonstrates
others have made the transition from a sole medical care system for the veterans to one
that services the community and veterans. By expanding the current VA program of the
Veterans Access, Choice, and Accountability Act of 2014, allowing the veteran to use
the private healthcare system, will facilitate the closure of the existing VA Hospitals
providing for an overall budget savings for the VA.

Reducing the Redundancy of the Veterans Affairs Hospital System
To fulfill President Lincoln's promise “To care for him who shall have borne
the battle, and for his widow, and his orphan” by serving and honoring the
men and women who are America’s Veterans.
—Veterans Affairs Mission Statement1
One of the major issues affecting the long-term health of the United States (U.S.)
is the year-after-year budget deficits. As of November 30, 2017, the total national debt
equaled to $21 trillion with a fiscal year (FY) 2017 interest payment of $459 billion.2 In
2001 was the last time the United States had a balanced or surplus budget. From 2002
to 2017, the workings of the U.S. bureaucracy increased the national deficit by $13.8
trillion, and future government projection outlay reveals further deficit spending.3
Looking toward the future and the further expansion of the deficit requires a
willingness to transform the way the government does business by reducing those
government services which the private sector can provide more efficiently. One of those
is the health care that the Veterans Administration (VA) provides to the veteran. The
U.S. healthcare system has three major groupings. Private/public, which provides health
care to the general population, the military healthcare system serving the military
members, retirees, and their families, and the veterans’ healthcare system serving the
veterans, and in certain cases, their families. Each of these systems has its own
physical structures and provides services independent of each other.
The VA has failed to control of costs with a decreasing veterans population and
plagued with issues effecting the VA healthcare hospital system ability to provide quality
timely care which the private market should provide. Understanding the formulation of
the VA health care budget environment which has a correlation to the demographics of
the population seeking care and the care that the VA must provide. Considering the

current healthcare systems in the United States and how other nations provide care to
veterans provides options that could change the VA healthcare system. Finally, the
benefits that the VA healthcare systems provides to the medical education system in the
development of trained health care providers. The VA medical benefits require a change
to some form of privatizations to control costs, such as though the expansion of the VA
Choice Act, this will reduce the requirements for VA medical resources, improving timely
care, and provide more rapid adjustments to the care requirements of the veteran
population.
At the start of the 20th century, the American hospital system was in its infancy. In
1873, the federal government created the first “…National Home for Disabled Volunteer
Soldiers…” and these National Homes morphed into the future veteran hospitals we
know today.4 By 1921 there was a construction program to expand the veteran hospitals
to support the World War I veterans, bringing the total of Veteran hospitals to 54 in
1930.5 In the early 20th century, the public hospital system was very limited in that
doctors, nurses, and staff either donated their time, or were minimally paid.6 The public
medical system of the time could not support the influx of the veterans from World War
I. There were 72 public hospitals with a capacity of 18,818 beds under the control of the
Public Health Service serving the nation in FY 1921, and many of these hospitals where
“unsatisfactory” and refused service to returning veterans.7
At the beginning of the 21st century, the U.S. hospital system was one of the best
in the world. As of 2015, serving the public there are 5,564 hospitals that meet the
American Hospital Association (AHA) standards. There are 4,862 community hospitals,
which are short-term or specialty hospitals serving the public, including 401 psychiatric
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hospitals. The federal government controls 212 hospitals. The remaining hospitals
meeting the AHA standards are long term care hospitals and institutions, such as
prisons and college infirmaries.8
The community hospitals have the capacity of 782,188 beds serving the public.9
Such a capacity at the community level points to possible overlaps of services provide
by the three healthcare systems. The utilization of compacity at a hospital serving the
public or the veteran runs at about 65 percent on average in 2014.10 This presents an
opportunity that requires exploration in hopes of bettering the country’s financial
wellbeing. The Veterans Administration (VA) health care budget, driven by the changing
needs of the veteran population, and the ongoing problems facing the veterans, impacts
the long-term financial health of the nation.
Recommendation
The resource costs of maintaining infrastructure for three independent healthcare
systems continue to escalate. The government cannot control the private/public health
care costs, since it lacks the authority to regulate the cost.11 That leaves the military and
VA medical systems, where the government has direct budget control. The operations
and locations of the military bases place restrictions on access to quality private/public
health care. Thus, the focus should be on reducing the VA medical system costs by
allowing veterans to access quality care anywhere and anytime. Currently the VA
manages two systems where veterans can seek care: the VA medical system, and an
insurance type program referred to as the Veterans Access, Choice, and Accountability
Act of 2014 (Choice Act).
The Obama administration originally created the Choice Act to address concerns
of unacceptable delays of care for the veterans of the nation by using private medical
3

providers.12 The Choice Act provided $16 billion to cover the cost for utilization of nonVA hospital care and medical services, if the veteran lived outside a 40-mile radius from
their home to a VA medical facility or if they faced extensive wait times. Over time the
Choice Act has made improvements for veterans using non-VA facilities by reducing out
of pocket costs such as copayments to primary and secondary health insurance. The
VA now covers co-pays or deductibles directly with the providers. An additional
improvement included the removal of restrictions on sharing of health information
outside of the VA, this supported the alignment of the VA with other health care
providers, ensuring that the veteran receives the correct and appropriate care
required.13 Allowing access to facilities and services external to the VA was the biggest
benefit of the Choice Act.
If the VA stays in the business of directly providing medical care, the cost of
staffing and maintaining hospitals and outpatient clinics will continue to increase,
consuming more and more of the annual U.S. budget. Even though the veteran
population is decreasing, the demographic utilizing VA medical services is changing as
the medical requirements continue to grow due to changes in the eligibility
requirements. Due to the size of the VA bureaucracy, changes require time in making
adjust to the needs of the veteran will continue to be a daunting challenge for the VA.
Allowing for the further expansion of the VA Choice program, many be a form of
privatization, will permit the veteran to receive services outside VA facilities, providing
for the timely medical care using state-of-the-art equipment. The privatization of the VA
healthcare system is a controversial topic which Congress will need to tackle and fund.
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Additional, this recommendation has value in the military healthcare system. In
2015, military healthcare system had 9.44 million eligible enrollees of which 5.40 million
where qualified retirees.14 The military healthcare system suffers similar issues that that
VA suffer, increasing cost, and serving a diverse population ranging from infants to the
elderly. The recommendation of some form of privatization of the VA, thru the Choice
Act should have merit within the military healthcare system to provide a more costeffective model and not the $48.5 billion military health care bill that was paid in FY
2015.15
VA Budget Overview
The VA has the largest employment base in the Executive branch, only second
to the Department of Defense (DoD). A majority of the employment base supports the
VA medical bureaucracy, administrations, support staff, nurses, doctors, etc. If each
service within the DoD, Army, Navy and Air Force stood on its own, the VA employs
more than the Army, which is the largest service in DoD.16 The VA budget ranks in the
top five behind the Department of Health and Human Services, Social Security
Administration, Department of Treasury, and the Department of Defense.17 The VA is a
key government cost center due to the size of the employment base.
The annual VA budget contains both discretionary and mandatory spending. For
2018, $69.8 billion of the $177.5 billion total budget falls under discretionary spending,
which is a majority of the funding provided for medical care. The remaining $107.7
billion falls under mandatory spending, covering items such as disability compensation,
pensions, education assistance and the Veterans Group Life Issuance program which
allows for the service member to convert their Service-members’ Group Life Insurance
upon separation from service.18
5

The VA health care budget has grown significantly over the years, adding to the
overall federal budget deficit (Table 1). FY 2010 to current provides an insight into the
cost of the outpatient facilities and hospital costs. The cost for the physical medical
facilities constitute 8-10 percent of the annual budget and ensuring the medical
equipment and facilities meets all rules and guidelines consumes another 8 to11
percent of the VA health care budget.19
Table 1. FY Budget for VA Health Care (in billions)20
Fiscal Year
1995
2000
2005
2010
2015
2018

Total Medical &
Research
$16.4
$18.4
$31.5
$48
$57
$69.8

Medical Facilities
$4.7
$4.7
$6.5

Medical support
and compliance
$5.1
$5.9
$6.1

Veterans using non-VA facilities, which is normal for outpatient services, cost the
VA $3 billion in FY 2008, and increased to $5.5 billion in FY 2014.21 FY 2014 inpatient
utilization of VA facilitates 483,800, compared to 136,760 using non-VA facilities.22 In FY
2014, of 9.1 million veterans eligible for VA medical care, 1.2 million used non-VA
facilities.23 This shows that the current system cannot provide all services required and
that the current public system can support the additional load if VA hospitals or clinics
begin to be phased out or merged with the public system.
Veteran Population
A decrease in the overall veteran population is likely in future years as the
number of veterans from World War II, Korean and the Vietnam conflicts decrease,
even with an increase in Gulf War era veterans joining the veteran population (Table 2).
With the overall population of veterans decreasing in the long-term, the expectation is
6

that the work load would decrease. Due to modern medicine, more soldiers are living
through injuries that they would not have been able to survive in the past. Many of the
injuries require more care for the long-term. The VA projects that the enrollment in the
VA healthcare system will continue to increase over the next few years (Table 3). This
will further increase the cost and burden to the system. In response to the projected
increase, the VA plans to add an additional 7,000 full-time equivalents (FTE) from 2017
to 2018, totaling 324,000 FTEs. To provide an historical comparison on the growth of
the VA health system, in 2003 the VA had 190,255 FTEs supporting 7.1 million
enrollees.24 Employing such a large population has short and long-term costs. Shortterm costs include insurance, 401k (Thrift Savings Plan) and taxes, while an example of
a long-term cost is the government pension those employees earn. The 2009, a 40-year
career cost of a general schedule (GS) federal employee at the GS-8 level is about
$4.27 million, and roughly $11.3 million at the GS-15 level.25 In the light of the increase
of veterans enrolling for health care, the system was unable to keep pace with demand,
creating a cross over into the public hospitals and clinics.
Table 2. U.S. Veteran Population26
Date

All Veterans

WW2

9/30/2015
9/30/2020
9/30/2025
9/30/2030

20,783,555
18,823,868
17,028,497
15,466,321

939,332
299,824
61,256
7,795

Korean
Conflict
1,803,542
1,018,962
431,479
123,848

Vietnam Era
7,013,186
6,058,417
4,938,359
3,684,151

Gulf War
Era
6,881,897
7,755,819
8,217,738
8,178,227

Table 3. Veterans Enrolled in the VA Health Care27
Enrolled in VA
Health Care

2016 Actual
9,046,663

2017 Estimate
9,213,064

7

2018 Request
9,302,552

2019 Request
9,372,658

In its early years, the VA provided health care only to the wounded, poor and
homeless veterans. This level of service changed with the VA health care reform in
June 1996. First, the eligibility rules opened the healthcare system to non-wounded and
middle-class veterans. Second, it changed the services that the VA offered at the VA
hospitals from acute care to comprehensive care. The approach of shifting from
focusing on injury or illness to prevention and holistic care caused the VA health system
to increase in size, which caused the opening of outpatient clinics in almost every
congressional district.28 The change in the care model and eligibility rules caused the
cost of medical services and administrative costs to increase from $17.8 billion serving
26 million veterans in FY 1996 to $63.5 billion serving 20.3 million veterans in FY 2016.
During FY 2016 the VA saw 6 million unique patients, whereas in FY 2007 the Veteran
population was 23.7 million with 5.2 million seeking medical care.29
With the veterans from the Vietnam era aging, and the increase of the Gulf War
era veterans requiring medical care, VA costs will continue to increase. Inpatient
hospital admissions have seen an increase over a 13-year span (Table 4). The data
does not include service-related injuries, but in several annual budget requests, the VA
refers to the increasing age of the Veteran population.
Table 4. Admissions30
Fiscal Year
2002
2005
2010
2015

Inpatient Admission (in thousands)
564.7
585.8
682.3
699.1

The changes to the eligibility rules had a major impact on the population that the
VA health system services. Even as the veteran population trends smaller year after
8

year, the demands for comprehensive VA health care increases. With this increased
demand, there is cost associated in meeting the mission of the VA.
Issues Facing the VA System
The vast size and bureaucracy of the VA health system causes the inherent
problems facing the system. The influx of Gulf War era veterans demonstrated the VA
bureaucracy was “… accustomed to dealing with older vets from Vietnam and earlier
wars or retirees with all the ordinary problems of aging, seemed incapable of adjusting
to wartime circumstances….”31 The VA was unwilling to prioritize the veterans that
sustain wounds in combat to the rest of the population that needed care.32 Since the VA
serves the veteran community the veteran has a propensity to stay with what is they are
accustom with, the veterans will generally stay within the VA system and receive care.33
The growth of enrolled veterans has overwhelmed the current VA healthcare system,
creating the opportunity for the expansion of the Choice Act.
The system continues to face issues of long delays, and in a few cases, veterans
have died waiting for care. According to the Association of American Medical Colleges,
by 2020 the United States will be facing a shortage of more than 91,000 physicians.34
This shortage will put the struggling VA medical system under increasing pressure. A
key provision of the Choice Act allowed veterans to schedule appointments in non-VA
entities if the VA was unable to provide care within 30 days, allowing the veteran to
seek timely care and to provide relief to the overburdened VA medical system. This was
originally a three-year pilot.35 Reporting required by the Choice Act, covering 2014 to
2017, revealed a 6% to 9% wait time greater than 30 days, and under a 1% wait time
greater than 120 days (Table 5).
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Table 5. Appointment Delays36
Date

Scheduled
appointments

12/1/2017
12/1/2016
12/1/2015
12/1/2014

9,160,450
7,328,991
6,019,856
5,737,248

Appointments
greater than 30
days
560,258
518,812
542,753
378,398

Appointments
greater than 120
days
57,010
48,141
35,435
13,873

The passing of the Choice Act has provided better reporting by the VA, which
allows for increased transparency. Due to the additional transparency and attention the
VA has garnered following the enactment of the Choice Act, VA health care has earned
a place on the United States Government Accountability Office (GAO) High Risk Report
for the last two reporting cycles. Published every two years, the 2017 High Risk Report
calls attention to government agencies or programs that are “…vulnerabilities to fraud,
waste, abuse, and mismanagement, or are most in need of transformation.”37 Due to the
size of the bureaucracy, the VA provides ample opportunities for the vulnerabilities to
manifest themselves. From 2010 to 2016, GAO provided 244 recommendations to
reduce the vulnerabilities of the VA, of which 122 recommendations have been
addressed. In the 2017 High Risk Report GAO, raises concerns about the ability of the
VA to provide cost effective and timely access to care, including the ability to properly
manage their budget.38
Since the original passing of the Choice Act three years ago, there have been
adjustments to the law in efforts to reduce the wait times for veterans. The VA system
experiences long delays of care, normally for specialized care, and two possible ways to
fix this are by utilizing the Choice Act and to increase hiring to improve capacity.39 In
April 2017, the President signed a law moving the pilot program into the main stream
10

process of the VA, with plans to increase its budget.40 By signing the Choice Act
continuation, the path forward for the VA is clearer.
In addition, the aging veteran population also qualifies for Medicare. The VA
health and Medicare systems report separately and when a veteran receives care in
one system, they could receive the same care in the other. This may lead to
redundancy in primary care and medication disbursement, leading to additional cost.41
The redundancy also shows that a lack of record-sharing between the two will increase
the cost of testing, due to duplication of testing. This redundancy also exists between
the VA and the military health system. The GAO highlighted this issue by publishing an
annual report about opportunities for cost savings by decreasing duplications. Since
2011, the GAO has identified six activities, which effects the veteran population
receiving medical care from the VA.42 Collaboration, coordination, and sharing of data
are critical to help drive down cost and reduce appointment wait times.
Comparison of Other Veteran Healthcare Systems
There are three major government health care integrators in the United States:
Medicare, VA, and the military. In 2017, Medicare covered 58 million enrollees with 1.2
million physicians and 6,000 hospitals.43 None of the physicians are government
employees, nor are the hospitals owned by the government. The programs managed
under Medicare are supported by 4,000 FTEs.44 The VA’s Veterans Health
Administration (VHA) is the largest health care integrator in the United States, and
employs an estimated 316,000 FTEs.45 The VHA is the largest federal executive branch
workforce within the government.46 At the start of FY 2017, the VA supports 145
hospitals, 1,231 outpatient sites47 and 8.9 million enrollees.48 In comparison, the Military
Health System (including the TRICARE program) provides services to 9.4 million
11

beneficiaries,49 supported by 66 surgical hospitals and 191 clinics worldwide.50 There
are 63,000 FTEs with an additional 84,000 military personnel supporting the military
health care needs.51
Comparing the true cost difference between the VA and private industry is a
challenge. The VA has provided limited information concerning their costs and
operational performance. The types of care provided by the VA and private industry will
be different since private industry could provide more services due to the financial
incentives, where the VA facilities do not have the same incentives. The Congressional
Budget Office published a report in 2014 that provided the following cost comparisons
based on 1999 Medicare payment rates (Medicare payments on average are 20-30%
lower than commercial insurance payment rates): the full range of VA medical services
would cost 21% more if delivered in the private sector; inpatient care, not including
rehabilitation and nursing home facilities, cost 16% more in the private sector; and
outpatient care costs 11% more than the VA. Concerns noted by GAO of this report:
the age of the data, from 1999 to present, medical industry costs have increased
sharply, the VA since the report has shifted their focus from inpatient to outpatient care
and a change of demographics has occurred due the events of the Gulf War and
Afghanistan.52
Historically, the United States was not the only nation that had veteran-only
hospitals. Australia, Canada, United Kingdom, and Finland had similar systems, but
their veteran hospitals either closed or transitioned to become part of national health
care.53 Australia, Canada, and the United Kingdom either converted or closed their
hospitals that operated under the veteran healthcare system. The process in the United
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Kingdom started in 1953 with the transfer of veteran health care infrastructure and
veterans to the national healthcare system. Canada made the transfer in 1963 and
Australia transferred in 1988.54 This allowed the veteran to secure care within their
home communities. Nationalization of the veteran hospitals allowed for the “…further
[development of] their specialized medical expertise by expanding their patient mix.”55 In
other cases, the full care of veteran didn’t fully transfer to the national healthcare
system. Long-term care, remained outside of the national healthcare system such as in
Canada and Finland, they established home care programs to provide care at home
allowing for veterans to retain their independence longer.56 Compared to the U.S. threetier healthcare system, other nations provide military and veteran health care differently.
The nations of Australia, Canada, Estonia, Germany, United Kingdom, Israel,
Japan, Netherlands, Poland, and Sweden have some form of national health care
providing care to the general population. They have a separate military healthcare
system with different levels of integration in the national medical system, in which the
military receives priority. Upon military separation due to injury or retirement, the
veteran transitions to the national healthcare system of the nation. Clinics are a different
story, where many of the states’ military have standalone clinics where service
members can receive initial care before further treatment at the national hospital. In
some cases, the family members fall outside of the military healthcare system that
provides limited health care to the military. In the United States the family members
receive admittance to military hospitals and clinics, requiring an increased level of
specialty staffing due to the demographics of the patients. The family members from the
nations fall under the national healthcare system a majority of the time but receive
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additional benefits. These benefits differ among the countries. For example, Canada
provides supplemental coverage for eye exams and medication at a discounted rate
compare to the rest of the general population. Germany provides coverage at 80% of
the cost if the spouse’s income is less than $20,000. The United Kingdom will only
provide family coverage in the military clinic if it provides training for physicians. In
Poland, the military clinics are open to the public. That hospitals serve the public and
military at the same time provides infrastructure and equipment cost savings.57
Separation from the U.S. military, based on length of service, condition of
separation, injury, and other factors can qualify the veteran access to the VA healthcare
system.58 These veterans, based of years served, may also choose to stay within the
military healthcare system seeing military doctors under the TRICARE or TRICARE for
Life programs.59 In FY 2015, veterans and retirees cost the U.S. military healthcare
system $9.3 billion.60 In the nations listed earlier, upon separation from the military, the
veteran joins family members in the national health care system. This is ideal because
of the limited resources when providing continuation of care. Furthermore, this form of
continued care in one system, supports the sharing of test results and prevents
redundant prescriptions. Combining the national, military, and veteran health systems
allows for less duplication of physical infrastructure, equipment, and employee costs.
Veterans Hospitals Additional Services
The VA hospital network provides additional services beyond caring for the
veterans, such as training future doctors and conducting vital research. The medical
education industry will need to develop a replacement of the current education benefits
that the VA offers, which would be hard to replace due to the 70 years of involvement.
The VA hospital system provides care to the veterans and training of the future medical
14

professionals. Memorandum Number 2 by General Omar Bradley in 1946 established
close ties between the VA and the medical schools of the nation. The memorandum
allows medical schools “…access to VA facilities and the medical school faculty would
serve joint-appointments as VA staff physicians.”61 Title 38 U.S. Code exemplifies the
importance of the VA training mission, which mandates training of health care
specialists while meeting the VA needs of providing care to the veterans of the nation.62
Over the years the education mission has become more prominent in influence
due to increasing costs of medical education. In 1990, VA hospitals had affiliations with
102 medical schools.63 In 2000, the VA hospitals provided training and financial support
to one-third of all medical residents within the nation. In 2007, the VA had 107 affiliation
agreements.64 By 2014 the demand increased and the VA provided educational
opportunities to over 41,000 medical residents and an additional 23,000 medical
students.65 The difference between a medical student and resident is that the student is
working towards a medical degree and the resident holds a medical license working
with an attending physician learning a specialty. 66 Education integration was so great
that 127 VA medical centers had affiliation agreements with 130 of 141 U.S.-accredited
medical schools.67 Over the years the VA also supported the medical schools by paying
the salaries of many of the faculty who provided care to the veterans and taught at the
hospitals.68 The VA hospital system provides a unique educational opportunity in today’s
medical care system. Normally the admitted patient would stay in the hospital after
being qualified through earlier tests and then discharged after recertifying the ailments.
In the case of the VA, most patients tend to be in inpatient care longer, which provides
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for more opportunities for education through the continuation of care in a hospital
setting.69
The VA hospitals provide a centralized research venue for the medical field,
focusing on veteran medical issues. Research topic areas, such as post-traumatic
stress disorder, traumatic brain injury and prosthetic effect, primarily came out of the
Gulf War era.70 Closing the VA hospitals may impact the research leading to future
developments of solutions and cures that affect the veteran quality of life, due to the
diffusion of veterans to different providers. Negative research effects could be negated
by the VA or Department of Health and Human Services providing focus research
grants in geographical areas based off veteran populations.
The current VA healthcare system is a form of national health service. It provides
services to a group of the population in “…government-owned facilities staffed by
government employees.”71 The government-owned VA hospital system, provides a
proving ground that could enlarge to form a national healthcare system. Lessons can
provide insight from the VA medical system if there was a national desire to move
toward a national healthcare system.
Implementing the Recommendation
From one city to the next the American public can access medical care. The
veteran should be able to seek care at these locations, but current rules require
veterans to first seek care at the VA, supporting the VA hospital and clinics systems.
At the beginning of 2017 the Veterans Affairs Secretary called for closing of
1,100 vacant or underutilized sites which cost the VA $25 million a year.72 The VA
infrastructure is also aging, as 57% of VA sites are over 50 years old and would cost
millions to replace.73 The realignment of services associated with the closures and the
16

aging infrastructure makes the concept of utilizing the public hospitals more viable.
Reducing the VA medical system footprint serving the nation would require the Choice
Act to provide additional funds to ensure payment for the services required by the
veterans. But savings from lower number of facility and medical staff will offset the
increases needed by the Choice Act. In 1998, GAO published a report consolidating
four hospitals to three in Chicago. GAO projected that the VA has the potential to save
over $200 million of operating and maintenance (O&M) costs over a ten-year period by
closing one of the hospitals. As the hospitals age the VA will have to incur renovation
costs of $6 to $27 million. Additionally, with the sale or rental of the facility the VA had
the ability to generate additional revenue.74 In 1998, the O&M saving would be worth
$351 million in labor cost if the closing happened in 2016.75 With the constant need for
renovation and year after year cost of O&M, the reduction of infrastructure will save
significant costs in both the near and far terms.
Other countries completed the transition of veteran care from a healthcare
system that supports only veterans to one incorporating the veterans into the national
population. One additional factor for the U.S. military is the inclusion of dependents and
retirees in health care, while allied nations mostly provide access to the military
healthcare system to the actual military personnel. These lessons from allies and
partners have value; however, not all information will be applicable because the United
States does not have a national healthcare system like most industrialized states. The
U. S. health care system is a market-based system into which the VA and the military
must integrate, as Medicare has done.
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The VA and military can decrease their cost by reducing FTE count, medical
equipment lifecycle replacement, certification of the medical equipment and operation
and management of sites. To understand total savings will require further studies and
additional transparency from the VA. To date, the VA has provided limited information
about their cost and operational performance.76
A major hurdle that the United States must tackle is the medical education
system ties with the VA. With the VA medical system so intertwined with almost all the
medical education apparatus, the removal of the valuable education opportunities and
avenues will have significant ramifications if not mitigated.
Conclusion
The needs of the veterans’ impact the services being offer and the growing VA
health care budget. The increasing demands for future funding to maintain the military
edge and healthy social programs will continue as challenges for the United States for
years to come. The concept of reducing governmental and commercial redundancies is
not new and examination of efficiencies will provide savings. Some would call
redundancy a necessary evil, able to step in when the primary system fails or when the
system is unable to maintain an accepted level of service. The question is: Does the
cost merit the benefit?
With the current crushing debt, interest levels and the FY 2017 deficit of $666
billion,77 consideration requires ideas that could render a reversal of increasing
expenditures. Clearly, the U.S. three-tier healthcare system requires evaluation as a
source of savings. Shutting down or transferring VA hospitals to military or public use
facilities would translate to a reduction of services and staff costs, which in turn could
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have an impact on the shortages of physicians that the Association of American Medical
Colleges forecasted.
The impacts that transform the VA health care utilization stem from the changed
service model and the eligibility rules. These variations increased the population that the
VA was providing care to. With the forecasted continual population growth of enrollees
in the Veteran healthcare system, the current issues attributed to the demand
exceeding the means will continue to plague the VA.
The use of the Choice Act program will help pass the demand to the public
sector. The Choice Act is a step closer to how other nations have dealt with the multitiered system of health care. Once the VA healthcare system move merged with
national, lessons will inform the possible creation of a truly integrated national
healthcare system.
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