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QUESTIONS AND ANSWERS ON CARES MARKET AREAS

Q:  What are the data sources VA is using in CARES?

A:  For CARES Phase II, VA is using a variety of data sources, including:

1. Projections from the adjusted 1990 Census data; 

2. Military separations and projected separations (using the Defense Department’s actuarial model);

3. VA’s Compensation and Pension file.  This file identifies veterans with disabilities and can help determine migration patterns (studies show that veterans are twice as mobile compared with the general population as a whole); and

4. Enrollee projections (prepared by an outside contractor).  Current and projected enrollee data will be analyzed by county (or zip code for urban areas, for example), age group and enrollment categories.

Q:  Is VA using any data from Census 2000?

A:  Currently, the veteran-related Census 2000 data provided (in June 2002) are not available in sufficient detail to use for CARES-related planning purposes.  For example, no information is yet available by age, sex or period of service – data VA needs for health care planning.  The 1990 data will be modified or adjusted to take into account changes identified in the Census 2000 data.  Census 2000 data will be incorporated when it becomes available in 2003.  

Q:  How will VA project data on veteran enrollment for VA health care?

A:  Enrollment projections are based on trends in the number of veterans enrolling for care in the VA health care system over the past three years.  The enrollment projections are compared with veteran population projections, and adjustments are made based on the number of new veterans (Department of Defense separation projections) and mortality experience.  It should be noted that not all veterans enrolled for VA health care actually use VA for their health care needs.  

Q:  Which Market Areas were defined by zip code?

A:  In general, any county with a projected enrollee population for FY 2010 of more than 30,000 required a zip code analysis to determine the demand for care.  In addition, Markets that require dividing a county boundary used a zip code analysis. 

Q:  In defining Market Areas, did VA include veterans enrolled in all categories for VA health care or only the top priority categories?

A:  No distinctions were made among the priority categories.

Q:  What are the possible alternative uses for buildings that are determined to be excess or unsuitable for the delivery of modern health care?

A:  One possibility is an enhanced-use lease.  An enhanced-use lease is a VA-private sector joint business venture that benefits both parties.  These leases provide VA with an economical way to acquire goods, services and facilities at reduced cost.  In such an arrangement, typically underused or excess VA property is leased to the private sector for a nominal rent.  The private sector then finances and develops the property for a profitable non-VA venture.  In return, VA receives substantial discounts, facilities, services and/or revenue.  

An example is the plan for an enhanced-use lease for a privately financed, developed and managed office and parking garage complex on the grounds of the West Side Division of the VA Chicago Healthcare System.  The project will provide VA with access to parking spaces for veterans (at no charge), volunteers, visitors and staff.

Q:  Will VA analyze the demand for special veterans’ programs, such as spinal cord injury and blind rehabilitation?

A:  Yes.  VA also will analyze the demand for programs, based upon capacity requirements, in substance abuse, traumatic brain injury, homelessness, seriously mentally ill veterans and post-traumatic stress disorder.  As required by law, current special programs will not be reduced. 

Q:  What are the criteria to be used in evaluating Planning Initiatives?

A:  The criteria are:

1. Health care quality and need (whether the initiatives impact on the quality of care and whether the initiatives meet the identified gaps in services); 

2. Safety and environment of care;

3. Appropriate access to care (travel time);

4. Impact on research and education programs;

5. Impact on employees and communities;

6. Impact on community health care providers;

7. Support of other VA missions (VA-DoD collaboration, collocation with other VA administrations, VA’s contingency role as medical backup to DoD, VA’s role in Homeland Security and emergency preparedness); and

8. Optimizing the use of VA resources (cost-effectiveness, “right sizing” and realigning facilities based on future demand and needs).
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