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The Medical School Affiliations Internal Advisory Committee met on January 30-31 to examine the current status and potential future directions of VA-Medical School affiliations (see Attachments 1 and 2 for agenda and membership).  The following narrative encapsulates the Committee’s discussions within a conceptual framework developed by VHA’s Office of Academic Affiliations.

Endorsement of the Relationship
The Committee endorsed VA’s 60-year relationship with the Nation’s medical schools as a landmark of public-private cooperation, affirmed its continuing value to VA and the academic community, and noted the simplicity and trust that characterizes VA Memorandum #2 (the original guiding document on which the relationship was built).  The Committee stressed that a relationship built upon a shared vision will be stronger and more durable than one based upon mutual convenience alone. Ideally, that common vision would be a “social good”, in this case providing the very best care to veterans who have served the Nation while at the same time enhancing the education and training of future physicians, both for VA and the Nation as a whole.

Value-Added to the Cooperating Parties

The Committee emphasized the “value-added” to both parties.  For the VA, an environment of inquiry, scholarship and evidence-based practice; ready access to expertise and the most modern strategies for care; the extra minds, hearts and hands of a cost-effective labor force; and the recruitment advantage spawned by training at VA health care facilities.  For medical schools, expanded educational and research opportunities in a learning environment that complements and enhances that at the university.

Although medical schools assumed a natural leadership role in the original order, the Committee noted that the more recent emergence of VA as an integrated, high-performance health care system has shifted that balance.  Today, medical schools have access to VA’s widely-recognized strengths in primary and community-based care and collaborative practice as well as to modern strategies of care management, including electronic medical records, patient safety and quality improvement, performance measurement and systems redesign.

Tensions between the Cooperating Parties

Different governance structures, sometimes disparate goals, a climate of excessive regulation, and a rapidly changing health care environment with an increasing focus on the financial bottom-line have all worn away at the relationship.  At times, both sides have felt taken advantage of by the other.

VA has a unified command and integrated operations while the academic community functions as a loose federation with a more heterogeneous mission and distinct operations.  The Committee noted that the regionalization of VA – which has no academic counterpart – has served to weaken the traditional “one VA medical center-one medical school” relationship.  The restructuring of the traditional Deans Committee to include representatives from other health professional schools in an expanded Academic Affiliations Partnership Council is seen by some to have contributed to an erosion of authority as well.  Others point to a lack of understanding of the academic mission by some Network and Medical Center Directors, whose job security and salary structure are tied primarily to clinical performance measures.  Likewise, some leaders in the academic community have not valued the truly ground breaking advances VA has made in medical informatics, patient safety and system-based care.  

Recent efforts to include VA Network Directors in the national oversight of medical school affiliations may have served to broaden the base of discussion, but has done little to promote joint strategic planning and policy development in the VA-Association of American Medical Colleges Council of Deans Liaison Committee.  In the past, affiliations may have flourished in the absence of a joint governance structure, but with the increasing complexity of the modern health care environment and a rising sense that the two organizations may be moving in different directions many on the Committee wondered whether this would be possible in the future.

Increasingly, VA has important goals that may not always be shared by the academic community.  Rising performance expectations built upon integrated care delivery models and standardization of care may not always be readily accepted by the academic community, and performance-based clinical contracts or regional out-sourced care initiatives may not always strike a harmonious chord.  Veteran-centric research programs, and an emphasis on the problems of veterans returning from the conflicts in Afghanistan and Iraq, may be viewed with suspicion in a community built upon the freedom to follow questions wherever they may lead.  Likewise, patient-centric educational programs built around longitudinal, team-based care may not be received with open arms by a community already struggling with educational innovation.  Certainly, VA’s emerging insistence that its resources be utilized to train physicians of the future in care models most germane to that future has raised some eyebrows in the academic community.  

At the same time, many university officials have questioned VA’s ongoing commitment to the entire academic enterprise.  They point to a flat research budget, grant awards that are capped at unrealistically low levels, and the disappointingly small proportion of the research budget available for new grant support. Others note attempts at interdisciplinary collaboration across the VA-medical school divide which become bogged down by regulation and paperwork.  Some have even questioned VA’s increasing involvement in emergency preparedness and public health, areas that traditionally are not the domain of U.S. medical schools.

The Committee painted a more positive picture for the educational mission. Students and residents uniformly rate their clinical rotations at VA highly, and for many programs VA rotations are critical to the maintenance of accreditation. VA is entering the second year of a 5-year plan to expand its support of graduate medical education, and is the only payer doing so at a time of predicted shortfalls in the physician workforce.  Moreover, VA is poised to mount a major new initiative to expand and enhance nursing education.

Nonetheless, the Committee pointed to VA’s educational infrastructure – including sometimes weak field educational leadership, generally understaffed educational offices, and an increasingly pervasive sense of regulatory overload – as a distinct negative.  Staff and trainee appointment and time and attendance requirements, continued investigations by the Office of the Inspector General, and VA’s new security posture – which impacts efficiency and forestalls the free exchange of people and information on which a healthy relationship depends – were frequently voiced complaints as well.

Framework for a New Relationship

These tensions notwithstanding, indeed because of them, the Committee strongly endorses VA’s search, embodied in the Blue Ribbon Panel charter, for an enhanced relationship with its academic affiliates. The word “partnership” – based on mutual trust and accountability, rather than regulation – may best encapsulate the Committee’s vision.

The Committee emphasized that a conceptual framework for a reinvigorated joint venture will depend more than anything else on the individual futures of VA and academic medical centers.  Within this context, a wide variety of important issues were raised.  Will VA expand health benefits for veterans who served in Afghanistan and Iraq, for veterans in general, or at some point in the future even include veterans’ families?  Will its “fourth mission” (emergency preparedness and public health) come to dominate its more traditional missions?  Will VA continue to deliver health care or will it revert, as some have proposed, to the role of insurer with veterans receiving vouchers for their care?  

Will academic medical centers continue to be integral components of the Nation’s “research engine”?  Will new medical schools have more of a community focus than many of their predecessors?  In the face of continuing financial pressures, will the academic community hold fast to its traditional societal mission, including caring for disproportionate numbers of the Nation’s poor and disadvantaged?  And will the beginning resurgence of innovation in learning overcome a period of relative indifference by the academic community to the practice realities of the modern health care environment?

The Committee made no predictions and took no positions.  Rather, it pointed to the fact that these seminal issues, amongst others, will provide a politically-charged backdrop to the work of the Blue Ribbon Panel and will surely be integral to the shape and substance of VA’s future academic relationships.

Charting a New Relationship

The Committee pondered what the essential characteristics of a new relationship might be.  At a minimum, “partnership” implies equality and respect, unfettered communication, collaborative strategic planning and joint policy development in areas of mutual interest.  The Committee emphasized the importance of joint recruitment for leadership positions and the need for joint policy formulation in areas as diverse as faculty and trainee appointments (including background checks and credentialing), accounting regulations and practices (including contracting for clinical services outside of VA, faculty time and attendance requirements, and resident disbursement agreements), privacy and information security (including data management and transfer), potential conflicts of interests, relationships with industry, intellectual property rights and indirect research costs, amongst others.  In the Committee’s mind the key take-home message is that consultation prior to and during policy development would replace the present predominantly reactive environment with one much more conducive to proactive, thoughtful deliberation.

The Committee recognized the existence of statutory, regulatory and cultural barriers to a relationship of this type, but emphasized that overcoming such barriers in 1946 was what enabled the original partnership.  Similarly, bold moves today would surely reinvigorate it.  The Committee pointed to the emergence of VA’s partnership with the Department of Defense as an example of what can be achieved when parties are committed to a common vision.  Might the VA-Department of Defense joint strategic plan crafted around caring for new veterans inform a restructuring of the VA-Association of American Medical Colleges Council of Deans Liaison Committee?  And how might the National Leadership Board and the Under Secretary’s standing federally-chartered advisory board – The Special Medical Advisory Group – be “connected” to a joint planning initiative of this type?

In exploring potential “bold moves” the Committee considered two broad areas of opportunity: a partnership built around one or more presently overlapping missions or one founded on a new joint mission.  The Committee identified potential opportunities for enhanced collaboration in research, education, and care provided to veterans outside of VA.  Enhanced research collaboration – both in general and targeted to standardization of care, performance improvement and clinical trials – figured prominently in the discussion.  But it was the emerging area of genomics, with its promise of individualized diagnosis and therapy that generated the most interest.  The Committee emphasized that Medical Schools (with their large investment in basic research) and VA (with its large, relatively stable population and electronic medical record) were ideally suited to galvanize this young but promising field of translational research.   

In education, the Committee’s deliberations were anchored by three different, but not mutually exclusive, possibilities.  First, the use of VA-Medical School consortia to jointly manage graduate medical education – with the consortium having appointment and financial authority and the responsibility to meet accreditation standards – which would bring a greater sense of equality to the relationship.  Second, a joint commitment to scholarship and evidence-based education – including the establishment of Educational Research Centers of Excellence – which would jump start a presently struggling but vitally important field of inquiry.  And third, a concerted approach to professional development – spanning the entire continuum of medical education and including all the competencies necessary for excellence in clinical care delivery – which would have the potential to transform the medical workforce. 

The Committee also noted important collaborative opportunities with regard to the care veterans receive outside of VA, some but by no means all of which is provided under contract with academic medical centers or through VA’s fee-basis program.  Coordination of contracted care, selective referrals to affiliated institutions, joint development of technology-intensive or specialized care programs, regionalization of care, and enhanced delivery of care in underserved rural areas were mentioned, amongst others.

Finally, the Committee wondered whether the present crisis in the U.S. health care system could represent an opportunity for a new partnership of landmark proportions.  Although much larger in scope (46 million uninsured presently compared to several million veterans requiring medical care at the end of the second world war), the U.S. health system today – with its low satisfaction, rising costs and suboptimal patient outcomes – bears a striking resemblance to the VA health system in 1946.  Might VA and academic medicine, working together, be able to provide an innovative solution: a bilateral, incremental expansion to cover veterans, veterans’ dependents and the uninsured?  Such a bold, integrative stroke would surely accelerate the movement – already underway in several states – to provide health insurance coverage for all.

