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Veterans Medical Care: FY2010 Appropriations

Summary

The Department of Veterans Affairs (VA) provides benefits to veterans who meet certain
eligibility criteria. Benefits to veterans range from disability compensation and pensions to
hospital and medical care. The VA provides these benefits through three major operating units:
the Veterans Health Administration (VHA), the Veterans Benefits Administration (VBA), and the
National Cemetery Administration (NCA).

This report focuses on the VHA. The VHA is primarily a direct service provider of primary care,
specialized care, and related medical and social support services to veterans through the nation’s
largest integrated health care system. Veterans generally must enroll in the VA health care system
to receive medical care. Eligibility for enrollment is based primarily on previous military service,
disability, and income. VA provides free inpatient and outpatient medical careto veterans for
service-connected conditions and to low-income veterans for nonservice-connected conditions.

On February 26, 2009, the President submitted a preiminary budget outline for FY 2010, and
submitted his full FY2010 budget proposal to Congress on May 7. The Administration requested
atotal of $45.1 billion for VHA (excluding collections). Thisis a 7.5% increase over the FY 2009
enacted level. Including total available resources (including medical care collections), the
President’s budget would provide approximately $48 billion for VHA.

Based on the President’s preliminary budget outline, on April 29, 2009, the House and Senate
agreed to the conference report to accompany the FY 2010 budget resolution (S.Con.Res. 13,
H.Rept. 111-89). The conference agreement provides $53.4 billion in discretionary budget
authority and $53.1 billion in mandatory budget authority for VA programs. Sections 402 and 424
of the conference agreement included language exempting the medical services, medical support
and compliance, and medical facilities accounts from a point of order against advance
appropriations. Furthermore, the conference agreement states that VHA is not and should not be
authorized to bill private insurance companies for treatment of health conditions that are related
to veterans' service-connected disabilities.

On July 10, the House passed its version of the Military Construction and Veterans Affairs
AppropriationsAct, 2010 (H.R. 3082, H.Rept. 111-188). The House-passed bill provided a total
of $45.1 hillion for VHA. H.R. 3082 also provided $48.2 billion in advance appropriations for
VHA to be availablein FY2011. On November 17, the Senate passed H.R. 3082 as amended.
H.R. 3082 as amended by the Senate provided a total of $45.2 billion for VHA, a $160.0 million
increase over the House-passed amount, and $157.6 million over the President’s request.

The Consolidated Appropriations Act was signed into law on December 16, 2009 (PL. 111-117,
H.Rept. 111-366). Division E of the Consolidated Appropriations Act 2010 included a
compromised version of the House and Senate passed versions of Military Construction and
Veterans Affairs and Rdated Agencies Appropriations Act, 2010. The Consolidated
Appropriations Act provides a total of $45.1 billion for VHA, same as the Administration’s
request for FY2010, and 7.4% over the FY 2009 enacted amount. PL. 111-117 includes an
advance appropriation of $48.2 billion for the medical services, medical support and compliance,
and medical facilities accounts to be available in FY2011.

With the enactment of the Consolidated Appropriations Act, 2010 (PL. 111-117), the FY2010
appropriations process for VHA was completed by Congress. This report will not be updated.
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Most Recent Developments

On December 10, 2009, the House adopted the conference report (H.Rept. 111-366) to
accompany the Department of Transportation, Housing and Urban Development appropriations
Act, 2010, and retitled as the Consolidated Appropriations Act 2010 (H.R. 3288). The Senate
adopted the conference report on December 13, 2009. Division E of the Consolidated
Appropriations Act 2010 included a compromise version of the House- and Senate-passed
versions of Military Construction and Veterans Affairs and Related Agencies Appropriations Act
2010 (MILCON-VA Appropriations Act of 2010). The Consolidated Appropriations Act was
singed into law on December 16, 2009 (PL. 111-117).

The MILCON-VA Appropriations Act, 2010, provides a total of approximately $45.1 billion for
the Veterans Health Administration (VHA) of the Department of Veterans Affairs (VA). Thisisa
7.4% increase over the FY 2009 enacted amount and the same as the Administration’s budget
request for VHA (see Table 1).? This amount includes funding for the medical services ($34.7
billion), medical support and compliance ($4.9 billion), medical facilities ($4.9 billion), and
medical and prosthetic research ($581.0 million) accounts. The Consolidated Appropriations Act
(PL. 111-117) also provides approximately $48.2 billion in advance appropriations for the
medical services, medical support and compliance, and medical facilities accounts to be available
in FY2011.

Asseenin Figure 1, funding for VHA has seen significant growth between FY 1995 and FY 2009.
During this time period funding for VHA increased by 154%, while the average annual increase
was 6.9%. From FY 1995 to FY 2005 the average annual increase was 6.7% whereas average
annual increase between FY 2006 and FY 2009 was 12.7% (Figure 1). The growth in funding
could be attributed to aging of many World War 11 and Korean War veterans with a greater need
for health care services, veterans' increasing reliance on VHA's pharmaceutical benefits,® and
more recent veterans from Operation Enduring Freedom (OEF) and Operation Iragi Freedom
(OIF) accessing the VA hedlth care system. Veterans from OEF and OIF account for arising
proportion of VA's total patient work load. In FY 2010 OEF and OIF patients will represent about
7% of the overall VA patient population, compared to about 3% in FY 2006.*

* Among other appropriation hills, the conference agreement included the Commerce, Justice, Science, and Related
Agencies Appropriations Act, 2010; the Financial Services and Generad Government Appropriations Act, 2010; the
Departments of Labor, Health and Human Services, and Education, and Related Agencies Appropriations Act, 2010;
and the Department of State, Foreign Operations, and Related Programs Appropriations Act, 2010.

2 The FY 2009 enacted amount includes supplemental funding provided by the American Recovery and Reinvestment
Act (P.L. 111-5).

3 Department of Veterans Affairs, FY2010 Budget Submission, Medical Programs and Information Technol ogy
Programs, Val. 2 of 4, May 2009, p. 1C-3.

41bid. p. 11-21, and U.S. Congress, House Committee on Veterans' Affairs, The Satus of the Department of Veterans
Affairs, 111" Cong., 1% sess., February 4, 2009 (Washington: GPO, 2009), p. 49.
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Figure 1. Enacted Appropriations for VHA, FY1995-FY2009
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Source: Congressional Research Service, based on House and Senate Appropriations Committee reports
accompanying the Departments of Veterans Affairs and Housing and Urban Development, and Independent
Agencies Appropriation Acts and Military Construction and Veterans Affairs Appropriations Acts.

Notes: OEF= Operation Enduring Freedom. OEF commenced in October 2001, and includes operations in and
around Afghanistan as well as Guantanamo Bay (Cuba), Djibouti, Eritrea, Ethiopia, Jordan, Kenya, Kyrgyzstan,
Philippines, Seychelles, Sudan, Tajikistan, Turkey, and Yemen.

OIF= Operation Iraqi Freedom. OIF commenced in March 2003, and includes operations in Iraq and in the
Arabian Sea, Bahrain, Gulf of Aden, Gulf of Oman, Iraq, Kuwait, Oman, Persian Gulf, Qatar, Red Sea, Saudi
Arabia, and United Arab Emirates.

Enacted figures include medical services, medical support and compliance (previously medical administration),
medical facilities, and medical and prosthetic research accounts. The figures exclude collections deposited into
the medical care collections fund (MCCF).

a. In June 2005, the Administration requested additional funds from Congress for FY2005 (a $975 million
supplemental appropriation) and in July 2005, the Administration requested additional funds for FY2006 (a
budget amendment of $1.977 billion). For details see CRS Report RL33409, Veterans’ Medical Care:
FY2007 Appropriations, by (name redacted).

Theremainder of thisreport is organized as follows. Thefirst section of the report provides an
overview of the Department of Veterans Affairs (VA) hedlth care system. The second section
provides a description of the veteran patient population and eligibility for VA health care. The
third section provides a brief overview of the FY 2009 Veterans Health Administration (VHA)
budget. The fourth section discusses the FY 2010 VHA budget including House and Senate action.
Lastly, the report discusses major VA health care issues as they pertain to the FY 2010 budget.
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Table 1.VA Appropriations, FY2009-FY2010, and Advance Appropriations, FY201 |
(% in thousands)

House Senate Enacted
FY2009 FY2010 (H.R. 3082) (H.R. 3082) (P.L.111-117)
Enacted Request FY2010 FY2011 FY2010 FY2011 FY2010 FY2011
Total Department of
Veterans Affairs (VA) $95,948,057 $108,860,775 $108,859,775 — $109,060,409 — $109,607,626 —
Total Mandatory 46,742,925 55,821,672 55,821,672 — 55,821,672 — 56,568,316 —
Total Discretionary 49,205,132 53,039,103 53,038,103 — 53,238,737 — 53,039,310 —
Total Veterans
Health
Administration $41,958,903 $45,077,500 $45,075,000 — $45,235,133 — $45,077,500 —
(VHA):
Memorandum: Advance
appropriations VHA® — — — $48,183,000 — $48,183,000 — $48,183,000
Sources: Congressional Record, vol.154, (September 24, 2008), pp. H9868-H9869, H.Rept. | 1 1-188, S.Rept. | | [-40,Congressional Record, vol.155, (July 10, 2009), pp. H7983-

H7987, Congressional Record, vol.171, (November 18, 2009), pp. SI1503-S1 1508, and Division E of H.Rept. | 11-366.
Notes: FY2009 enacted includes funding provided in the American Recovery and Reinvestment Act of 2009 (P.L. |1 1-5).

a.  Includes funding for medical services, medical support and compliance, medical facilities, and medical and prosthetic research accounts, and excludes collections
deposited into the Medical Care Collections Fund (MCCEF).

b. The House and Senate Military Construction and Veterans Affairs Appropriations bills for FY 2010, and Division E of the Consolidated Appropriations Act 2010
(Military Construction and Veterans Affairs Appropriations Act, 2010) provided budget authority for FY201 | for the following accounts: medical services, medical
support and compliance, and medical facilities. Under current budget scoring guidelines new budget authority for an advance appropriation is scored in the fiscal year in
which the funds become available for obligation. Therefore, in this table the budget authority is recorded in the FY201 | column.
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Introduction

The history of the present day Department of Veterans Affairs (VA) can be traced back to July 21,
1930, when President Hoover issued Executive Order 5398 consolidating separate veterans
programs and creating an independent federal agency known as the Veterans Administration.> On
October 25, 1988, President Reagan signed legislation (P.L. 100-527) creating a new federal
cabinet-level Department of Veterans Affairs to replace the Veterans Administration effective
March 15, 1989.

The VA provides arange of benefits and services to veterans who meet certain eligibility rules
including hospital and medical care, disability compensation and pensions,® education,’
vocational rehabilitation and employment services, assistanceto homeless veterans,® home loan
guarantees,® administration of life insurance as well as traumatic injury protection insurance for
servicemembers, and death benefits that cover burial expenses.

The Department carries out its programs nationwide through three administrations and the Board
of Veterans Appedls (BVA). The Veterans Health Administration (VHA) is responsible for health
care services and medical and prosthetic research programs. The Veterans Benefits
Administration (VBA) is responsible for, among other things, providing compensations, pensions,
and education assistance. The National Cemetery Administration (NCA)™ is responsible for
maintaining national veterans cemeteries; providing grants to states for establishing, expanding,
or improving state veterans cemeteries; and providing headstones and markers for the graves of
eligible persons, among other things.

The VA’s budget includes both mandatory and discretionary spending accounts. Mandatory
funding supports disability compensation, pension benefits, education, vocational rehabilitation,
and life insurance, among other benefits and services. Discretionary funding supports a broad
array of benefits and services including medical care. Figure 2 provides a breakdown of FY 2009
budget all ocations for both mandatory and discretionary programs. In FY 2009 the total VA
budget authority was approximately $96 billion; discretionary budget authority accounted for
about 51.2% ($49.2 billion) of the total, with about 85% of this discretionary funding going
toward supporting VA health care programs.

5 In the 1920s three federa agencies, the Veterans Bureau, Bureau of Pensionsin the Department of the Interior, and
the National Home for Disabled Volunteer Soldiers administered various benefits for the nation’s veterans.

® For detailed information on disability compensation and pension programs see CRS Report RL33323, Veterans
Affairs. Benefits for Service-Connected Disabilities, by (name redacted), and CRS Report RS22804, Veterans
Benefits: Pension Benefit Programs, by (name redacted) and (name redacted).

" For details on education benefits see CRS Report R40723, Educational Assistance Programs Administered by the
U.S. Department of Veterans Affairs, by (name redacted).

8 For detailed information on homeless veterans programs see CRS Report RL34024, Veterans and Homel essness, by
(name redacted).

® For details on the home loan guarantee program see CRS Report RS20533, VA-Home Loan Guaranty Program: An
Overview, by (name redacted).

19 Established by the National Cemeteries Act of 1973 (P.L. 93-43).
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Figure 2. FY2009 VA Budget Allocations
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Source: Chart prepared by Congressional Research Service based on figures contained in Congressional Record,
vol.154, (September 24, 2008), pp. H9868-H9869 and P.L. 1 11-5.

The Veterans Health Care System

The VHA operates the nation’s largest integrated direct health care delivery system.™ While
Medicare, Medicaid, and the State Children’s Health Insurance Program (CHIP) are also publicly
funded programs, most health care services under these programs are delivered by private
providersin private facilities. In contrast, the VA health care system is atruly public health care
system in the sense that the federal government owns the medical facilities and employs the
health care providers.”

The VA’s health care system is organized into 21 geographically defined Veterans Integrated
Service Networks (VISNS) (see Figure 3). Although policies and guidelines are developed at VA
headquarters to be applied throughout the VA health care system, management authority for basic
decision making and budgetary responsibilities are delegated to the VISNs.* Congressionally
appropriated medical care funds are allocated to the VISNs based on the Veterans Equitable

! Established on January 3, 1946 asthe Department of Medicine and Surgery by P.L. 79-293, succeeded in 1989 by the
Veterans Hedth Services and Research Administration, renamed the Veterans Health Administration in 1991.

2 U.S. Congress, House, Economic Report of the President, 110" Cong., 2™ sess., February 2008, H. Doc. 110-83
(Washington: GPO, 2008), p. 106.

13 Kizer Kenneth, John Demakis, and John Feussner, “Reinventing VA health care: Systematizing Quality
Improvement and Quality Innovation.” Medical Care. val. 38, no. 6 (June 2000), Suppl 1:17-16.
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Resource Allocation (VERA) system, which generally bases funding on patient workload. VISNS,
in turn, allocate funds to the medical centers within their networks. Prior to the implementation of
the VERA system, resources were allocated to facilities based primarily on their historical
expenditures. While a thorough description of VERA is beyond the scope of this report, generally
VERA has two types of funds known as General Purpose funds and Specific Purpose funds.

General Purpose funds encompass about 83.5% of VHA total budget allocations to the VISNSs.
General Purpose funds are distributed to the 21 VISNSs at the beginning of each fiscal year and are
comprised of 8 dements. These dements include basic care, complex care, adjustments for high
cost patients, geographic price adjustment, research support, education support, equipment, and
non-recurring maintenance.

The Specific Purpose funds are given to the 21 VISNs during the year for specific activities
including prosthetics, mental health, homeless grants and per diem program, state home per
diems, transplants, clinical trainees, readjustment counseling, and medical facility activations.
Under VERA each network is provided an allocation that takes into account its unique
characteristics, and that is also adjusted to account for those veterans who receive carein more
than one network.

Asseenin Table 2 the largest allocations of funds in FY 2009 wereto VISNs: 8 (Florida and
Puerto Rico), 16 (Mississippi, Arkansas, Louisiana, Oklahoma, some parts of Texas), 22 (some
parts of California and Nevada), 7 (Alabama, Georgia, and South Carolina), and 21 (some parts
of California, and Nevada, Hawaii and Philippines). While VISNs 8, 16, 7, and 4 have the
greatest number of unique veteran patients, VERA funding is not driven by veteran patient
population alone, but is adjusted for differences in patient mix, high cost patients, and geographic
costs, among other factors.

Congressional Research Service 6



Veterans Medical Care: FY2010 Appropriations

Figure 3.Veterans Integrated Services Networks (VISNs)

Veterans Health Administration — Veterans Integrated Service Network (VISNs)

New England Healthcare System VA Sunshine Healthcare Network VA Heart of Texas Health Care Network
n VA Healthcare Network Upstate NY Mid South Veterans Healthcare Network VA Southwest Health Care Network
n VA NY/NJ Veterans Healthcare Network VA Healthcare System of Ohio Rocky Mountain Network
n Stars & Stripes Healthcare Network Veterans Integrated Service Network Northwest Network

Capitol Health Care Network The Great Lakes Health Care System Sierra Pacific Network
| 6 | The Mid-Atlantic Network m VA Heartland Network Desert Pacific Healthcare Network

The Atlanta Network South Central Healthcare Network Minneapolis & Lincoln Offices

In January 2002, VISNs 13 & 14 were integrated as VISN 23

Source: Department of Veterans Affairs, adapted by Congressional Research Service.
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Table 2. FY2009 VERA Allocations
(% in thousands)

Total

High Cost Geographic Non- General

Network Complex Patient Price Research Education recurring 4% Floor Purpose
(VISN) Basic Care2 Care= Allocations2  Adjustment2 Supportz2  Supporta Equipment2 Maintenance2 Adjustmenta Allocationa
| $859,369 $269,467 $171,151 $59,786 $42,627 $36,258 $62,795 $40,002 $(1,777) $1,539,678
2 480,484 165,529 57,603 (19,845) 3,743 16,618 35,046 21,148 10,022 770,348
3 698,879 247,079 246,858 86,247 15,077 41,343 50,610 44,205 8,266 1,438,564
4 1,033,231 308,041 143,951 (22,640) 18,989 20,880 81,067 48,689 870 1,633,078
5 469,096 194,628 89,646 18,284 17,584 17,641 34,043 18,231 7,030 866,183
6 1,085,729 316,845 138,101 (31,222) 14,501 27,042 74,449 32,886 (2,840) 1,655,491
7 1,170,695 367,968 122,428 (47,506) 22,493 32,816 84,484 37,598 (2,466) 1,788,510
8 1,989,487 465,785 193,712 (109,744) 14,964 45,612 136,947 67,680 (2,917) 2,801,526
9 1,020,301 250,836 93,251 (51,743) 15,756 38,654 69,364 34,225 (1,894) 1,468,750
10 754,083 351,823 77,069 (17,389) 13,730 19,823 52,640 31,482 (1,558) 1,281,703
I 874,204 230,499 101,074 (20,464) 17,753 23,163 63,089 38,810 (1,838) 1,326,290
126 849,628 285,821 136,380 34,013 21,315 45,354 61,768 41,908 (1,612) 1,474,575
15 860,022 216,214 67,028 (31,783) 7,557 23,499 62,289 34,263 3,481 1,242,570
16 1,748,527 332,386 149,759 (33,185) 17,045 51,244 121,879 54,642 (2,382) 2,439,915
17 959,469 286,368 91,070 (18,321) 16,475 26,566 67,792 29,732 (2,052) 1,457,099
18 885,212 236,942 66,162 (24,645) 13,410 22,978 62,343 29,230 (1,383) 1,290,249
19 575,571 158,699 38,850 (12,934) 11,358 17,961 41,941 21,722 (1,258) 851,910
20 871,766 231,393 91,698 11,335 26,320 21,946 60,195 39,089 (1,706) 1,352,036
21 854,866 288,315 188,127 162,012 62,831 32,120 60,662 43,123 (2,452) 1,689,604
22 1,050,766 336,359 184,100 100,685 42,931 53,164 72,875 49,162 (2,149) 1,887,893
23 997,382 310,752 95,126 (30,939) 25,540 28,035 75,344 42,174 616 1,544,030
)I',?tgla $20,088,768 $5,851,747 $2,543,145 $0 $442,000 $642,719 $1,431,621 $800,000 $0 $31,800,000

Source: Department of Veterans Affairs, Veterans Health Administration, Office of Finance.

a.

b.

CRS-8
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Veterans Medical Care: FY2010 Appropriations

Asof FY2009, VHA operates 153 hospitals (medical centers), 135 nursing homes, 803
community-based outpatient clinics (CBOCs),™ 6 independent outpatient clinics, 271
Readjustment Counseling Centers (Vet Centers).” VHA also operates 10 mobile outpatient
clinics.

The VHA pays for care provided to veterans by private-sector providers on a fee basis under
certain circumstances. Inpatient and outpatient care are also provided in the private sector to
eligible dependents of veterans under the Civilian Health and Medical Program of the Department
of Veterans Affairs (CHAMPVA)." The VHA also provides grants for construction of state-
owned nursing homes and domiciliary facilities and collaborates with the Department of Defense
(DOD) in sharing health care resources and services.

Apart from providing direct patient careto veterans,’’ VHA's other statutory missions are to
conduct medical research,® to serve as a contingency back up to the Department of Defense
(DOD) medical system during a national security emergency,™ to provide support to the National
Disaster Medical System and the Department of Health and Human Services as necessary, and
to train health care professionals in order to provide an adequate supply of health personnel for
VA and the Nation. #*

Training of Health Care Professionals

VA's clinical training program is the largest provider of health care training in the United States.”
It is also the second largest federal payer (after Medicare) for health caretraining. In FY 2008, a
total of 109,882 health professionals had part or al of their clinical training at VA medical
facilities (see Figure 4). Thisincluded 34,075 physician residents rotating through 9,545 funded

1 Data on the number of CBOCs differ from source to source. Some sources count clinics located a VA hospitals
while others count only free standing facilities. The number provided in this report excludes outpatient clinics located
at VA hospitals.

5 1n FY 2009 VA plansto establish 39 new Vet Centers. The new Vet Centers are to be located in the fol lowing
counties: Madison, AL; Maricopa, AZ; Kern, Los Angeles, Orange, Riverside, Sacramento, San Bernardino, and San
Diego, CA; Fairfield, CT; Broward, Palm Beach, Pasco, Pindlas, Polk, and Volusia, FL; Cobb, GA; Cook, and
DuPage, IL; Anne Arundd, Baltimore, and Prince George' s, MD; Macomb and, Oakland, MI; Hennepin, MN; Greene,
MO; Ondow, NC; Ocean, NJ; Clark, NV; Comanche, OK; Bucks, and Montgomery, PA; Bexar, Dallas, Harris, and
Tarrant, TX; VirginiaBeach, VA; King, WA; and Brown, WI. VA plans to have the 39 sites fully operationa by the
end of December 2009. In FY 2010 VA plans to establish 28 new Vet Centers. These new Vet Centers would be located
in: Mohave and Yuma Counties, AZ; San Luis Obisbo, CA; Sussex County, DE; Bay, Callier, Lake, Marion, and
Okaloosa Counties, FL; Muscogee and Richmond Counties, GA; Oahu (Western), HI; St. Joseph County, IN; Rapides
County, LA; Grand Traverse County, MI; Boone County, MO; Cascade and Flathead Counties, MT; Stark County,
OH; Deschutes County, OR; Lancaster County, PA; Horry County, SC; Jefferson and Taylor Counties TX; Washington
County UT; WallaWalla County, WA; LaCrosse County, WI; and American Samoa.

'8 For further information on CHAMPVA, see CRS Report RS22483, Health Care for Dependents and Survivors of
Veterans, by (name redacted).

738 U.S.C. § 7301(b).
838 U.S.C. § 7303.
¥38U.SC. §8111A.
238 U.S.C. §8117(e).
238U.S.C. § 7302

2y.s Congress, House Committee on Veterans Affairs, Subcommittee on Hedlth, Healthcare Professionals—
Recruitment and Retention, 110" Cong., 1% sess., October 18, 2007 (Washington: GPO, 2008), p. 40.
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graduate medical education (GME) slots (about 8.5% of total U.S. resident positions).? It should
be noted here that about 3.5 individual physician residents rotate through each of the 9,545
funded positions.** Of thetotal U.S. physician residents about 31% (34,075) receive some or all
of their training from the VA annually. Although a majority of VA's residency positions arein
primary care, the Department also supports GME in recognized medical specialties and
subspecialties.

In late 2004, VA's Advisory Committee on GME initiated a review of VA's resident education
program. The Advisory Committee was charged with examining the philosophy and deployment
of VA's residency training positions (including the total number of positions, the specialty mix of
resident physician training positions, and the geographic distribution of positions). The Advisory
Committee undertook a broad assessment of graduate medical education in relationship to
veterans future health care needs. The Advisory Committee's recommendations called for
increasing the number of residents in geographic areas and at sites of care wherethere are
increased capacities to train; expanding training in areas of high relevance to VA; expanding

trai nigg in areas of new and emerging specialties; and expanding affiliations with new VA sites of
care.

As aresult of this Advisory Committee's recommendation, in 2006 (academic year 2007-2008)
VA began a GME enhancement program. The purpose of this multi-year program is to increase
VA's share of U.S. resident positions from its low of 8.5% to the range of 10-11%. The five-year
plan is designed to add approximately 2,000 positions to VA's pre-existing physician resident
positions. In thefirst three years, the VA has added 967 residency positions to the base alloca