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VA LONG-TERM CARE

THURSDAY, APRIL 22, 1999

HoUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON VETERANS' AFFAIRS,
Washington, DC.

The subcommittee met, pursuant to call, in room 334, Cannon
House Office Building, at 9:30 a.m., Hon. Cliff Stearns, (chairman
of the subcommittee) presiding.

S Plée:ent: Representatives Stearns, Bilirakis, Gutierrez, Peterson,
nyder.

Mr: STEARNS. Good morning. The subcommittee on Health Care
will come to order. Over the years that I have been in Congress,
the VA has repeatedly been challenged to articulate plans for ad-
dressing the long-term care needs of aging veterans. To-date, it has
failed to meet that challenge.

As we approach a new millennium, almost 55 years after the end
of World War II, the need to ¢hart such a course for veterans’ long-
term care could not be more pressing. ‘When asked several years
ago about his plans for meeting that challenge, Dr. Kizer told this
committee he would create a Blue Ribbon Advisory Committee to
help him. . : ST

Today we have that committee’s recommendations and: we look
forward to the testimony of its distinguished chairmsdhn. Last No-
vember, Dr. Kizer testified that those recommendations were to be
woven - into “a comprehensive long-term care strategy”. Judging
from VA’s testimony however, the Department has yet to adopt
that strategy. ‘

The Advisory Committee on the Future of VA Long-Term_Care
did not go as far as some would like. Its charge for example, con-
strained it to provide advice for an era of no-growth budgets. Even
under that constraint, however, the advisory committee gives us a
framework to identify and address VA’s most pressing priorities.

For one, it highlights glaring, regional disparities in_access to
long-term care. Consider the fact that in both upstate New York
and the network serving Chicago, for example, VA provides long-
term care services to about one-third of Category A veterans in
nged, while in Florida it meets only 13 percent of that need.

The report also highlights the fact that some network directors
have simply closed costly, long-term care programs. It highlights
how much more can be done even under constrained budgets, and
liil highlights areas in which the Congress can foster needed
changes.

ey
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As that report points out, long-term care is a major strength and
a crucial part of the VA health care system. Just 2 days ago I vis-
ited the Washington, DC, VA Medical Center and its Nursing
Home Unit and discussed with staff many of the issues we will
hear about today.

I hope that in the .weeks ahead our subcommittee can move legis-
lation to improve veterans’ access to long-term care services. I hope
that legislation will reverse the troubling decline in VA’s long-term
care programming, and I think it is critical that we make it clear
for example, that long-term care is not 4 .discretionary mission and
that long-term care programs must expand, not shrink.

Any legislation must recognize that one of the strengths of VA’s
long-term care program is that it covers a broad spectrum that in-
cludes home-based services, community-based care, and State-run
programs. State veterans’ homes are valued partners in serving
aging veterans and I hope to develop legislation to make more equi-
table the criteria for awarding federal grants -for needed State
Home construction and renovation. ‘

This morning we look forward to hearing testimony on the Advi-
sory Committee’s report, VA Long-Term Care at the Crossroads, as
well as testimony on the State Home Program and contractor-pro-
vided services. This hearing will not end.our focus on long-term
care and we hope to hear from vetérans’ organizations at a follow-
up hearing next month. : )

I thank again, Dr. Kizer and our other witnesses for their partici-
pation. Many have come some distance to be with us today. But be-
fore going further I would like to call on my good friend, Luis
Gutierrez, the ranking member, for an opportunity to make an
opening statement.

Mr. GUTIERREZ. Mr. Chairman, I would like my complete opening
statement inserted into the record if there are no objections.

Mr. STEARNS. So ordered.

[?,'I;h]e prepared statement of Congressman Gutierrez appears on

Mr. GUTIERREZ. And I think we can proceed with the testimony
of our witnesses. , .

Mr. STEARNS. All right. Dr. Kizer, the floor is yours.

STATEMENT OF KENNETH W. KIZER, UNDER SECRETARY FOR
HEALTH, DEPARTMENT OF VETERANS AFFAIRS; ACCOM-
PANIED BY JOHN W. ROWE, M.D., CHAIRMAN, FEDERAL ADVI-
SORY. COMMITTEE ON THE FUTURE OF VA LONG-TERM
CARE

STATEMENT OF KENNETH W. KIZER

. Dr,KizEr. Thank you, Mr. Chairman. Mr. Gutierrez, good morn-
ing. I likewise have a statement that I would ask would be in-
cluded in theé record. :
Mr."STEARNS: S ordered without objection.
_ Dr.-KiZER. And I-would note that I appreciate this opportunity
to digcuss long-term that the VA })rovid'es, as well as our strategy
{gr developing potential solutions for the growing demand for long-
rm care. ’



3

I think as you well know, VA has a very long and distinguished
history of %roviding care for older citizens, for providing long-term
care, and VA is widely recognized throughout the wor d as being
the leader in the area of care for older citizens.

I actually am going to divert from what I was going to say be-
cause I want to respond to your opening comments at least in brief,
and then hope we will have time, to get into a discussion of this
important issue.

During the debate about eligibility reform and the development
of the Eligibility Reform Act of 1996 there was discussion—mostly
on the Senate side as I recall—of getting long-term care and acute
care on the same footing. And as you know the outcome of that
process was that Congress continued to view them differently, and
today under the law, long-term care is considered a discretionary
program, not on the same footing as acute care service. In an era
of severe budget limitations and constraints, some of the changes
that have been seen with regard to the provision of long-term care
should really come as no surprise given the ineci\ui between how
lox‘lig',fterm, care and acute care are viewed under the law.

‘e hope that as a result of this, and continuing dialogue, we will
achieve parity between long-term care and acute care, and statu-
tory recognition that these are merely different points along a con-
tinuum of care that should be provided for, not only our veterans,
but by all health plans.

I think I will stop with that. As I said, hopefully we can get into
this in more detail during the discussion.

[Thé prepared statement of Dr. Kizer appears on p. 70.]

Mr STEARNS. Dr. Rowe.

o : STATEMENT OF JOHN W. ROWE

Dr. ROWE. Thank yoit, Mr.' Chairman, Mr. Gutierrez. I have sub-
mitted, on behalf of the committee, a detailed statement that I
would ask be included in the record. ’ ‘

Mr. STEARNS. Without objection, so ordered.

Dr. ROwE. I appreciate the opportunity to discuss the future of
VA long-term care. I am Jack Rowe. I serve as president and CEO
of the Mt. Sinai and NYU Medical Center and Health System in
New York City, and president of the Mt. Sinai School of Medicine,
and I served as chairman of the Advisory Committee of Long-Term
Care, which issued its report, Long-Term Care at the Crossroads.

We found long-term care to be one of the VA’s major strengths
and a crucial component of veterans’ care. I am a geriatrician and
I have substantial experience through my career in the VA. I would
say that geriatrics is perhaps the finest component among an array
of fine programs. in the VA and it is nationally and internationally
recognized as such. . -

There were four major reasons that we felt that VA long-term
care was-in trouble. The first is that access to care has not kept
pace with demand and in some cases, has been. rather sharply cur-
tailed, and this just follows on Dr. Kizer’s statements that he just
made;- which was a predictable consequence of some of the other
changes that have been made. )

Secondly, VA long-term care needs to respond rapidly to the
changes in the dynamics of the administration of long-term care
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with less emphasis on nursing homes and more emphasis on home
care and comimunity-based care.

VA spends $2 billion in long-term care; 1.7 of that in nursing
homes. There is a direct consequence of previous traditions and tra-
jectoriés -but really needs to remeodel itself into a more modern
structure. Ty T :

Thirdly, at many VA.- facilities lorig-term care is not fully inte-
grated into the delivery system. It is not coordinated with the uni-
fied set of services for the veteran. - )

And lastly, at the network level, we found that long-term care
was really net adequately integrated into thé VISNs. One of the
problems is that VISN directors-see long-term care as under-fund-
ed, and basically see themselves as having a financial disincentive
1:0 provide long-term care, and that is one way to kill it over the
ongrun. ' = Ll N ‘

And’ that may not be an intended consequences, but that is at
liast a avi’ev‘v of some VISN directors and we think that needs to be
changed. : R '

- We approach our recommendations in the full knowledge that the
VA was operating with a no-growth budget. Dr. Kizer, in his charge
to us, made that clear, and as a CEO of a very large health care
institution that provides.a continuum of care, I can appreciate the
issues of responding to changes in the marketplace and the need
in a no-growth budget situation. '

But we considered a number of models as to what the VA should
do in long-term care: everything from no change to outsourcing ev-
erything, to some sort of a mix. And the community had members
across the continuum of this field and we are very sophisticated.

We came out unanimously suggesting a model in which the VA
should emphasize home and community-based care, minimize ecap-
ital investment, i.e., don’t build any more nursing homes unless it
is absolutely required, and place much greater reliance on contract
care. We feel there is a competitive market in "contract care out
the;x-lcla and it can be advantageous to the veterans and be very high
quality. s . ‘

So we have three key recommendations that we would like you
to consider, Mr. Chairman. The first is, we think that we need to
provide some strong incentives to managers to improve the quality
and the amount of long-term care. -

The VA has been successful under Dr. Kizer’s leadership in using
incentive programs to improve efficiency, quality, and access. We
think that long-term care should be includeg in this.

Secondly, don’t build any more nursing homes. Please.

Thirdly, invest in home and community-based care. The commit-
tee called for tripling. I know we’re not supposed to triple anything
these days, but it is a very small number that we are tripling. We
call for tripling the investment in home and community-based serv-
ices from a current 2.5 percent to 7.5 percent of the VA Health
Care budget.: - S :

For leng-term care as a sub-piece of the budget, this would in-
crease community and home care to about 35 percent; which we
think is still a low number but much more reasonable than the cur-
rent balance.
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In addition, we -have three targeted legislative proposals which
are in the committee report: one on respite care where we feel that
- respite care, while it-is provided in the nursing homes, should also
besexpanded to other settings. ‘ T

Secondly, assisted living. This is a setting in which long-term
care is now provided. It is not currently in thé regulations: And
thirdly, we recommend a limited nursing home:benefit. In a no-
growth budget situation we recommended a middle course of 100-
day post-hospital benefit. . . 4

Finally, let me say that back in 1975, and L was involved in the
VA at that time, the VA was at a crossroads. There was.recognition
of the aging veteran problem and the VA took some very bold
moves under the leadership of Paul Haber and developed what is
really the Nation’s best geriatric care system, currently.

I think that now, almost 25 years later, we are in a situation
where that kind of crossroads is now being reached again, that
kind of crisis. You have made a terrific investment in geriatrics in
the VA and for the country, as well as veterans. I think now is the
time to_remew that investment in this period of long-term care.

Thank you, very much. - : )

[The prepared statement of Dr. Rowe appears on p. 82.]

Mr. STEARNS. Thank you, Dr. Rowe. I hear what you're saying
about not building any more VA nursing homes. Are you also say-
ing the States should not do the same thing?

Dr. ROWE. No, I think the State Homes—in our committee we
came to a recognition of the quality and the important partnership
of the State Homes. And there are a number of State Homes that
are built in collaboration with the VA, ' -

Recognizing the various pressures for construction of nursing
homes by the State or the VA, we just feel that while there may
be some that need to be built, Mr. Stearns, I think we just. want
to raise the hurdle, we just want to make sure that the require-
ments are very, very stringent. And we would increasingly rely.on
the partnership of the State Homes.

r. STEARNS. I guess a logical question is if you don’t want the
Federal Government to build more nursing homes then ‘;rou’re say-
ing here this morning you want the States to build them?

Dr. ROWE. Well, no. I think that the State Homie Program does—
there are some foci with where there are needs and they can be
built with them. But in general, I think what we should be doing
is not building more beds but finding ways to migrate the patients
even in the current beds, particularly the new patients.

I mean, I think we have a commitment to the patients who are
there, and that’s very strong and that came through in the commit-
tee. And we're not trying to dislocate patients who are there and
there for a long time. 4

Mr::STEARNS. I understand. &

Dr. ROWE. But the new: oifes who are coming in to the pipeline
of long-term cazre, they shotild be very carefully assessed ang placed
in commugiity-based, long-térm care settings. It's often better for
them and it is less expensive. :

Mr. STEARNS. Dr. Kizer, I think you said publicly that you agree
&'th j:het ngisory Committee recommendations. I think that is

e, isn’t it?
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Dr. KiZzER. That is correct, and as you may recall my testimony,
I think before this committee, I know before.a number of other
committees,.about the need to substantially increase the amount of
both spending and infrastructure we have in community -and home-
based care. .. .. = .

Mr. STEARNS. Well then, I guess the next question is, where is
this long-term care strategy? Have you put it in place?

Dr. KizER. This document actually is one that you will very soon,
I suspect it will be delivered to your offices this afternoon. It was
a little delayed in. getting out because of a variety of unexpected
things that have occurred recently. ’

Mr. STEARNS. The traffic on the 14th Street Bridge.

Dr: KiZER. Something like that. .. . .

Mr. STEARNS. Well, you know, I'm from Florida and my col-
league, Mr. Bilirakis is from:Florida, and Mr. Gutierrez is from
Chicago. Dr. Rowe, you:know a veteran in Chicago or New York
seems to have a far greater likelihood of receiving VA long-term
care services than someone in Florida, or Arizona, for that matter.

So how would we go about getting equal access for these different
groups? What do you suggest? ‘

Dr. ROWE. Dr. Kizer doesn’t warit to hear my suggestion.

Mr. STEARNS. We want to hear your suggestion.

Dr. RowE. I know you de. :

Mr. STEARNS. What'’s your suggestion?

Dr. ROWE. Well, I am a geriatrician and so I have some experi-
ence in this. I think that what the VA should do is try a number
of various models of linking with various community-based organi-
zations that are providing long-term care.

The VA is not the only subset of health care that has this prob-
lem. And long-term care has changed dramatically and it can be ef-
fectively and efficiently delivered. We don’t have to invent the
wheel here. I think“that one of the things wé have to avoid is hav-
ing the VA try to invent the wheel when. in fact, many patients
who need long-term care in rural settings or in other settings are
getting it by established models. - '

In many cases you would have a couple where the woman is get-
ting long-term care from a variety of community and home-based
agenciés, and the VA just needs to link with that agency to provide
the careto her spouse as well; things like that.

Mr. STEARNS. Dr. Kizer, do you agree with him?

Dr. KizeR. I do agree with him, however, his comments omit a
threshold issue. The threshold issue is that until acute care and
long-term ‘care are on the same footing and are required in the
same way, then you are not going to have that.

You have provided in law, on the one hand, a package of manda-
tory services that we have to provide. On the other hand, you have
some, discretionary things that we can.provide if funding is avail-
able, In an-era when our budgets are severely strained we are pro-
viding . é:he mandatory things that you have said have to be
provided.

It should come as no surprise that things in the discretionary
catégory may not be getting the same attention.

Dr. ROWE. And if I could——



7

Mr. STEARNS. But you know, I think members of Congress
though, assume that long-term care is mandatory, I mean, if you
ask them. When they go back to their constituents they feel that
that is pretty important. And I think that VISN directors evidently,
get the message it is not as important, so the tradeoff between the
acute and the long-term care, they make a decision that is discre-
tionary for the long-term care. - :

Dr. Kizer. That is because that is what the law says. -

Dr. ROWE. Yes, it is clinically mandatory; it’s not legally manda-
tory. ‘

Mr. STEARNS. What does that mean: clinical versus legal?

Dr. ROWE. It means that it is required for the appropriate care
of the patiént, but the VISN director is not legally bound to provide
it, and if they have a limited number of resources they have to pro-
vide them first to the things that they are legally bound to provide.

Mr. STEARNS. So they would actually turn people down?

Dr. RoOwE. Well, that is right, and it turns out to be more costly
for the VA because if I have a patient with heart failure who I can
manage at home, Mr. Stearns, with nursing care and with proper
diet and with close monitoring, I can keep that patient out of the
hospital. i ‘

If I don’t have good home care the patient gets re-admitted to the
I\lf(;:pital recurrently, and that increased the acute care costs of"the

Mr. STEARNS. I just don’t understand how we are going to re-
verse this, then. : ’

Dr. KIZER. As a point of fact for the record, it should be noted
that the number of patients that are receiving long-term care in
the VA today is substantially more than it was a few years ago.

The length of stay and the amount of care that is being provided
per patient is less, and it is clear that there is a shift to other pay-
ers, particularly Medicaid.

Mr. STEARNS. Okay, going back one step, why should there be
such a wide variability in access to long-term care, such as I cited
between Chicago and Florida, for example?

Dr. ROwE. Well, I think this is a heterogeneous system of 172
medical centers and they each come with different leadership and
traditions. And in some of them, particularly those who have had
GRECC s, there has been more—Geriatric Research Education Clin-
ical Centers, which are centers of excellence in geriatrics—there
has been more emphasis in some of your medical centers on geri-
atrics and on hospital-based home care programs that have gotten
very large and very successful. :

Other medical centers have gone in different directions and have
not developed hospital-based, home care programs. Now you look,
you come in at 172 different programs; some have very well-devel-
oped geriatric programs, some don’t. And you see that veterans in
the areas where they have well-developed programs, have more
access. B}

And I think that what we need is to even this out by providing -
the resources to develop the home care and community-based W
ga.:;ns in those places that have not yet had the opportunity to do

at.
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Dr. KizER. That may well be part of it, but T think there also
have been zome other.fundamental issues at play, as we have dis-
cussed before here; e.g.; the historical funding inequities that have
existéd-throughout the'country.~~- = .. s

IntFlorida; forexample; veterans were under-funded compared to
veterans. in.the northeast:; And so now . those differences. are bein
equalized .under the VERA, but that is-a recent phenomena, an
there is-still :a- lot of catch-up to do. . ~

There is different infrastructure, there is a whole lot of other dif-
ferent variables in the different networks that account for where
the funding is going and where it has to go to support ongoing need
and changes that are underway. i

Mr. STEARNS. I thank you. My colleague, Mr. Gutierrez.

Mr. GUTIERREZ. Thank you. Well, first:of all, thank you for being
here this morning. I wanted to particularly thank Dr. Rowe for his
many years of service to the veterans, dating back a quarter of a
century. Thank you very much for being here again. 4

I think we understand what is mandated and what isn’t man-
dated and what you legally have to do and what you are going to
do in a budgetary situation ;

So what do we have to do so that those who meet the objective
criteria for needing long-term care, established by the medical pro-
fession, are going to get it? What do we have to do so that every
veteran who meets an established objective criteria for needing
long-term care, is going to get it?

Dr. KizeR. I think there are two things that are obvious at the
outset. One is that under the law, what have been historically
viewed as different types of care have to be put on an equal footing.
There has to be parity.

Just as there should be parity between mental health and other
types of health care, there should be parity between long-term care
and acute care. And we have to get away from this notion of think-
ing that long-term care is something that is an extravagant, extra
service that’s being provided.

It is a' fandamental part of the continuum of care that should be
provided. So providing that legal or statutory basis for it is nec-
essary, and then second, you have to fund it. )

Mr. GUTIERREZ. How' much more money would it cost, Doctor?

Dr. Kizer. Well, that gets a little bit more difficult to answer in
a straightforward -manner because it depends on exactly how quick-
ly we go-there, the types of sérvices and other factors.

For example, wé would support the notion of tripling the amount
or 'the proportion of funding that is currently spent on community
and home care. That will have a different amount than say, what
you put in a nursing home, or'if you put it in"State homes versus
contract homes. . o R

I am not prepared to give: you a figure at this time, but I would
say that it is going to-be very substaritial, -~ =~ ’

Mr. GETIERREZ. Given the current budget presented by the cur-
rent administration, as for a flat-line budget, no increases; which
if T ¥eeall correctly.would enitail ‘also the elimination of 7,500 em-
ployées-at different levels, is that correct? The no increases and one
of the ways to reach the goals is eliminating 7,500 employees?

Dr. KiZER. Approximately, yes. :

e
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Mr. GUTIERREZ. Then we have another budget, the one that was
approved by the House of Representatives, that increases the VA
budget $900 million for next year, and then reduces it by $31% bil-
lion the subsequent 6 years.

So under those scenarios we wouldn’t be able to meet long-term
care objectives for people. And so I think that what we have to-do
is two things. I think you are absolutely right.

If we wish to serve the veterans appropriately, I think we are
going to have to be honest with ourselves and say, well then let us
mandate it so that there is no discretion, there are no areas of fuzz-
iness-between one VISN and another and the 172 medical direc-
tors. 1 think that is one way of guaranteeing it; saying you are all
going to have to do it.

Secondly, going back and looking at that budget, because if we're
going to reduce the VA budget by $3%% billion over the next 6
years, I don’t see how you are going to be able to do it.

So I think those are important areas to look at, because I know
that at Hines for example, because even if there are 18 percent
availability in Florida and 30 percent availability. in Chicago, there
is still some 70 percent of people who are not getting, even in the
best-case scenario, are not getting the service that they need.

And particularly Hines. I visited Hines-last week. I vigited the
long-term care facility there, right in the medical center; and I saw
patients getting served their lunch and the plate open. And I asked
the director if she needed additional personnel and she said no; she
was doing just fine. And I said, well the food is going to get cold.

And her response was simply that they will reheat it once again,
which only made me think that maybe we should always try dinner
one day with our hands tied behind our back with. the food hot in
front of us and just tell everyone, don’t worry about-it. Well get
around to it, we’ll just reheat your food. Which is no. hyperbele; it’s
exactly the way it happened. S DTS

And she said it with, very dismissively, so why is this even'a con-
cern? So I think that as we,visit our centers 1 think we need to
look at where-we-.age today in terms of—because we may be provid-
ing long-term ecare but what is the quality of the long-term care we
are providing today and the need for additional care?

Would you like:to comment, Dr. Kizer? I am sorry.

Dr. KizER. I was going to comment on one thing.

.Mr. GUTIERREZ. Sure. :

Dr. Kizer. The VA is faced with what we call a demographic im-
perative. We simply have a very large population of elderly veter-
ans who need this care, and that need is going to continue for some
years. But it-is qualitatively not unlike what is going to confront

. j;léiﬁ;-jest of the American public in just a few more years down the
T ,

1 g y .

. Quantitatively, it is significantly different because 20 years from
now there is going to be a much larger demand for long-term care,
anﬁLIw&u:ld ope that we would not overlook the tremendous po-
tential that. we-haye here to put in place programs that serve the
needs ‘of veterans. today, but also create new knowledge, new mod-
elg, ‘and experience that will be vitally important in serving the
arger number of Americans who will need long-term care, not that
long from now.
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Mr. GUTIERREZ. We know, if we keep having five month waits for
patients that are seniors, anid they have a five month wait to see
an orthopedic surgeon or any doctor—which is not uncommon in
the VA system—you are going.to have even more need for long-
term care bHecause if'you-don’t get the care when you need it you
are going to have to substitute it subsequently with other kinds of
care which is much mere costly:’ e

So'I agree with you, Dr:Kizer, and I-am not coming here this
morning to say that all of the blame is- on your shoulder. I think
the Congress needs to take responsibility also, both at making it
clear legislatively, mandating it if that's what we wish to do, and
secondly, providing the additional dollars that are going to be re-
quired in order to provide that care. .

Dr. KizeR. If you mandate it and-don’t provide additional funds,
you will create an impossible situation. -

Mr. GUTIERREZ. You will just make other choices. Instead of 5
months -for -waiting to see the orthopedic surgeon, it will turn into
12 months. I'mean, somewhere-in.the system—— )

Dr. KiZEr. It will be unmanageable. :

Mr: GUTIERREZ. It will be unmanageable.

Dr. RowE. You will pit the younger veterans against the older
veterans. - ‘ -

RoMr. GUTIERREZ. Right. I think that is a very good point, Dr.

we. : S

Dr. ROWE. That is what you will do if you do that.

Mr. GUTIERREZ. Thank you.

Br. ROWE. Thank you.

Mr. STEARNS. The gentleman from Florida, Mr, Bilirakis.

Mr. BILIRAKIS. Thank you, Mr. Chairman. Good morning, Dr.
Kizer, Dr. Rowe, Ms. Salerno. The State veterans homes kind of
grab me a little bit because we are talking about a solution: It’s a
solution obviously, that is not going to cover 100 percent of-every-
body, but could'improve the situation. : o o

We recently opened as you know, the Land o* Lakes State Home
in Florida, which was a partnership ‘as all State VA nursing homes
are. e e : . ) T

The grants, are they up to 65 percent or—does it vary, when a
fleque?st comes in from a State for construction of a State nursing

ome] o A et

Dr. KizER.- That is my understanding; that ‘they are 65 percent.

- Mr. BILIRAKIS. Se they are 65 percent; they are not up to but
they actually are 65 percent? - . ' ‘

Dr. KizeR. They are 65_percent, yes.

Mr. BiLirakis..All tight. Now, according to this briefing material
that I'have seen here, VA’s per diem opeérating cost—let’s see, VA
supports_the program for per diem payments for each eligible vet-
eran recéiving care and then up through the award of the grants
for construction.. . -

VA’s pers diem eperating¢ost-for these beds is much lower than
those for VA’s ewn'beds and. contract beds. I am tryiig to get that
clear."Dges that'mean that the operating costs are probably roughl
the same but that-the VA 6nly pays‘a smaller pércentage ‘of the fuﬁ
per diem:operating costs? Or is theré "bettér efficiency, ‘or is this
maybe a wrong statement, an incorrect statement? '



11

Dr. Kizer. I am going to ask Dr. Salerno to comment on that as
well, but I think part of the issue is that State homes take care
of different types of patients. For example, in the VA nursing
homes we typically take care of a much higher acuity patient that
has ‘higher needs, a higher demand for services than what might
commonly or typically be provided in a State home or in a commu-
nity nursing home. . . - - ¢ T

Dr. SALERNO. As part of the partnership between with the States
and the veteran for this care, we now provide approximately 30
percent of the per diem, so the State Home per diem costs are, on
average across the/country, somewhat less than the cost of a VA
nursing home.

Mr. BILIRAKIS. So you are providing 30 percent of the actual per
diem costs?

Dr. SALERNO. Approximately. And our goal is to provide up to a
third of the total average per diem over the next few years.

Mr. BILIRAKIS. All right, so when this says, supporting through
per diem payments, you mean through a partial per diem rather
than a full.per diem? '

Dr. SALERNO. Yes. ,

Mr.: BILIRAKIS. And the rest of it is incurred by the ‘States. And
also, in terms of qualifications, a veteran who wants to qualify to
get into a VA nursing ‘home, pure VA nursing home versus the
State/federal gartnership nursing home, was there much of a dis-
tinction there? . '

:Dr. SALERNO. The -States set specific eligibility criteria for their
homes. In VA nursing homes enrolled veterans are prioritized, with
gervice-connected veterans having first priority as beds become
available in VA-operated homes. ‘

Mr. BILIRAKIS. Would you say though, even though the States
might set them, but the Federal Government, the VA has no input
into all that, in spite of the fact that they share a good pertion of
the costs? ) : T

Dr. SALERNO. We require, of course, that patients have served for
the military and documentation that they were honorably dis-
charged and are eligible for and in need of nursing home or domi-
ciliary care.

Mr. BILIRAKIS. And that is about it. So the rest of it is criteria
set by the States?

Dr. SALERNO. Yes.

Mr. BILIRAKIS. Now, is there a large variety would you say, in
the setting of criteria amongst States? Is there a large variety from
one State to the another, number one, and number two, is there a
large variety between the criteria of States versus the VA, pure VA
nursing homes?

_Dr. SALERNO. We don’t have very specific demographics on pa-
tients 'in State homes, but our assumption is that they are some-
wh:;t different. They are different in terms of, as Dr. Kizer said,
their care needs. They tend generally to require longer, continuing
care, rather than short-term nursing home care as we provide in
many of our VA nursing homes.

‘But there are opportunities to have spouses and Gold Star par-
glgtz ‘be admitted to the State facilities, at the discretion of the

ate.
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Mr. BILIRAKIS. I see. Well, just one last question because my
time is almost up. In terms of paying for this care, in the VA nurs-
in%home;daes the.patient share the cost in any way?

r. SALERNO. No. -~ ) e

Mr: BiLIRAKIS. All right. In the State homes they do, isn’t that
correct? S :

Dr. SALERNO. In some States they do. They are——

Mr. BILIRAKIS. So there is a distinction, there is a difference,
State-by-State, as far as that is concerned?

Dr. SALERNO. Yes. Some of the State homes are serving Medicaid
patients and Medicaid picks up part of the costs. Many States
provide——

Mr. BILIRAKIS. But the patients themselves, also pick up part of
the costs?

Dr: SALERNO. Yes. :

Mr. BILIRAKIS. I know at Land o’ Lakes that is the case. Well
now, there are two in-Florida, if I might get a little parochial here
just very quickly. There are two in Florida and I'know a third one

as been proposed—but if the State of Florida is able to. convince
the legislature to ap rogriate, let us say the 35 percent of the con-
stn;gtnon costs, is it likely that the VA will put up the other.65 per-
cent? o

I mean, how do things kind of stand in_that regar.d, in general?

Dr. KizeRr. I wouldn’t want to disappoint you and give you an an-
swer. There is a methodology which is for assigning that, that has
recently been reviewed. We are seeking some further, additional
comment on the new methodology for assigning what the priority
of State’s requests for grant funding would be.

Mr. BILIRAKIS. Well, would the fact that the market share in
Florida, 13 percent, be a factor in that formula, that methodology
formula, conceivably?

Dr. Kizer. It would gff%end ultimately, on what option is chosen;
there are a number of different options that are proposed.

Mr. BILIRAKIS. You should have been a lawyer in addition to a
doctor. Thank.you very much.

Mr. STEARNS. Thank you, gentlemen.

Mr. GUTIERREZ. Mr. Chairman?

Mr. STEARNS. Yes. ,

Mr. GUTIERREZ. I am going to regrettably, leave. I think this
hearing is very timely- I thank the chairman for it. I will leave
Mr. Peterson and Dr. Snyder. There is a Kosovo briefing for mem-
bers only, and given the fact that if we do commit ground troops
they will be directly sent to the VA facilities after their service, I
am going to go over there right now.

But I think this hearing is important and I want to thank the
chairman.

L Mr. §TEARNS. I thank the gentleman. The gentleman from Ar-
ansas?,

Dr. SNYDER. Thank you, Mr. Chairman. I appreciate you doing
this hearing also. I think it is very important, as well as the one
yesterday on VA research.

Dr. Kizer, in your statement—I am sorry I missed your oral com-
ments this morning—but you talk about the 333 percent increase
in veterans over the age of 85 over the next 21 years. What are
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t]:tx)ose; ?actual numbers? What kind of numbers are you talking
about?
85Dr. KiZER. As far as how many people that are over the age of

Dr. SNYDER. Yes.

Dr. KiZzER. We estimate that there were 327,000 in 1998 and this
number will increase to about 645,000 in 2003, and peak at about
1.3 million in 2013.

Dr. SNYDER. You are talking about a troubling——

Dr. KizeR. Yes. It is a dramatic increase. |

Dr. SNYDER. And you also talk about, in that same period of time
you are going to have about a 12 percent decrease in number of
veterans over the age of 65. As you look ahead in your long-term
glanning, do you anticipate therefore, that there would be able to

e a shift in resources from your acute care to the long-term care,
or will it not work out that way because of the medical needs of

your over-85 %gpulation?
Dr. Kizer. Well, it really goes to the heart of what we were dis-

cussing before. you came in; that under the law we are mandated
to provide ‘acute care services. Long-term care is a discretionary
item. Insofar as our budgets are strained right now, priority is
given to the mandated services.

Dr. SNYDER. Well, I understand the legalit{. My guess is we have
21 years—in term of your long-term policy planning though, as you
look ahead would you anticipate that there would be an ability
shift resources as your 65-and-under vetgrans decrease and yéur
85-and-tinder Veteran decrease by your over-85 incredse? -

Dr Kizer. If I understand your question correctly, and if we take
an assumption that there is parity between acute and long:term
care, what I would expect is that over the next several years there
would be a substantive shift from—or a substantive increase in the
amount of funding that would go into long-term care.

I think we have to recognize that these are also individuals who
have acute care needs because of their age and so just because they
need long-term care does not mean there’s going to be a diminution
in the need for acute care.

Dr. SNYDER. I think that is really the crux of my question. There
would not be any savings there.

Dr. Kizer. Right. No, the essential point that I think has to be
understood is that the pot needs to grow.

Dr. SNYDER. Yes. There are kind of some subtle concerns, too. I
mean, you have looked over the legacy of the long-term care I
think, in your ref)ort, but as we look ahead 21 years we are going
to have a whole lot smaller family size, our family connections are
%oinﬁ to be much more disconnected, we are not going to have the

amily support in 21 years from now when the baby-boomers retire,
like we did 20 years ago for your veterans.

Is that something you all looked at in your report also? Did you
look at urban/rural differences? Tell me your thoughts about urban/
rural differences of the veteran population in terms of provisions
for longsterm care needs.

Dr. Rowe. Do you want to?

Dr. SALERNO. It is a far more difficult situation when you are
thinking about options like home care, to think about patients who
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are far-flung, perhaps 100 miles away from a medical center. And
I think that is where partnerships with community providers be-
come critical in filling in the gaps and getting that ‘network
connected. -

And the role the VA must take on in those situations is care co-
ordination, so that we don’t lose track of what is happening to the
patient when another provider is taking care of them; and we
maintain that primary care responsibility.

Dr. SNYDER. Pattern for these kinds: of services as you know, for
the rest of the population has been, and for health care changes
has been, let us try it in urban areas first where all the people and
the monéy is; then see if some of it will swap over in the rural
areas. I know that you all would be interested in over the long run,
not seeing that accrue the VA serves.

- Dr. ROWE. The groewth of home care services in rural areas over
the last several years has been very, very substantial. In fact,
something the HCFA and the Medicare program has been c¢on-
cerned about. o )

I think orie way to look at this, Dr. Snyder, if I may, is that if
this ‘were not the House Veterans’ Affairs Subcommittee on Health
but you ‘were the Board of Trustees at my institution, a not-for-
profit, academically-bagsed institution, and we ‘Were talking about
how to take care of our older patients now and in the future, what
we would say is, how ¢an we match the care with the need?

I can walk down the ward of one of our hospitals with you and
look at each patient and say, does this patient need to be in the
hospital or could they be better treated in a less costly, more effi-
cient, less restrictive environment?

And a lot of the patients who are in the hospital could migrate
to home care, -but there is no home care for them to migrate to, so
they are in the hospital getting expensive care. Sio e

I 'would have, with you as my Board of Directors, a seamless sys-
tem. There would be no legal or other barrier for moving a patient,
one to the other, and I would have “X“ number of dollars to spend.
Tl:’:at is not the system you have; that is the system you have to
get to. 4

But if you get to that system, you would not necessarily then say,
let us start 200 more home care programs, because there are home
care programs out there in .the community. taking care of-the
women and taking care of the disabled Medicare beneficiaries. And
there is a competitive market out there which is making it effi-
cient, and I think, high quality. . o

So the advantage the VA has is because we are a little late in
making this change, the marketplace has developed capacity to pro-
vide care in the rural areas, etcetera, and all the VA has to do is
find some money and freedom te link with those resources.

That is basically the situation as I see it. I think it is good that
we are slow, not bad, because we don’t have to invent the home
care system.

Dr. SNYDER. I understand. May I ask one more question, Mr.
Chairman? Would you give some examples of the incentives that
you were talking about that managers would benefit from having
incentives to deal with this—— i
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Dr. ROWE. Sure, from the committee’s point of view. What we felt
was that there was a financial disincentive; that the $35,000 a year
for special care veterans did not meet the costs that some VISN di-
rectors feel it costs them to provide that care in a nursing home,
so they are obviously going to dial that down because they are los-
ing-on that “product line”. - :

And: we just think that a careful analysis of that should lead to
something‘which would provide a levél playing field. We don’t need
advantage long-term care but we shouldn’t disadvantage it.

I would say also that this is an unintended consequence; that Dr.
Kizer has done as much if not more, for older veterans than I ever
have, or anybody I know has ever had. So I mean, I dont think
that this is—this is, we built the new system, he built the new sys-
tem, he implemented it, it had a lot of great effects, and now it is
time to recalibrate it in some areas that we developed disincentives
that we didn’t expect.

Dr. SNYDER. Thank you.

Mr. STEARNS. I thank the gentleman. Mr. Peterson.

Mr. PETERSON. Thank you, Mr. Chairman. Thank you for calling
this hearing and apologize for being late. I may be coming into this
and asking something that has already been made clear.

Dr. Kizer, can you explain to me exactly what kind of long-term
care veterans can expect? I mean, what they can expect to be con-
sidered part of their benefits that they can- receive from the VA?
Is it-written out someplace? - '

And then along- with that, how does the decisioh-making work
that ‘})ef?l‘e either get placed into a long-term care facility within
the VA hospital—I have ‘ené in my district—or a nurai.rggfhom@ a
private nursing home or a State nursing home or assisted living-or
home health care? '

How would that decision get made? Is there some kind of process
that goes on that you could actually follow, or is it somewhat kind
of first-come, first-served until we run out of money?

Dr. KizER. The dplacemex;t decisions are 'a_combination of deci-
sion, as you would expect; on clinical grounds, on family desires,
patient desires, as well as on resource issues. e

Certainly, many of our patients who go into a nursing home are
considered heavy care or heavy need patients, either because they
have dementia or dementia and a combination of medical condi-
tions. Those patients are often very hard to place in a community
nursing home. : )

Community nursing homes, depending in which community you
are in, may or may not have availability for that type of patient,
so that VA patients may be skewed to go to a VA nursing home
in the first place.

The family may live 100 miles away and say we real‘l?' want fa-
ther/grandfather in our community as oppesed to the VA nursing
home:which is attached to the facility, in which case you would do
your best to place the patient closer to them.

:Depending on the resources of the network, that may come to
bear as well, as far as whether there is space in the nursing home.
In some places they are filled. All of our nursing homes run at a
very high occupancy rate so there just may not be space there, and
the only option is a community nursing home or a State Home.
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So it really is a combination of those things that will determine,
and is made on a patient-by-patient basis. -

Mr. PETERSON. Who has the final decision-making, then? Ulti-
mately, the VISN director? If it has gotten to that level. Who has
the authority to make that decision? ‘

Dr. Ki1zeRr. Yes, I suppose it is theoretically possible, but these
are decisions that are made by the physician and patient/family,
and the local management, typically. I mean, these would rarely
ever go to the facility management. -

Mr. PETERSON. Yes, but you know, but they do run out of money,
I would guess. I mean, my sense is that there is more demand for
these rooms than there is rooms or resources.

Dr. KizER. No question.

Mr. PETERSON. So then my question is, how does that decision
get made? Who gets to be included and who doesn’t when you run
out of resources? Is it basically, first-come, first-served, or is it who-
ever has the most—— . R

Dr. Kizer. We would go according to the prioritization. For exam-
ple,.a 100 percent service-connected veteran would get the top pri-
ority and would find placement, and those who are on a lower pri-
ority level on the priority scheme may not have the same options
available to them;.again, recognizing that this is a discretionary
item under the law and under the benefit package. -

Mr. PETERSON. Dr. Rowe or Dr. Kizer, either.-one, I was involved
somewhat in these discussions about home health care and some
of the things that are going on under the Medicare system. You
know, it seems to me that whenever we set up a program where
the government is paying for it, you have a whole, you know, in-
dustry that develops and sometimes they go overboard and abuse
the system,

I think that has happened in home health care to some extent,
and we tried to correct that and prebably went too far the.other
way. But what you are saying is that you think that the VA could
open up to this system? :

My concern is if we opened up the VA and maybe tried to push

things that direction, are we going to create a situation like we had
with Medicare where we are going to—or, how are we going to
avoid that, I guess? Are.-we going to put the controls on it before
we get intg it? T L -
.- Dr-ROWE. I-can comment-on-that; Ken, if you would like. Mr.
Peterson, I am a member of the Medicare Payment Advisory Com-
mission which reports to Congress and has some oversight with re-
spect to HCFA in the Medicare proegram. So in that context I have
some experience also with respect to this issue.

We knew there was too little home care and that patients should
be treated: more at home. than they were in the hospital. And we
implemented changes:in Medicare to stimulate that and it was, to
1;;ut‘ it mildly, successfully, .and there- was a.tnemendous growth in

ome care and concerns abeut fraud and ‘abuse. ~
.. Payments for.liome care have reduced: substantially under Medi-
care in the last-couple of years, and regulations have improved. 1
believe that in most markets in the United States there is now a
healt%y competition between not-for-profit and for-profit home care
providers. ~ \ : :
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We have a home care agency at Mt. Sinai NYU Medical Center,
which is obviously not-for-profit,and many States have for-profits
as well. I believe that the efficiency, quality, cost is now getting in
the range which is appropriate. And again, we are .at a relative ad-
vantage in the VA because we weren’t out there stimulating the
growth of home care and therefore, paying too much. :

I think at this point the competition in the marketplace is such
that the VA could avail itself of these resources in a cost-effective,
high quality way.

Mr. PETERSON. Do you agree with that, Dr. Kizer?

Dr. Kizer. I do. I also don’t think we should overlook the dif-
ferent economic incentives and how, certainly within the VA, where
we have essentially a global budget and where we are managing
our budget and where whatever savings we can achieve on the one
end gets plowed back into patient care, there is a different dynamic
at play than in the marketplace, where it goes into profit and a ex-
ecutive benefits.

So there is a different set of incentives at play, and even where
we are contracting for it is a different milieu than what we see in
a market-based approach.

Mr. PETERSON. Well, I would just say, you know, it is hard for
me to figure what exactly is going on, but I represent a rural dis-
trict that is kind of remote, and I am not sure about the competi-
tion in those areas.

I mean, there was a bunch of stuff that developed that was basi-
cally babysitting, and you know, they got so they could bill all this
stuff and built basically, a business on that where they would actu-
ally go out and tell the patient, well we can come twice a day, 6
days a week because the government will pay for it.

And when we clamped down it created a hue and cry out there
like you can’t believe. But I don’t think from my—I have met with
these people and met with the patients and so forth. Out in these
remote areas I am not so sure how much real competition there is.

Dr. ROWE. I accept that. I come from the rural, Upper East Side
of Manhattan and we even have locales where we wish there were
more competition. But let us not forget the VA, as part of its
strength in long-term care, has hospital-based home care programs
which are very strong. And so we wouldn’t be entirely reliant on
others; we could build our own in those areas in which we
didn’t——o

Mr. PETERSON. All I was concerned about is that the VA don’t
contribute to this what we had go on as we expanded the home
health care. I mean, I am all for it. I think it is a cheaper way to
do- things, but it did get carried away. I mean, there was services
provided that were provided because the government did it.

Excuse me, Mr. Chairman.

Mr. STEARNS. I thank the gentleman. I thank the first panel for
their time, Dr: Rowe and Dr. Kizer. And we will take now the sec-
ond panel.

The second panel is Mr. Robert Shaw, president of the National
Association of-State Veterans Homes, Pamela Zingeser, principal,
Birch and Davis Associates, and Kathleen Greve, chief, State Home
Construction, Department of Veterans Affairs.
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If you folks will come to the desk? And Mr. Shaw, we’ll start with
you for your opening statement. - -

Mr. SHAwW. First I would like to ask that my written statement
be included in the record. - P

Mr. STEARNS. With unanimous consent; without objection.

Mr. SHAW. And I have a few, brief, comments.

STATEMENTS OF ROBERT SHAW, PRESIDENT, NATIONAL AS-
SOCIATION OF STATE VETERANS HOMES; PAMELA
ZINGESER, PRINCIPAL, BIRCH & DAVIS ASSOCIATES, INC.

STATEMENT OF ROBERT SHAW

Mr. SHAW. The National Association of State Veterans Homes
appreciates the opportunity to appear before this distinguished
committee to express our views pertinent to the issue of long-term
care for our Nation’s veterans. -

Your understanding of our program and generosity you have pro-
vided over the years to carry out our mission of “caring for Ameri-
ca’s Heroes” is greatly appreciated. .

We feel our involvement is extremely important with the increas-
ing demands being made upon our Federal Government for funding
and taking care of our veterans, particularly those increasing num-
bers of elderly veterans who have reached that time in their life
when such care is needed. '

And it should be noted I believe, and it has already been noted
by the VA, that the number of veterans 85 and over will continue
to increase well into the next two decades.

Currently, our Nation is faced with the largest aging veteran
population in its history. We believe the State Home Program
should continue and even expand, its role as an extremely vital
a}slsauet to the Department of Veterans Affairs in meeting this great
challenge. :

State Veterans Homes, where feasible and on their own initia-
tive, have already undertaken innovative ste%%hin providing serv-
ices to meet a broad range of veterans’ needs. What we need is rec-
ognition of those efforts through a greater commitment of resources
and support by those who share responsibility for our veterans’
care,

Without the integration of all available resources, we will fail to
meet our moral obligations to our Nation’s veterans. With this in
mind, the National Association has gone on record and shared their
thoughts pertinent to the following legislation initiatives with the
Veterans’ Affairs Committees, Department of Veterans Affairs, and
Veterans Organizations.

The first being, the increase in VA per diem to State Veterans
Homes in an amount equivalent to one-third of the national aver-
age cost of providing care in a State Veteran Home.

Number two, to obtain sufficient federal dollars to fully fund the
backlog of approved grant applications to the VA State Home Con-
struction Grant Program.

And Y'found out just last night, just since last August the VA has
received 24 new grant applications with a total request of $189 mil-
lion; and that is in just the last few months. The States have spo-
ken, if you would ask me.
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The third one is, adequately staff this program inside the VA. It
is not adequately staffed. They do not have the resources to man-
age the number of homes that are wanting to be built by the
States. They need help or it will not happen. :

Number four, modify the methodology for-awarding State Home
construction grant funds to a: concept that incorporates.elements of
both first-come, first-served and VA’s current “needs formula”.

Number five, establish State-Home-based Personal-Care Services
through the State Home Program utilizing a funding formula with
VA. assuming one-third of its average national cost of providing
such care through VA hospital-based programs. :

And the last, number six, be included as a true partner with th
VA in long-term care solutions for veterans. :

We, in the National Association of State Veterans Homes, stand
ready to meet the challenges that lie ahead feeling confident that
we can continue to be a valuable resource for the Department of
Veterans Affairs and the Nation in providing long-term health care
services for-the Nation’s chronically ill, handicapped, aging veter-
ans, keeping in mind service, efficiency, and economy.

Thank you, Mr. Chairman and members of the committee.

[The prepared statement of Mr. Shaw appears on p. 87.]

Mr. STEARNS. I thank Mr. Shaw. ,

Pamela Zingeser. S

Ms. ZINGESER. I have also submitted written testimony I would
like in the official record. , ,

Mr. STEARNS. By unanimous consent, so ordered. - .

STATEMENT OF PAMELA ZINGESER

Ms. ZINGESER. Mr. Chairman and members of the committee.
Thank you for the opportunity to appear before you today to dis-
cuss the work that Birch and Davis has done recently for the VA
State Veterans Home Construction Grant Program.

I am Pam Zingeser. I am a principal of the firm and served as
project direetor for our effort. T am~accom11)anied today by Paul
Grimaldi who is responsible for the technical portion of the analy-
sis, and also Kathleen Greve who is with the VA’s program.

Birth and Davis was asked to help the VA to determine various
options to consider in redesigning the methodology and priority sys-
tem used to fund the grant requests. In addition, we provided de-
scriptive information about the facilities, the patient population,
and the services provided in the homes.

Our work focused exclusively on outlining possible options for
change or elements to consider in making a change. Key policy de-
cisions by the VA will be required, as well as possible legislative
changes to implement some of these options.

To conduct our effort we.reviewed the current methodology; vis-
ited several State Homes; spoke with State Health Planning Orga-
nizations; dnd also.analyzed data that were collected by the Na-
tional Association of State Veterans Homes. )

The State Veterans Home Program as you know, provides States
with up to 65 percent of the cost for acquiring, constructing, or ren-
ovating homes that dprovide nursing home care, hospital care, adult
day health care, and domiciliary care.
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Although the funding-for this program has increased steadily
since its inception and-now amounts to more than $90 million, the
requests for the funds have far outpaced availability of funds-and
currently there is a backlog of just under $260 million. : -

_Initially, these grants were awarded on a first-come, first-served
basis, and in 1986 the VA moved to establish its first priority sys-
tem for awarding the grants.-In our review of the current meth-
odology we found that one of its major advantages was its simplic-
ity and requires answers to just a few basic questions.

Those questions are basically: Have States provided their match-
ing funds? Have they received any kind of a grant before for a
State veterans home? Is there an unmet bed need at or above 91
percent? Is the grant for a nursing home or is it for a doniiciliary
project? Is-it a‘bed-producing :project or renovatien; and if it is a
renovation; Is it life safety-related or not? o x

. Virtually 90 percent of the requests that were received by the VA
were for bed-producing ‘projects-and 97 percent of those that were
actually awarded went to create additional nursing home beds.

A number of VA stakeholders and other interested parties have
expressed conceérn about the methodology and would like to see it
revised. For example, projects that receive a low:priority level often
remain at the bottom of the list and-never get funded, which poses
a particular problem for States in trying to determine when and if
these projects will be funded. =

While simplicity, of the current method, is a major strength it is
also a key weakness in that it overlooks a variety of factors that
could be used in improving the methodology.

In reviewing the consent method, talking with a number of inter-
ested. parties, and reviewing some of the positions that have al-
ready been put, forward, we identified a number of areas in the cur-
rent method that -could be addressed in.a revised method. And I
will just briefly review what some of those might be. .

Using better demographic-data to predict long-care needs such as
the aging of the veteran population and their functional status and
perhaps, insurance status; considering the availability of pertinent
community-based resources; recognizing,leasing -arrangements as
an alternative to .new-bed construction; ensuring that existing
State Homes-do in fact, meet VA quality of care standards; expand-
ing ‘the-definition of types of projects to not only: look at whether
it is-aspursing home project:or a domiciliary project, but perhaps
other types of program expansions; looking at unmet needs perhaps
on a continuum; and perhaps earmarking a portion of the funds.for
renovations as well as new bed construction. .

And these:are all discussed thoroughly in the report. In our
report we presented three hypothetical options; that sequenced a
number df variables the VA might consider in redesigning its
methodology. -

But ‘elearly; there are a multitude of other options that could be
considered as well. The point that we need to make is that in our
wview there is no'single, best priority method that is independent of
VA'’s policy goals and strategie direction. . .

And to make any changes in: the current methodology will re-
quire that the VA address a number of these key policy issues,
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such as: Will quality of care in existing State Veterans Homes be
a prerequisite to future funding?

Will higher priorities be assigned to different types of projects,
whether they be life safety-related, ADA compliance related, pri-
vacy-related, or certain types of program expansions?

How will unfunded projects be handled from year to year? Will
the list just continue on for the following year or will the projects
be i'eg(:o'red each year according to priority and then funded accord-
ingly? :

%—I%w will the transition to a new method be handled? What aE-
proaches will the VA take to do that? Will they clear out the back-
log, will they have some ty%e of phased-in a;l)‘proach? Will a mini-
mum threshold for projects be revised? Will the VA consider lease-
arrangements?

Will a certain portion of the VA funds in fact, be separated into
two pots; in essence for renovation versus new bed construction?
And how will the definition of need be expanded to include veteran
age, functional status, and other elements? )

'As many have said before, the VA veteran population is expected
to decline considerably over the next 25 years and the ages of the
veterans in the short runi*will also-increase. As a result, the VA
needs to re-éxamine the way in which it'is spending its limited
funding to ensure that veterans do in fact, Teceive the long-term
care services they need. .

The work that Birch and Davis did represented & first step in re-
vising the VA’s methodology by laying out what the options might
be. But impertant policy decisions must be made to ensure that re-
vised - methedology - teflects VA’s overall, long-term care objectives.
A c?ﬁy of our report, I understand, has already been provided to

the H ‘ ‘

‘Thank you. -~ = . ‘ .-

[The prepared statement of Ms. Zingeser appears on p. 92.]

Mr. STEARNS. As I understand, Kathleen, you don’t have an
opening statement? And would you identify, Ms. Zingeser, the indi-
vidual on your right?

Ms. ZINGESER. Paul Grimaldi is with Birch and Davis. He is also
a Principal of the firm and he was responsible for the technical por-
tion of the report that Congress received.

Mr. STEARNS. All right. Ms. Zingeser, it is my understanding
that VA construction grants are available to States which have a
need for nursing home beds for veterans. Does it make sense for
VA to ignore the community nursing home bed availability in de-
termining this need?

Ms. ZINGESER. Well, our opinion is, is that should be taken into
consideration. I think it goes in line with a lot of the VA’s direction
in terms of expanding its relationship with the local community
and looking at services on a continuum; both VA services and com-
munity-based care.

And so in our laying out of the options we felt that it would be
a good recommendation to take a look at those resources and make
them available.

Mr. STEARNS. Mr. Shaw, would you agree?

Mr. SHAW. No, I would not.

Mr. STEARNS. Okay.
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Mr. SHAW. I believe, depending on the situation, and it has to be
looked at on a case-by-case basis, it may make the most economical
sense if theré is not a large enough catchment area of veterans in
a specific, small community. That it might be better to contract
with private facilities with the VA to provide care to Veterans
contract. ( ' R

But over the long-term, no. I think the quality of care in State
Veterans Homes is much higher, and it is also all-inclusive because
of the VA rate which includes many things which are not included
in private nursing homes. »

Mr. ‘STEARNS. So you are saying that the quality is higher——

Mr. SHAW, Yes, that is my opinion. ‘

Mr. STEARNS (continuing). In Veterans than in the community
nursing home? ‘ L .

Mr. SHAW. Yes, that is my opinion. '

‘Mr. STEARNS. So you would not agree that when the VA-con-
struction grants are available to States that this need should be
modified at all to reflect occupaney rates in the community nursing
home facilities in the area? =~ .

Mr. SHAW. As I said, it would be-case-by-case and it would de-
pend on the situation, but I think it would play a very minor role.
The care that’s provided in State veterans homes is structured to-
ward veterans. The care in community homes is. not.

The typical population in a State Veteran :Home is going to be
80-plus percent male. The typical population is going to be at least
inverse in a private community nursing home, with 80-plus percent
female. And they are not structured with programs and such to
meet those needs of many of those men.

Mr. STEARNS. Ms. Zingeser, do you believe that there are major
weaknesses in the system for determining whether a State needs
more bed? , .

Ms. ZINGESER. I think that is a question I would rather have di-
rected te Kathleen Greve. - - : :

Mr. STEARNS. All right. Kathleen? Ms. Greve?

Ms. GREVE. Well, certainly it is one of the things that we asked
Birch and Davis, when we requested this study, to look at as well.
Geriatrics and extended care encompasses a lot of different pro-
grams and whole continuum of care. -

The State Home Program.is just one of-those programs, and so
for our ?u-rposes, and from a national perspective, I think we do
need to-look at what is happening in the local communities where
State homes are being requested.

Mr. STEARNS. Mr. Shaw, let me put you on the spot. What is the
case, when you say case-by-case, what is the case where it should
be considered? Can you be more specific?

Mr. SHAW. There may be some environments where you do not
have a catchment area of veterans, and if someone were to want
to build a veteran’s nursing home where there is no veterans, that
would not make a lot of sense.

Maybe there is a few and maybe it would be better served then,
to provide.that care by contract with local nursing homes and/or
offer alternative placement into an area that already has a State
Veterans Home or a VA nursing home,
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thI am an attorney and that is as close as you are going to get me
ere.

Mr. STEARNS. You know, earlier we talked about the role of the
States. Mr. Shaw, if VA sees a need to increase its spending on
home health care and other non-institutional care, is there a role
for the State Homes in this area? ‘

Mr. SHAW. Yes, I believe there is. We already had the apparatus
to provide care. We are already in many rural areas, and we are
already interested and have made that known to the VA and other
committees, that we think we could also extend our care to home-
based, which would bring continuum closer to where they want to
be. And we also agree on the continuum of care.

Mr. STEARNS. Ms. Greve, should Congress take VA’s long-term
care strategy into account in developing legislation to change the
State Home Program?

Ms. GREVE. Well, yes sir. I think there will be some legislative
changes necess if we are going to change the priortization
methodology at all. Yes sir. )

Mr. STEARNS. All right. Mr. Peterson, my colleague.

Mr. PETERSON. Thank you, Mr. Chairman. I guess Mr. Shaw, I
think in your testimony you say there is $189 million backlog, or
is that what it is?

Mr. SHAW. Last night I was told that new applications just since
last August—there has been 24 new grant applications requested,
and that total requested in these new aggications which aren’t of
record anywhere yet, is $189 million. This is in addition to the
numbers that they gave you a little bit ago of $260 million. So we
probably have $450 million backlog looking at us.

Mr. PETERSON. Is that everything? That is everything that has
been put in? OF is it more than that?

Mr. SHAW. I would say that is—— .

Ms. GREVE. May I answer thdt question since I do the program
and I do the list?

Mr. PETERSON. Right.

Ms. GREVE. The 24 applications are brand new. They were not
included on last year’s list. Last year’s list, which is actually for fis-
cal year 1999 funding—we had 88 projects. Of those 88 projects, 59
of tzem were. priority-one, and those are the only ones that we usu-
ally consider funding in a given year.

ose were the $241 million dollar’s worth of projects.
.tyMr. I;ETERSON. How much of the other ones that were not prior-
ity-one?

Ms. GREVE. I think the total was 348-something. To be honest
tv;lith you I don’t have the number in my head because I don’t fund

ose.

Mr. PETERSON. And then we have $189 million besides?

Ms. GREVE. Being added to the list next year, yes sir.

‘Mr. PETERSON. So we are at $500-and-some million?

.Ms. GREVE. Yes. How many of those will be eligible for funding
I am not sure at this particular point in time.

Mr. PETERSON. Would it be——

Ms. GREVE. We also have to consider though, of the $241 million
that were on this year’s list, we did get $90 million funds, so you
can subtract the $90 million.
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Mr. PETERSON. And in order for them to be eligible they have to
go through your process or something?

Ms. GREVE. Basically, to be eligible for funding and priority-one
with the current methodology, they have to have an application re-
questing what it is that they want to build or what they want to
construct. And then their State matching funds.

Mr. PETERSON. And that puts them in priority-one?

Ms. GREVE. That puts them in priority-one, yes sir.

Mr. PETERSON. And these other ones, what are they missing?
The State funds?

Ms. GREVE. Yes, exactly.

Mr. PETERSON. Now we pay a third or 29 percent or——

Ms. GREVE. No, in our program we can pay up to 65 percent, and
I believe the question earlier from the Congressman from Florida,
was whether or not we always fund 65 percent. The only time we
do not fund 65 percent is if the State is including in the construc-
tion something that we do not participate in. "

Mr. PETERSON. Oh, this is the construction, okay. I am shifting
gears here.

Ms. GREVE. Oh, you are talking——

Mr. PETERSON. Once it is built then it is a third? )

Ms. GREVE. Well, that is what our goal is; to get up to a third
of the. costs of care. _

M;' PETERSON. With your 29 percent or 30 percent or whatever
it is?

Ms. GREVE. Thirty percent, yes sir.

Mr. PETERSON. So this is much cheaper than anything else? I
mean, as far as we are concerned this is the cheapest way we can
go, right? So it looks to me like if we spent $500 million we would
save a lot of money.

And I just tell you, we just built a State Home in my district;
we just opened it about a year ago. ‘

Ms. GREVE. Which one is your district?

Mr. PETERSON. In Northwestern Minnesota, in Fergus Falls.

Ms. GREVE. Fergus Falls, right.. .

Mr. PETERSON. It is a wonderful facility. The people in there are
happy, they. have got a little mall. I mean, it is:amazing-what they
have done with this thing. So, you know, I guess maybe by increas-
ing it to $90 million.last year we were maybe-responding-or-under-
standing that we eould save this money. : ‘

Maybe the question is to the chairman here, or I don’t know who-
ever, if we can save this kind of money, why aren’t we funding all
of these facilities? Does anybody know-the answer to that?

Mr. BILIRAKIS. States may not be able to fund their portion.

Mr. PETERSON. Well, but apparently we have got $258 million
where they can raise it, you know. Can you get me, if you don’t
have it on top of your head, can you get me how much money we
would save if we built these facilities? Compared to what it would
cost us if we put these people into a comimunity nursing home or
into the VA nursing home itself? Has anybody computed that?

Ms. GREVE. Well, I think in part it would be somewhat difficult
because we are talking about different patients and different needs
and different lengths of stay. Typically, the State Homes have been
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longer-term stays than in community-based nursing homes. So we
are talking apples and oranges here.

Mr. PETERSON. Well, I understand. I guess I would like if some-
body could give me information about—— )

Ms. GREVE. Well, we might be able to delineate different pro-
grams and what they provide and costs associated with them. .

Mr. PETERSON. Well, I mean, in reality the reason that people
don’t stay as long in the community nursing home is because there
is pressure to get them out of there because of the money. You
know, or to get.them other on the Medicaid budget.

My last question because my time is going to run out is, how
much role does political pressure play in building these facilities?

Ms. n?REVE Absolutely none. I mean, when I say absolutely none
it is only——

Mr. PETERSON. I find that hard to believe.

Ms. GREVE. I guess that was the wrong answer.

Mr. PETERSON. So we can just disband and go home? A

Ms. GREVE. Well, no, no. The critical role that Congress plays is
in providing the funding. The way the methodology is set up, as
Ms. Zingesér pointed out, it is a simple methodology but it is a very
straightforward application of certain principles that have to be ap-
plied for every application.

So when I say there is no political pressure applied here, the po-
litical piece of it is the funding of the program.

Mr. PETERSON. Right.

Ms. GREVE. When we come to the methodology though, it is very
straightforward, it really—— - -

Mr. PETERSON. I understand that, but—— (

Mls.\ GREVE (continuing). It really is a cookbook-apptroach, you
apply——

Mr. PETERSON. We have $260 million in projects’ and we have
$90 million in money, so somebody isn’t going to get their money.

Ms. GREVE. That is true but it is——

Mr. PETERSON. And there is political pressure. I know that be-
cause we just went through this, getting—I mean, we tried to put
as much préssure on and the State did and everybody else did. You
are telling me that that is completely ignored and——

Ms. GREVE. Well, basically what it creates is a lot of letter-writ-
ing, explaining how the methodology really is pretty tight, so that
there isn’t any room to move or shuffle projects around——

Mr. PETERSON. In other words, I could look at this list, this $260
million list, and I could right now tell exactly how each one of these
is going to get funded because it—— )

Ms. GREVE. Yes.

Mr. PETERSON (continuing). Is based on a formula and——

Ms. GREVE. Yes. S

Mr. PETERSON (continuing). It is absolutely go that way no mat-
ter what? .

Ms. GREVE. Exactly. -

Mr. PETERSON. Well, I would like to see——

Ms. GREVE. And it is done once each year and it is always as of
August 15th. So once the list is signed off on by the Secretary that
is the list we use——



26

Mr. ;’ETERSON. So you just go down the list until you run out of
money?

Ms. GREVE. Exactly, and then we go to next year’s list and then
it starts all over aéain. ‘

Mr. PETERSON. O, it starts all over again?

Ms. GREVE.-Yes. .

Mr. SHAW. A new list is generated.

Ms. GREVE. Every year.

-.Mr. SHAW. And that is why the repair and renovation projects
get pushed to the bottom every year, which is a concern to many
people in many districts.

Mr. PETERSON. Oh, I see.

Mr.-SHAW. Because the new bed construction takes priority, even
above life safety.

Mr. PETERSON. Right. Thank you, Mr. Shaw.

Ms. GREVE. And that is one of the—— | ‘

Mr. STEARNS, I thank my colleagues. Mr. Bilirakis?

Mr. BiLIRAKIS. Well, thank you for being here. It is established
that a partnership type of nursing home—State, federal—would
cost the Federal Government at least, less dollars. Now, there are
24 applications in total that you are considering now, or just those
are 24 new ones?

Ms. GREVE. Those are just 24.new ones. ]

Mr. BiLIRAKIS. All right, in addition to how mantz;?

Ms: GREVE. In addition to the 88 that are on this year’s list. Of
the 88 on this year’s list we’ll fund approximately 15, and a portion
gf; one additional project. So you subtract out 15 from 88 and add

Mr. BILIRAKIS. But all of those, let’s say the total of those figures
comes out to say 100 or whatever it turns out to be. Even if all of
those were granted—well, let me ask you first about the quality of
the applications.

If you had the dollars, and could fund all of those you feel really
qualify—in other words, in terms of needs and etcetera, etcetera—
what would be the quality of them?

Would you say that if you had the dollars you probably would
fund-them all because. they all meet the need requirement and the
other criteria?

Ms. GREVE. Oh, yes sir. I would say yes.

Mr BILIRAKIS. You would say 8o?

Ms. GREVE. Yes, : )

Mr. BILIRAKIS. So you are not really getting many applications
of the types that Mr. Peterson mentioned where, you know, new in-
dustry has created a thing. The dollars are there so let us start a
State nursing home? .

Ms. GREVE. Well, no, I wouldn’t—I think the States give a lot of
thought before they submit an application and it is quite a lengthy
process within each State.

Mr. BILIRAKIS. And I know he was referring to private and this
is public, right, State, so that would not be applicable. So if then,
all of these were funded, and again, hitchhiking on Mr. Peterson’s
questioning, if all these were funded, right now we have a 21.4 per-
(igxg';z market share based on long-term care needs of veterans in
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In other words, there is approximately, what, 69 percent of need-
ed veterans nursing home beds are not available for them.. How
much of that would be satisfied by virtue of funding?;: i . : .. -

Mr, SHAW. Viér¥iwery small numbers, percentage-wise. The thing
is, it. is: not, today’s eed that scares me; it is the need 5 and. 10
years out. Becauseit:is a tidal'wave of aged, ffail veterans. Some
of them -will be able to-be dealt with: with. home -healthi- care;-but
many of them- are geing to have to have altérnative placements and
long-term ca:re"setﬁnss.\ L L L

Mr. BILIRAKIS. And there is certainly a need for the community-
based nursing—— . o ‘

Mr. SHAW. Yes, there is. :

Mr. BILIRAKIS. And I am not trying to belittle them in way.

‘Mr. SHAW. I am not either, sir. A

"‘Mn: BiLirAKIS. And- I hope that they realize that. But I guess the
bottom line here is the veteran and their needs. And you are never
going to ever reach 100 percent, I don’t care how much need there
is out there, in anyissue, in any respect. : NN
_ But ‘much of the solution, too, is the fact that it is-costing the
Federal Government less money if they were to encourage, if you
will; more of these State nursing homes. L e

Even more so than the community-based, would:;you say, Mr.
Shaw? . : - s “

--Mr. SHAW. I will give you—— T
thMr. BILIRAKIS. In terms of dollars. And I am not talking about

Ceem— : . RS . -

_Mr. SHaw. Right, I-will give you the doHars. On page 4 of my

sheet, I believe it is, we have nursing care comparison figures for

FY98, where the VA per diem was 45.63; the average VA contract

nursing home care per diem cost per day was 148:84; arid: the aver-

age VA nursing facility cost was 255.25, - . i o 9F 0

fe\;Se' if you are comparing those costs I would say # is greatly dif-
en't; N - . . ",

Mr. BILIRAKIS. Yes. Of course, if you had the 65 percent eonstruc-
tion cost cranked in there somewhere that would. be higher——

Mr. SHAW. If you amortize that over the number of years, 20 or
30, it would be—— . . . . T

Mr. BILIRAKIS. But still, I guess maybe an intelligent answer
without going right into the specifics right now would be, it still
wou}g cost the federal taxpayers less dollars if we went this route,
n ! . N
. SHAW. I believe so. It shifts the burden to the State.

Mr. BILIRAKIS. The next question, again we don’t have the States
here to respond;.but the next questiomfis, would the States have
the dollars? Now obviously, the applications have gone in. They ap-
parently feel that they have the matching doilars.

But in terms of applications.that have not been submitted where
there is. need eut there, would-the States have the dellars? If we
sweeten ‘the pot in. some way, were able to raise more doHars to
make up the federal share, and provide additional per diem dollars
or something of that nature, would we see a higher number of
States’ applications coming in? T

Mr. SHAW. I think there would be much more involvement than
there is now and that is what I have heard from members inside
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the Association; that we look at 40-plus States, and I would think
you would see much. ‘higher partlmpatlon than it even is now, be-
cause the demand: is there. L

.Mr. BILIRAKIS. The States nght now; first of all we hear that
many of them have surpluses, and then we're talking about; you
know, tobacco dollars have been discussed in this committee quite
often lately. But that is quite a, I guess I will call it a windfall for
the States if they are able to keep those dollars; if we can keep the
administration from gettmg their hands on it, which is what they
are trying to do.

But those ,would be dollars, Mr. Chan'man those. would be the
tobacco dolla)rs would be dollars that could be“avallabie fer th1s par-
ticulargurpose. - - ‘

Mr. STEARNS. Yes, and we have a brl; to that" eﬂ‘ect that some
of the tobacco: dollars will: actually acerue to the veterans in the
final settlement..So [ think it is a' good-point."

Mr.-Birakis. Thank you very much. :

Mr: STEARNS. Well, I thank the witnesses- for coming. 1 know how
valuable your time 1sttoe, and now we’ wﬂl have the th;rd panel
come forward.:

Mr. Steve Watson He .is admmistrzator with - the Ocala
Harborside Healthcare Nursing Home:I am particularly pleased to
welcome Steve who is a constituent who I know, who is also a vet-
eran. And Mr. Richard Jelinek, a senior vme pre51dent of Managed
Care Solutions.

So it is indeed an honor to welcome a constltuent and Mr. Wat-
son, we would be glad to have your opening statement You can
proceed ‘at your pleasure.

STATEMENTS OF STEVE WATSON, ADMINISTRATOR, QCALA
HARBORSIDE HEALTHCARE :NURSING HOME :ON BEHALF .OF
THE AMERJCAN ‘HEALTH CARE. ASSOCIATION; RICHARD
JELINEK,CSENIOR VICE PRESIDENT MANAGED CARE SOLU-
TIONS, INC.

STATEMENT OF STEVE WATSON

Mr WATSON Chalrman Stearns and members of the subcommit-
tee, my -name is- Steve.Watson. I am the administrator of
Harborside Healthcare in Ocala, Florida, where we care for--180
residents. I.am hereé.today. representing myself and the Amenca.n
Health Care Association.

AHCA’s méembership has worked with the VA 1in prov1d1ng iong-
term care for veterans. We are eager to continue working with: the
VA to. serve the growing long-term health care needs of veterans.
We appreciate your invitation to testify on the Federal Advisory
Commission Study on the Future of VA Long-Term Care.

Iseome to you today, both as a nursing home administrator and
a véteran,-having served 18 years. if the.United States Navy. This
combitied experience allows me.to see the issue from both sides. I
believe ‘whén a veteran needs long-term:care they need and want
quality care as closely as possible to home.

As your society ages, we have been hearing more and more about
strains being put on-our long-term health care system by our grow-
ing aging population. We understand that the VA is truly at the
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crossroads in trying to meet the demands for services by coping
with limited resources. :

1 commend the work of this commission in recognizing that solu-
tions: must be found te the problems of providing and paying for
care. We are an active participant on the Federal Advisory Com-
mission.. Generally, we support the report’s findings and I would
like to highlight some of them

AHCA supports the recommendation that the VA should retain
its core of VA operated, long-term care services and improve the ef-
ficiency of operations. We especially agree with the recommenda-
tion that most new demand for care should be met through con-
tracts and existing State Veterans Homes.

The VA may not need new construction to fulfill its obligation to
our veterans when the needed beds are available in the community.
We believe that the VA will make-better use of the limited dollars
by expanding its community contract nursing home program.

AHCA members, nursing home coordinates with VA in this suc-
cessful program. The VA initiated the Multi-State. Program in 1996
to allow veterans to access nursing home care in the communities
near their families. ‘

Through a best value competition, the VA awarded contracts to
seven companies and this year will expand the program to local
and regional long-term care providers as well. We help the VA by
helping to care for the veterans in their own .communities.

This is not only the.best, thing for the veferan. byt it saves the
VAl;money. You don’t have to be a veteran. home. provider, a home
atbest. . - -~ . - )

For instance, there is a nursing home in’ Napoleanville, L,A_,;f;hat
has created its own veterans wing and holds its socials every
Thursday in the mall over in New Orleans. They also provide nurs-
ing home care to veterans to programs that offer grants to States
for facilities construction and renovation through the State Veter-
ans Nursing Home Program.

It pays up to 65 percent. of construction home costs. AHHCA agrees
with the, commission’s recommendation that the VA should con-
tinue this program. However, we are concerned that the funding
formula does not consider the availability of care in existing nurs-
ing homes in the community. o

We believe the VA should use its limited resources to build in an
area only where there is a demonstrated need. Let me give you an
example. .- S

In Louisiana, the State government is considering three addi-
tional State veteran nursing homes at a time when Louisiana’s pri-
vate nursing home.industry is operating with an average annual
ocgupancy rate of only:-81 percent. : -

The same is true for Minnesota. The State legislature authorized
three new- State, veteran nursing . homes to be built even though
there ig-a. moratorium on new construction because this excess ca-
pagity exists in-nursing homes. .

In California, the- State continues to.send grant requests to the
VA to build more homes despite 80 percent occupancy rate. In fact,
I know of many homes in my own State around the country that
would be proud to honor and serve the vets.
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I want to commend the commission on the development of the
long-term care quality index that would standardize and measure
the quality of care delivered to the vets. The process would include
an assessment of patients over age 70 who may need long-term
care service. ST

-AHCA strongly supports the use of outcome measures, quality in-
dicators. We are proud to see the VA at the forefront. Thank you
for inviting me to testify. We look forward to the policy solutions
of the committee. and the VA will recommend for providing long-
term care for vets. :

We'want to continue to be actively engaged in developing these
solutions and we offer our full assistance. .- '

Thank you, Mr. Chairman. - ~
- [The prepared statement of Mr. Watson appears on p. 109.]

"Mr. STEARNS. Thank: you, Steve. We appreciate again, as a con-
stituent, coming forward. . .. . : o o

Mr. Richard Jelinek, senior vice president, Managed Care Solu-
tions, for your:opening statement.

STATEMENT OF RICHARD JELINEK o
Mr. JELINEK. Thank you, Chairman Stearns and“members of the
Health Subcommittee. Thanks for inviting U8 heére to talk about
our company, Mahaged Care Solutions, this morning.

We have been asked to describe our experience assisting govern-
ment agencies, such as Medicaid, in assisting them to improving
access to long-term care and other medical care services, specifi-
cally as it relates to frail, elderly, and disabled individuals.

I vs(rlould ask that my full hearing statement is entered into the
record. :

Mr. STEARNS. By unanimous consent, so ordered. .
Mr. JELINEK. Managed Care Solutions is a nationsl health’ car
company Specializing in‘the administration of long-term care serv-
ices. Currently, we provide health care management and other
seérvices to over 170,000 people in eight differenit States—50,000 of
which are chronically ill or disabled, and some of which are veter-

ans.’ ’ . oo - )

" There ‘are three réasons why we believe our experience is ‘rel-
evant to the work of this subcommittee and the migsion of the De-
partment of Veterbns Affafes. - - - =15 N

‘First, State§ are grappling with a demographic challenge similar
to that facing the VA; namely, a population at risk for long-term
care services that is expected to intrease five-fold in the next 4
years: R '

Seeond, key elements in our tested care’ management approach
mirror that of the recommendations of the Federal Advisory Com-
mittee on the Future of thé VA Long-Term Care. LT
- And third, By putting this: approach into practice in States such
as Arizona aiid>Pexas; we have’ found success by increasing access
to long-term care ‘Services, improving quality, controlling costs or
the escdlfition of those'costs; hnd iniproving patient satisfaction.

In - addition to these ‘benefits’ thiése programis -also allow for a
more £f‘e'da‘*ctabl‘e outcome-6f growth ‘and demand for services. The
critical success factors in our :care- mahagement approach match
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many of the Federal Advisory Committees recommendations to the
VA and I would like to touch on a few of those.

The first element contributing to our success is the comprehen-
give, .coordinated continuum o bundled services, and you have
heard. a:lot about that this morning. What we do is take behavioral
health caré, prescription care, institutional care, social care, and
acute care and blend them all together so there is one entry- point
for all services for individuals using our systems.

It cannot be overstated enough that unless all services in the
continuum are available and coordinated it is going to be impos-
sible to manage effectively, each individual’s needs.

The second success element in our programs are highly trained
care coordinators. We use nurses, social workers who work directly
with the family, the patient’s family—excuse me—the patients, the
patient’s family and the physicians, to_ develop individual care
plans and do ongoing assessments as it relates to their needs.

And the third element is, we use information systems to track
data critical to managing the care of that individual. Our. care
managers actually carry laptop computers with them to do the as-
sessments in the home or in the nursing home, and enter this. We
are able to not only moniter the provision of care that is being ren-
gfered to that individual but look at outcome studies over a period

time.

The fourth success factor, and I will speak more about it in a mo-
ment,* placing the patient in the least restrictive setting in which
to care for that individual. Sometimes we have to create alter-
natives where there is no care available, such as in rural markets.

And the final critical element in our success is a quality assur-
ance oversight. We continuously monitor quality outcomes, utiliza-
tion, and cost of services of our patients and assure we are meeting
our internal requirements as well as those of the programs that we
contract with.

I want to re-emphasize the fourth element, and it again was dis-
cussed in detail earlier today, and that is, developing alternatives
to nursing home care, because that is- undoubtedly one of the most
important components of implementing a sound and affordable
long-term care policy.

Our experience is that unless a full range of long-term care serv-
jces and settings are available, it will not be possible to stretch the
current resources we have in the Medicaid business and in the vet-
erans market.

We therefore, agree with the Federal Advisory Committee in rec-
ommendation to the VA to broaden the provision of respite in all
_settings, allow for the payment of assisted living and residential
care, expand the VA benefit package to include nursing home care
when that is the most appropriate setting.

We also want to talk about the expansion and agree with the rec-
omimendation for home and community-based services to make
themavailable, if that is the preferred placement site. We look at
clinical outcomes and clinical need to determine if a better setting
might be-in a home setting versus in an institution.

And lastly, a way that was asked earlier: about who makes the
decisions about the care placement, we’d recommend that the VA

look at care coordination a bit more and using care management
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as an oversight mechanism to help work on individual care plans
for the veterans. AT :

Biséd on our éxperience and these recommendations of the Advi-
sory Cofimitiee, vﬁéﬁfﬁu’g%e;sg that this-subcommittee direct the VA
to undérbake” several Tohg-term eare: demonstration programs in
order"to test the impadt of ¢are coordiniation on-the VA’s ability to
deliver fnﬁ‘g—t’éi’xﬁ?c’a“reﬂ'gfeﬁﬁc@s o mbre.veterans-out there.-

I thank you for your-tiwe~ “.: . . =% . 7
[The prépared statement of Mr. .ﬁelinek'aﬁfe‘ars on p. 114.]

Mr. é';l'EAR.N s::1 tharik both of you. I really just have one. Your
testimony will be part of the record, of course, and we appreciate
‘what you have provided. Steve, you heard the second panel?

- You heard Mr. Shawwho is the president of the National Asso-
ciation of State Veterans Homes indicate that States want to build
more homes. And maybe the ‘two of you could just comment on
what the second panel said as sort of a basis for your testimony.

Mr. WATSON: Well, if 1 héard: him ‘correct, he said something like
there were:24 applications. Is this correct? .

Mr: STEARNS. Yes. - e .

Mr. WATSON. In reference to- the 24 applications for-new con-
struction. It is my understanding they have been requested not
hecessar;l( granted. My district is governed I:K the state North
East Health Planning Council which controls the number of new
community beds allotted to our district. We submit letters of intent
in case we decide at a later date to apgly for a certificate of need.
Those that do apply are then selected by the Health Care Finance
Administration.

And so if you look at our district you would see probably that
there are 15 or 20 applicants in there, but only two or three of
them are serious about it. We do that so we won’t miss the dead-
lines on them. Later on we may:change our mind.. :

So I am not saying this is what happened. I am telling you this
is the way ‘we usually work it in the community-based institutions.

Mr. STEARNS. Mr. Jelinek, do you want to add to anything that
was in the second panel in terms of the criteria for, and generally
the decision to build more State veterans homes?

Mr. JELINEK. I think that there are two things. One is each geo-
graphical area will have to look at what thelca&acity is and what
‘the needs are for that area, but I would like to focus this group on
that there are cheaper.alternatives. . .~ . - - - % - =
We found that up to 35 to 40 percent of people in a nursing home

today don’t necessarily belong in a nursing-home, and they can bet-
ter'be seen in a home and community setting if the appropriate re-

iourees ‘and networks: are established to. support their needs in a

ome., . .. R T .

For example, we will in certain instances, hire a family member
to stdy at home because that is more %})propriate than putting
them in a $85,000-a:year nursing home. We can pay an individual

‘what'is necessary to-make the bills and to:stay at home because
-they are:working for minimum wage.elsewhere, we can pay them
a little bit more and train them-to take care of their elder one or
the one that'needs services, and those are alternatives.

So. I can’t comment because I don’t know the individual needs on
‘beds; but I can say that there are other alternatives for placement
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in a nursing home that might be more a propriate, and better uti-
lize the existing beds that are in place today.

Mr. STEARNS, I thank you. My colleague, Mr. Bilirakis.

Mr. BILIRAKIS. We have a vote on the floor, Mr. Chairman, and
I know we certainly don’t want to keep these good people here for
an undue period of time. So I guess I will hold off.

The thought that I would have is as I have already indicated,
there is certainly room for and a need for, the community-based
nursing home; there is no question about that. And what we have
got to kind of consider here is the bottom line being the veteran
and their needs, and the best way to get it done.

And in the mix of course, would be you guys, a community-based
nursing home. But you have made a comment, Mr. Watson, in your
written statement something about, you talked about more efficient
and quality and all that. Then you also said something about
cheaper, less costs, and I think you used the words “if needed”.

Well, obviously less cost is always needed. So I know you are
communicating with Mr. Stearns but I would suggest that we've
%ot to take into consideration all of these things and the more in-
brmation you can furnish us in terms of the role that you all play
and the costs ultimately to the taxpayers, and also not excluding
obviously, quality and efficiency and you know, really taking care
of the veteran, the better we can do our job up here.

It looks like no matter how many State nursing homes we add
in the mix it is not going to really bite into the needs as much as
we would hope. So community-based would always-be there.

I know for instance, there is a veteran in my ared who is down
in a community-based nursing home. I am not really sure what de-
gree the VA is contributing towards him. Hé wants to transfer to
Land o Lakes, the new State nursing home there—which by the
way has not gotten its license from the State yet even though it
is a State home. S e

It has supposedly been open for a few months now, or at least
a few weeks because I was there for the dedication. But in any
case, he wants to transfer because he wants to be with his fellow
veterans. I guess he feels he would be more comfortable there.

But' I don’t know for instance, what the costs will be to the VA,
what the costs will be to him, what the costs will be to the State
if he transfers versus the costs today when he is in a community-
based nursing home.

These are all things I think that we all need to get in our minds

in order that we can make our decisions. Thank you very much.
. Mr. STEARNS. I thank the third panel, ﬁarticularly Steve for com-
ing this distance and helping out. We have a vote and we have
about 5 minutes to get to our vote so we are going to conclude the
hearing and adjourn this. And again, I thank you for your time.

[Whereupon, at 11:15 a.m., the subcommittee was adjourned.]
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Statemem of Congxessmnn Clmstopher H. Stmth
: Thufsday, April 22, $999
Veterans Affairs Health Subcommmee Hearing on Long-Term Care

The Need for Respite Care

Thank you, Mr. Chairman, for convening this hearing on a topic that is of great interest
and importance to our nation’s veterans as well as their children and grandchildren. As Congress
discusses the future financial solvency of Social Security and Medicare, we must also face the
fact that as Americans live longer, their health care needs will continue to increase. Medical
advances are prolonging lives butalso providing new challenges as we strive to provide quality
long-term care services for America’s senior citizens, many of whom are veterans.

Today’s hearihg seeks to find answers to the long-term care needs of America’s veteran
community. The report issued last November by the Federal Advisory Committee on the Future
of VA Long-Term Care was very timely and comams a number of worthwhile suggestions and
recommendations to nnprove the VA health care system. Clearly, Congress needs to ensure that
our VA system will continue to provide quality long-term care for our veterans,

I have been a strong advocate for finding ways for people to prepare for and meet their
family’s long:term care needs. For-example, this year I have reintroduced legislation - the Long-
Term Care Advancement Act (HR 275) -- to help American families prepare for their future,
long-term care needs. Under my proposal, families who are taking care of a disabled spouse or
parent in the home can obtain desperately needed tax relief in the form of a $500 refundable tax
credit. In addition, HR 275 makes long-term care insurance policies more affordable by allowing
taxpayers to withdraw a portion of their money from their IRAs or 401 (k) plans tax-free and
penalty-free.

I want to draw attention to one of the 24 recommendations contained in this report, which
concerns the subject of respite care. The facts about fong-term care are that the " vast majority of
LTC services are already bemg provided in the home. This is importahtto vecogmzc, because if
it were not for the millions of compassionate and courageous spouses and adult ¢hildren caring
for their ioved ones at home, the costs of providing these services financially would'be:-,
overwhelming. So the.key is-to find ways to-gpable these care givers to continue providing care
in the home for as long as they want to and it is feasible. That is where respite care comes in.
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The premise of respite care is that it enables the spouse, adult child, or other care giver of
a veteran to be given a break from their duties. Many senior citizens who are diagnosed with a
long-term, debilitating iliness choose to reside at home because of the independence that it
affords as well as the intangible and tangible benefits of living in familiar surroundings.

However, the day-in and day-out care that is needed by a dependent person, whether it is
providing meals, doing laundry, or administering medication, while willingly and lovingly
provided, do take a toll on the care giver over time. Before you know it, the veteran is not the
only one with a health problem because their care giver may often find their own well being
deteriorating from neglect. Respite care provides time off for a family member so that he or she
may take a few days to regain their own strength without fear of leaving their loved one home
alone.

However, under current VA regulations, veterans and care givers in need of respite care
are forced to travel to a VA nursing home to receive respite care. This is counter-productive
because it places the care giver in the position of transporting the veteran to the nursing facility. I
am willing to guess that this alone is probably a deterrent for a care giver pursuing the respite
care option.

The advisory committee similarly saw the need for expanding the definition of respite
care so that a veteran may receive respite care in his or hér home or at a non-VA facility close to
them. This is a common sense proposal and I will be introducing legislation shortly after this
hearing which will codify their recommendations into law. In the meantime, I look forward to
reviewing the testimony of our witnesses and thank them for their time and efforts on behalf of
our nation’s veterans. .
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Thank you, Mr. Chairman. I am pleased that we are here today to
discuss” long-term care for our nation’s veterans. I thank the
witnesgses for taking the time to pto?ide their perspectxves on this
important issue. -

As we know,- long-term care is an issue that will affect a growing
number of veterans as we enter the 21st century. The median age for
veterans now is 57 years. According to the Department of Veterans
Affairs, the number of elderly veterans will peak during the first
decade of the 21st ‘century. Although the veteran population will
decline by approximately thirty percent over the next twenty years,
the number of veterans who are, 85 years of age or older will more
than triple during thit time. Next year, the number of veterans age
65 and older will reach an all-tfime high. -Make no mistake-- our
nation’s aging veterans will need-dinstitutional care. .

o .
Compared to their civilian counterparts, veterans generally have
lower incomes, have less health insurance coverage, are more
frequently minorities and are more likely to have disabilities or
be unable to work. Although VA provides quality long-term care
services for many of our veterans, severe budget constraints and
the transformation from a hospital-based system to an outpatient-
based system prevents our veterans from receiving the adequate
long-term care they are entitled to and deserve. Without the
desperately needed increase in the VA budget for the next fiscal
vear, long-term care will continue to be inadequate. Increasingly,
the VA is implementing policies that restrict length of stay for
long-term care patients and reduce the number of beds that serve
them. Most of the reductions in inpatient care do not appear to be
complemented by increases in care delivered in outpatient settings.
This situation cannot be tolerated.

Mr. Chairman, VA must meet the challenge of satisfying needs for
long-term care services. Expensive programs for managing the
special care needs of the aging veterans population, such as
Alzheimer’'s Disease programs, will not be able to continue
operating under the current budget. Congress should make long-term
services for veterans one of its top priorities.

PRINTED OV RECYCLED #4PER
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STATEMENT OF THE HONORABLE MIKE DOYLE (PA-18)

Subcommittee on Health Hearing on VA Long Term Care
April 22, 1999

Thank you Chairman Stearns and Ranking Member Gutierez for convening this
morning's hearing to examine the current state of VA Long Term Care and to
further discuss what the future holds for the system.

We have a distinguished group of panelists with us today who represent
different facets of VA Long Term Care. I want to welcome all of you and
encourage you to be forthcoming about your concerns regarding VA Long Term
Care as we now know it. In addition, I want to encourage you fo be up-front
about your recommendations for making necessary and perhaps dramatic
changes to improve the quality of the system, as well as ensure its existence.

Given the current budgetary climate and the no-growth budgets that the VA has
been dealt for too many years now, VA Long Term Care is not justata
crossroads - it is balancing precariously of the edge of potential collapse if the
appropriate measures are not taken. The sand has run through the hourglass of
discussion on this critical matter - decisive and far-reaching strategies must be
employed.

I want to reiterate my firm belief that the most basic of commitments we have to
our veterans is to provide them with timely, appropriate, and quality health care
health care treatment and options. Without question, veterans should be
guaranieed access fo a full continuum of health-care services, including long-
term care. Reports mdu:ahng that the VA is not pmvxdmg, or adequaiely
exploring offering a'range of long—Ierm options is troubling to say the least. Add
in the fact that beds are being eliminated at sxgmﬁcant rates and, that vets are
being pre-maturely discharged in some networks to control costs - and the
scenario becomes unacceptable. This simply can not be allowed to cqnhnue

As many of you know I not only represent one of the largest veterans population
in the country, butone of the oldest. And I can tell you that they are deeply
concerned about VA Long Term Care. In my view, the VA commitment to Long
Term Care should be steadfast and heightened to meet current and future
demands. Inshort, the VA should not pick and choose among health care
services, nor should one concentration of medical care be piited against another.

I am encouraged to hear that internal Committee discussions on improving VA
Long Term Care have-begun and I look forward to playing a role in this process.
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.STATEMENT OF
CONGRESSMAN LANE EVANS
RANKING, DEMOCRATIC MEMBER.,
COMMITTEE ON VEFERANS AFFAIRS
U.S. HOUSE OF REPRESENTATIVES

April 22,1999 -

VA’s Long-Term Care Programs

Good moming, Mr. Chairman. Thank you for conducting this important
hearing today. Iam pleased to release the findings from a survey of VA Chiefs of
Staff I asked my staff to conduct last summer. I do not have the time to address alt
of the findings of this report today, but I would like to ask that the full report of
findings completed by my staff be submitted for the record and I invite members to
discuss findings with me or my staff. The survey, administered to all Chiefs of
Staff between August and September 1998, focused on workload and policy
changes that had occyrred in VA’s long-term care programs since the VA’s
management was dccentrahzed in 1995.

Since 1995, VA has undergone enormous changes—=~many for the better.
VA was quick to tout the improvements in quality and the new veterans it treated
in successive years. VA has been less guick to acknowledge some of the
prablems. For awhile it was hard to tell-what was happening in the networks, but
its clear we are just beginning to see some of the effects of the revolution.

Recently, I had heard enough from my veterans and the press to indicate
there was likely systemwide change taking place in VA’s long-term care program.
At this point, I realized the critical need to determine systematically, the’changes
taking place around the country. I requested my staff to administer the survey,
which was completed, by almost 90% of the chiefs staff around the system. The
survey confirmed some emerging concerns. Key findings included:

e Many facilities have.changed the mission of nursing home beds. Many
of 'VA’s nursing homes now offer post-acute restorative, rehabilitative
and palliative care, rather than ongoing care, for age-associated problems.

e The number 6f nursing home'beds VA funds or operates and other VA

- - beds-devotedto: long-term care dropped. The systém has for some tifne
been increasing these beds anticipating the peak in demand that aging
veterans will have).
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e VA medical centers are-restricting, beyond legal parameters, the amount
of care they will reimburse in private sector nursing home beds.

e VA is investing less of its budget in long-term care programs than
Medicare and Medicaid invest in similar programs.

e While there has been some growth in the use of home and community
services, VA has not yet made significant new investments in these
programs.

o There is a great deal of variability in the types and amounts of long-term
care in which the system’s 22 networks choose to invest.

The reasons for the changes are numerous. Twenty-two network directors
nationwide now make decisions about policy and funding that were once made at
VA Headquarters. Service Chiefs at Headquarters who once made decisions about
various programs, including VA’s geriatric services, have now become
“consultants”. In their new roles, consultants offer advice about program
management, but no longer directly manages them.

Along with tighter budgets for the agency, a myriad of challenges
confronted health care and VA in this sea of change. Nursing home care, which
VA offers to veterans at the discretion of the Secretary of the VA, became a
vulnerable program and Headquarters, by design, had little ability to affect network
decisions. VA’s funding allocation model changed making less money available
for nursing home care. Veterans’ demand for services was reaching a peak as the
population, particularly veterans of World War II, aged. Managed care providers
were influencing a general shift from inpatient care to home and community based
settings, and nursing home care was affected by these trends.

The frail and elderly are often not able to advocate for themselves so this
issue may have taken longer to grab our attention than changes that effect more
vocal populations. Still, it is astonishing that so much change occurred without
any public dialogue. I hope that this report will at least help us understand what -
we are dealing with and informs our debate over this critical issue.

I look forward to hearing from our witnesses today, particularly from the
distinguished Chairman of the VA’s Federal Advisory Committee on Future of
Long-Term Care who has made a number of recommendations I believe VA
should seriously consider. Jack Rowe has made many contributions to VA’s
policy and practice over the years, first as a VA employee, and since he has left the
VA, as a well regarded advisor on many Commissions, including the effort to
address the “The Future Structure of VA Health Care” of several years ago. We

2
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are grateful for your continued service to the nation’s veterans. Thank you again
for holding this hearing today, Mr. Chiairman.
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OVERVIEW

Serving a universe of aging veterans with static resources, VA must meet the challenge of
satisfying veterans’ néeds for long-term care services 10'to 15 years before the rest of the nation
will face the peak of long term care needs for a graying America, The median age for veterans
is now more than 57 years old. Veterans who rely on the VA health care system are even older
on average, more likely to be poor, represent minority groups, have less education, and have less
reliable social support systems. They are less likely to be insured and more Tikely to view their
health as fair or poor—in fact they are more likely to have comorbidities that complicate
treatment than their peers. All of these factors make many veterans expensive and difficult to
treat. -

It has long been asswned that because its population is older, its services integrated, and
its research and teaching capacity available to investigate questions about innovation and cost-
effectiveness of care delivery models, VA could serve as a model for long-term care delivery.
However, some factors complicate VA’s ability to become this model. Within the last five
years, VA has become more decentralized, hampering the effectiveness of centralized policy
making, planning and monitoring efforts. It has also committed itself to living within a “frozen”
appropriation; this allows no growth for inflation, pay raises, or uncontrollable cost increases.
Any growth in funding is expected to come from outside funding streams.

VA’s delivery system is becoming more community-based and less dependent on its
physical plant. In fact, the Under Secretary for Health frequently refers to VA facilities as
“hospitals without walls”. For the first time, VA is implementing enrollment. Once enrolled
veterans may receive a basic health care benefits package for as long as VA has space and
resources available. This year VA is enrolling every veteran who applies—including those in
higher income groups without service-connected disabilities who have generally not been served
by VA facilities in recent years. This policy is an effort by VA to increase the number of
veterans it treats and thus bring down its per veteran overhead costs. In order to accomplish
these goals, VA is opening community-based clinics all over the country, while simultaneously
closing beds, wards, and even hospitals at a rate no one imagined possible as recently as five
years ago.

VA’s basic benefits package does not include long-term care. In a fiscally strapped
health care systemn seeking to serve more veterans with fewer “real” dollars, assigning a
“discretionary” label to these benefits does not bode well for their consistent and reliable
delivery system-wide. Indeed, expensive long-term care and rehabilitative services—
traditionally viewed as VA's “specialties"—seem to be the first casualty of cost-saving efforts.
Recent implementation of policies restricting length of stay for long-term care patients and
drastic reductions in the beds that once served these individuals demonstrate this tendency. Most
of the reductions in inpatient care do not appear to be complemented by increases in care
delivered in outpatient settings. Marginal increases in home care visits, adult day health care and
residential care are not offsetting the decreases in average lengths of stay and the growing
demand for services. Instead. in many cases, VA appears to be emulating the private sector—
referring some of its hardest-to-treat patients to Medicare, Medicaid or other payers.
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Changing Patterns of Health Care Use in the VA

Outpatient Inpatient Days Unique Users  Avg. Visits/User Avg. Days/User
Visits
1994 25442000 30604520 2800000 9.09 10.93
1995 28939000 29599427 2858582 10.12 10.35
1996 29295000 27288860 2937000 9.97 9.29
1997 30436000 24583845 3142065 9.69 7.82
1998 32761000 23157790 3278946 9.99 7.06
(est)
1999 34703000 22031035 3413394 10.17 6.45

(est)

There is some good news. VA is working harder to treat its acute patients more
consistently. It has implemented preventive care, chronic disease, and palliative care indices to
ensure that these practices are delivered in a more predictable manner system-wide. Itis
implementing clinical practice guidelines to ensure the consistent delivery of “best practice” care
for asthma, diabetes mellitus, ischemic heart disease, congestive heart failure, and major
depressive disorders. End-of-life care, including pain management, has become a major focus of
the organization. VA is participating in a major initiative with the Robert Wood Johnson
Foundation to design effective programs for end-of-life care. Geriatric Résearch Education and
Clinical Centers have made major contributions to the practice of care for the nation’s elders.

Most of these programs, however, are centered upon the acute phase of disease or chronic
disease management. But questions still remain: what role should VA play in offering
supportive or custodial care for frail, eldcrly veterans and other vulnerable veterans who, because
of physical or mental impairment, require assistance with daily living activities? If so, how
should it be funded? Does VA have a responsibility to all veterans or just those for whom the
priority of care has been deemed greatest" . S ..

Answerino these questions served as t?ie impetus for the Democratic Staff of the House
Committee on Veterans' Affairs to administer a survey to VA Chiefs of Staff during August-
September of 1998. Of the 145 integrated VA facility chiefs of staff surveyed, 126 (87%)
returned surveys. Responses to thie survey varied tremendously in their quality as measured by
the detail and intemnal consistency of the information provided. Staff attempted, where possible,
to validate most of the data collected from facilities. Because the fiscal year had not ended when
the survey was conducted, data from fiscal year 1998, which Chief of Staffs were asked to
estimate, is particularly suspect.

Nevertheless, the high response rate and consistent trends reported, lead staff to believe
there are dramatic changes in the policy and practice of VA long-term care. These changes have
important implications for veterans and for the nation’s fraying long-term care safety net that
may have to catch them. ’

w A 2
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The median age of veterans in July 1997 was 57.7 years with the two largest groups of
veterans are in the 50-54 vear-old age group and the 70-74 year old age group.'! By 2010 in the
United States the average life expectancy for men is 74.7 years.of age; for women it is 80.5
years.

1. E
While the number of U.S. veterans is declining, the number of veterans who are at least
85 years old will increase from 375-525% in every Veterans:Integrated Service Network (VISN)
until the year 2010 Numbers of vetérans who are at least 63 years old will increase in about half
of the VISNs.> These veterans will require the most intensive and complex medical care and
long-term care services.

Elderly veterans assess their health status to be worse than the general population;
31.8%" of all veterans over 65 years ofa age rate their health status as fair or poor compared to
28.7% of the general elderly populanon Veterans with lower incomes are more likely to view
their health as poor than those in hlgher income groups.

The Survey of! ‘Medical System Usérs found that significant nimbers of elderly
respondents regitired help with daxjy activities or independent living. Because deficits in these
areas are positively associated with age, the néed for some assistance has undoubtedly increased
in the veteran population since this survey was conducted almost ten years ago.

Help with Dally Activilies ~JActivities for Independent Living

65> 65>

None '56% Nong 54%
Heavy Housework 28%. Getting beyond Walk Distance 33%
Bathing 27% Shopping-Pérsonal 32%
Dressing 25% Getting Around Community 32%
Transferring - 21% Shopping-groceries 30%
Climbing Stairs 20% Preparing Meals 28%
Getting Outside 18% Doing Light Housework 24%
Walking 17% Paying Biils 22% .
Tolleting 14% Telephone 15%
Eating 9%

Asa group, veterans are well insured. In 1992; about 89.3% of all veterans had some
health care msutance, 11.7% had public insurance, '48.9% had private insurance and '
28.7% had both public and private; lack of insurance is as$ociated with low family
income and age (younger veterans are less likely to be insired). VA users are less likely
to have insurance than the rest of the veterans’ population.

! Department of Veterans Aﬂ‘au’s, Office of the Asmnm Secretary for Policy and Planning, National Center for

Veteran Analysis and Staristi and Projections of the Veteran Population by, VISN: 1995 to 2010,
November. 1995.
Depmmem of V' ﬂexans Affairs, Esnmales and Projections of the Veteran Popuiation by VISN: 1995 to 2010",
of V Affawrs. National Center for Veteran Analysis and Statistics, Assistant Secretary for Policy

and Planmng Survey of Veterans: p. 34.
* Commurtee on Ways and Means, U.S. House of Representatives, 1998 Green Book: Background Material and
Data on Prog within the Jurisdiction of the C ittee on Ways and Means, May 19, 1998, p. 1045,
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While changing. V'A’s patient population is still mostly men (96%). Members of
minorities also disproportionately use VA services compared to their representation in the
Armed Services.

Networks have a surprisingly equal distribution of age and need among their users.
In FY 1997, only one network, VISN 2, had a statistically larger portion of its patient
population that was at least 85 years old. VISN 3 had sxgmﬁcantly more unique patients
that were categorized as “special (or complex) care” pauems and VISN 18 had a
statistically smaller portion of veterans in this category. VISN 2 also had a higher
portion of “special care” users who are at least 65 years old. VISN 2 and VISN 3 have a
statistically higher portion of unique users who have special needs and who are at least 85
years old. Some of these statistics may indicate suppressed -demand. For example,
VISN 8, which serves Florida, a well-known retirement area, may not have the capacity
to serve all of the elderly veterans in the network.

BUDGETS FOR LONG TERM CARE
In 1998, VA medical centers offering a complete response to the Chief of Staff
survey estimate they will allocate about- 12.99% of their budgets to long term care

Portion of Budget Devoted to LTC

services®. This compares to 13.76% in 1997. Ilﬂegm , in 1995, Medicaid spent
68.6% of its payments for the aged, 20.6% of its paymen’fs for the disabled, and 30.2% of
its total vendor payments on-care delivered in skilled nursing facilities and home health
services.” Medicare spent 14.7% i in 1995 and estimates it will spend 16.5% of its Part A

% VA determines basic care znd specual care for purp of # allocation. Vi who are
c:tegonzed as “special care™ users are those who its previous 11 thodology identified as resource
care included in this group are those with disorders including (in order of VA's national'cost in

1997) are schizophrenia and dementia, stroke, SCI old injury, rehabilitation, residents in community nursing homes,
other psychosis. end stage renal disease. clinically complex patients. low activities of daily living, and Post
Traumatic Stress Disorder (other care groups are also mc|uded)
© Included in their resp were costs iated with all g home, d liary. psychiatric rehabilitative and
other community residencies. home care, homemaker home health aide, and adult day care provided in VA, state or
community settings.

“House Commiftee on Ways and Means, 1998 Green Book, p. 984.
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and Part B benefit payments in 1998 for skilled nursing facilities, home health services
and hospicz2

VA facilities spend most (81%) of their long-term care budgets on nursing home care
in VA (56%), community (14%} or state nursing homes (11%); in contrast, nationally, it
is estimated 70% of all long-term care spending for the elderly is for nursing home care.
Nursing homes consume 66% of all Medicaid expenditures for the-population eligible by
virtue of bemg elderly and 8% of Medicaid expenditures for the elderly are spent on
home care’. Veterans Integrated Service Networks (VISNs) spent between 66-92% of all
long-term care dollars on nursing home care. .

VISNs made the second greatest investment of their long-term care dollars to
domiciliary care offered in VA (8%) and state homes (1%). Domiciliaries generally offer
board and care to veterans who are able to perform self-care duties, but who may require
some supervision. Domiciliaries may include a limited medical component.

As VA closes its inpatient psychiatric care beds (see below), VA facilities are
beginning to invest more of their long-term care dollars in Psychiatric Residential .
Rehabilitation programs (3% of the total LTC budget). A small share of the long-term
care budget also is invested in overseeing the Community Residential Care program for
veterans, a program which is primarily ﬁpanccd by the veteran.

L] NURSING HOME
WODOMICILIARY '
OHOME CARE i

ORESIDENTIAL CARE -

WOAY CARE : i
[N ————— |

VA is still making relatively small investments in home care for veterans. In
1998, VA respondents estimated they would invest 3% of their LTC budgets in Home-
Based Primary Care, about 2% in Homemaker/Health Aide programs, and less than 1%
in Contract Home Health Care programs. .

Adult Day Health Care programs run by VA or provided by the community
demanded less than 2% of the VA long-term care budget

* 1998 Green Book. p 107
® Ways and Means. 1998 Green Book. p. 1059
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Facilities estimate they have provided less nursing home care in FY 1998 than in FY
1995; average daily census in all 3 nursing home settings dropped by almost 2%.
Average daily census in VA nursing home dropped by 2% and the average daily census
in contract nursing homes dropped by 25%.

Only state nursing homes realized an increase (15%) in average daily census. State
homes demand the smallest commitment from VA in terms of daily operating costs.
Unfortunately, State homes are not always available to VA because of geographic
inaccessibility and their own restrictions on the types of patients they will admit.
Increasingly many state homes are also reaching capacity levels. Forty-six-percent of VA
respondents do not place veterans in state homes.

Facilities estimate that they have slightly increased average daily census workloads
(by 2.25%) in VA and State Home domiciliaries between FY 1995 and FY 1998; some
VA domiciliaries have designated domiciliary beds for homeless veterans.

Workloads of home health care increased between FY 1995 and FY 1998. VA
Home-Based Primary Care average daily census decreased by 31% across the system, but
more than doubled in VISN 14 (120%); contract home care visits increased by 30% with
the largest program growth occurring in VISN 18. Homemaker/Home Health Aide visits
more than doubled during this period increasing exponentially in VISN 3.

Community residential care average daily census more than doubled between FY
1995 and FY 1998 with the most program growth reported by VISN 12; VA has also
instituted Psychiatric Residential Rehabilitation programs in many networks maéstly on -
the east coast that have significant average daily census, VISN 9 has expenenced
tremendous growth in this program.

VA has increased both the adult day health care visits it provides (28.9%) and that
which it sponsors (36.2%) between FY 1995 and FY 1998. Akogether it has increased
visits by 35% over this period. VISN 15 demonstrated the greatest mcrease (250%) in
visits.

Patterns of expenditures in networks vary tremendously. Curiousty, VISN 2, which
invested a statistically higher share of its overall budget to LTC services than any other
network, devoted less to VA, community, and state nursing home care (66%) than other
VISNs. It had a higher share of its budget invested in homemaker/home health aide
programs than other networks. VISN14 has statistically lower investment of LTC
dollars in VA nursing home programs and a statistically higher portion allotted to state
home nursing homes. VISN 1 and VISN 22 allocated significantly greater portions of
their budgets (28% and 31% respectively) to community nursing home programs. VISN
17 commits more than a fifth of its LTC budget to the VA domiciliary program. In VISN
16, 10% of the LTC budget is committed to VA Adult Day Health Care. VISN 19 has
allocated 10% of its LTC funds to Psychiatric Residential Rehabilitation.
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VA has closed beds_in almost every setting. VA has decreased its nursing home beds
by 9% from 13,600 to 12,387, VISN 15 experienced the greatest loss in beds (60%) but,
VISN 21 increased its VA nursing home beds by 60% during this same time. Owerall in
responding facilities, VA closed 55% of its psychiatric beds between FY 1995 and FY
1998 going from 15,188 beds to 6,850 beds.in FY 1998. VISN 17 was exceptional in
increasing its beds by 43% during the same period. VA has decreased its rehabilitation
beds across the nation by 16%. In FY 1998, responding facilities had 671 rehabilitation
beds as compared to 794 beds in FY 1995. It has also designated 569 subacute beds
(some networks do not use this category of bed); VISN 10-has the greatest number of
subacute beds (92). VA’s intermediate beds have been reduced by 64% from 7,059 to
2,516 beds in FY 1998. Respondents in VISN 14 and VISN 22 significantly increased
intermediate beds at the same time (by 89% and 44% respectively). VA respondents
closed 29% (almost 2,000) of their domiciliary beds. VISN 21 added the greatest
proportion of beds, tripling its program size.

YA POLICY RESTRICTIONS IN LONG-TERM CARE DELIVERY

Current law guiding Veterans Benefits (U.S. Code 38, Title 17) does not limit care to
any eligibility group obtaining care in any VA inpatient setting, but does limit VA from
paying for care received for non-service-connected conditions in Community Nursing
Homes-to 6 months; the Secretary has authority to extend that care by 45 days in certain
circumstances..

Most VA facilities are developing or employing means of limiting, beyond
parameters in statute, the availability of institutional and non-institutional long-term care.
Some of the parameters are defined by tools that guide resource utilization in managed
care organizations, such as Interqual, or criteria payers use to proseribe reimbursement,
such as the Health Care Financing Administration’s guidelines. VA also compares itself
to its own like facilities and sometimes “benchmarks” to community standards for length
of stay and appropriate patient placement.

VA uses criteria from InterQual, Health Care Financing Administration, and
comparable facilities’ length-of-stays for the same diagnoses to limit inpatient psychiatric
care, substance abuse treatment, and treatment of Post-Traumatic Stress Disorder. In
addition, many of these services are only offered on an ambulatory care basis in some VA
facilities. For the facilities that offer acute psychiatric care, some limit length of stay to 7
days. For the 20 networks that use:Interqual standards for some purposes, guidance
recommends inpatient placement only for suicidal or homicidal ideation; some might
argue that these criteria set too high a:bar for admission. Thirty-four percent of
respondents did state they were-using Interqual.or other.utilization review practices to
manage use of acute inpatient psychiatric care.

Forty-one percent of respondents did not have an hospital inpatient substance abuse
treatment program; 34% did not reference testrictions in substance abuse programs;

3
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24%% used Interqual or other utilization review to manage programs. [nterqual only
identifies standards for detoxification and does not address substance abuse treatment.

Forty-three percent of respondents did not have an hospital inpatient PTSD treatment
program; 34% did not reference restrictions; 22% used Interqual or other utilization
review to manage programs. It is important fo note that Interqual only identifies
standards for acute psychiatric care needs and may not be applicable to PTSD treatment.
Inpatient care for substance abuse or PTSD (if offered) is generally limited to 21 days, or
28 days for those with complex care needs or, comorbidities.

Widespread variation in categorization of VA beds as nursing home, rehabilitation,
intermediate, or subacute hinders clear distinctioris between these bed types across the
system. Many VA medical centers now categorize beds formerly known as nursing home
beds as “highly skilled rehabilitative care” or “transitional care” beds.

Resource allocation may also play into VA’s decisions about designating beds. For
example, nursing home patients are now reimbursed at the “specml rate” (about $32,000)
rather than at a “basic care” (about $2,300). For each unique nursing home patient a
medical center treats, the facility receives more than ten times the basic rate. So while
many “nursing home” beds are now performing rehabilitative or restorative care
functions it behooves facxlmes niot to change the bed designation to reflect the mission
change. . .

Such reimbursement practice also creates incentives for managers to treat more
patients over ‘shorter periods of time. While the reimbursenient rate for special care is
substantxally more than that for basic care, it is often.not nearly enough to provide
nursing home care for a veteran for the full year (at a cost of between $60-80,000).

Given the reimbursement, most facilities have made pragmatic decisions to maintain bed
designations, shorten lengths of stay to about the 6 months for which they are reimbursed,
and increase the number of unique patients treated in their nursing home beds.

Rehabilitation beds have decreased significantly. Sixty-one percent of respondents
declared they had no rehabxlltatlon beds. Two percent said they had rehabilitation beds,
but only for very specialized purposes. Eleven percent said that they restricted care based
on some sort of utilization review criteria. Twenty-five percent referenced no
restrictions. Rehabilitative care is sometimes limited to as few as 14 days.

VA does categorize some beds as “subacute” but these beds are used for a variety of
purposes. including supportive care for psychiatric or substance abuse patients, or
observational care not requiring admission, not generally viewed as “subacute” by other
providers. Only 25% of respondents had subacute beds; 14% of respondents referenced
no restrictions in care; 11% applied utilization review techniques to subacute care.

Sixteen-percent of all respondents had no VA nursing home beds; another 5% stated
they only offered care to non-service connected veterans when tesources were available.
Thirty-seven percent of facilities no longer offer life-time placement in VA nursing
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homes to service-connected veterans—in contrast only 7% mentioned that they offer
indefinite care for veterans with over 50% service-connection or indefinite care for SC
condition; 44% no longer offer life-time placement to non-service-connected veterans,

Most nursing homes use beds for rehabilitative, restorative, or palliative care
purposes. Patients are generally told they will be discharged when they stop making
progress toward treatment goals or when the “maximum benefit of hospital care” is
achieved (usually in about 6 months).

Fiftv-nine percent of respondents limited contract nursing home care for service-
connected veterans by limiting time (19%) or to care for the service-connected condition
only (33%), and 5% only offered such care when funds were available. Seventy-three
percent limited, beyond law, contract nursing home care for non-service connected (55%
put additional restrictions on time and 18% only offéréd contracts when funds were
avallable)

VA miedical center respondents pay for 0—120’days of ciire for veterans with non-
service connected conditions. Often VA will first try to identify alternative payers.
Some note they will pay community providers longer in extraordinary circumstances.
One network (VISN 20) has a standard policy of limiting all community NH contracts to
45 days; -howeVet; a facility within the VISN 20 noted that it has even shortened this
payment time period for non-service-connected veterans.

Thirty-six percent of respondents stated they had no intetmediate beds; 19% claimed
they managed care in beds actording to utilization review ctiteria, by limiting time or by
using them only for a specific purpase. Intermediate beds in VA often serve
rehabilitative and subacute purposes as do nursing home beds.

N N N
POPULATION

VA medical centers are employing 2 number of practices to identify the need for
nursing home or long-term care among its patients. Besides a veteran’s eligibility and
priority for care, his or her needs are assessed for a match with available services (for
example, many VA medical centers no longer admit veterans for custodial care
purposes). Many facilities note that VA’s resource availability (funding, personnel and
beds) is considered in determining whether to admit or reimburse care for patients. -

A third of all respondents stated they used a screening committee to select candidates
for long-term care services and to identify appropriate placements for them. Another
quarter - ideritified such pauents through routine admission screens, as part of the
discharge planning process of through utilization review processes. Fifteen percent only
offer care for specific medical needs; another 14% identify specific risk factors in
patients who are placed.

10
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Some facilities have automated data systems that identify patients with these needs.
Still others use social workers and referrals to identify patients who need services. Most
facilities are looking for veterans who may benefit from short-term'rehabilitative care or

evaluative services. These panels also consider such factors as veterans’ insurance,
caregiver support, and assets. They also consider the medical needs of the patient
(deficits in activities of daily living (self-care) or independent activities of daily living
and cognitive skills). Some facilities with special programs for veterans with
Alzheimer’s, other dementia or geri-psychiatric disorders identify veterans for this type
of treatment that fill voids for care they cannot acquire by contract.

PAIN MANAGEMENT

Many facilities (71% of respondents) have some type of pain management
programs; some take the form of palliative or end-of-life care programs. These
programs differ significantly in diagnoses referred (from chronic low back pain to
cancer), services offered (medications, physical therapy, cognitive behavioral or
psychological/educational/spiritual programs to comprehensive and state-of-the-art multi-
disciplinary care), and how they are operated (inpatient, outpatient, or by primary care

providers with consultation).

Conditions Treated and Services Offered
By Various VA Medical Centers

ST g Services Ofieed

e Lowback pain - e Qutpatient management

e Headache e Inpatient patient controlled analgesia,

¢ Chronic post laminectomy pain detoxification

® Acute Head and Neck Pain with radicular pain, e Nerve and root blocks

* Complex regional pain syndromes * Epidural injections/blocks

e Neuropathic pain syndromes * Acupuncture

e Myofascial/fibromyalgia pain * Massage, manipulation and touch therapy

e Vascular and atypical headache pain e Mental health

e Cancer pain e  Spiritual counseling

*  Acute post<0p pain e Transcutaneous electrical nerve stimulation

«  Chronic joint pain (TENS) ..

*  Patients with behavioral disorders, including drug | ® Physical and occupational therapy
seeking e Pool and hydrotherapy

e Chronic cervical pain * Prosthetics

® Sciatica o Trigger point injections

*  Arthralgias ¢ Medications.

* Spinal stenosis e Neuralysis

e Connective tissue disorders * Cryoanalgesia

* Thalamic pain syndromes e Stellate ganglian injections

e AIDS neuropathies * Spinal stimulation

e Chronic neurologic conditions e Infusion pump

«  Myelopathy o Radiofrequency ablation

11
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Phantom pain

Degenerative disk, spine, facets disease
Lumbar arthritis

Herpes Zoster

Stump, amputee pain

Spinal Cord Injury pain

Migraine

Phiebitis

Reflex sympathetic pain
Musculoskeletal pain

Renal failure

Causalgia

Ischemic limb pain

Post-herpetic¢ neuralgia

Spastic disorder

Nociceptive pain

Lumbar disc displacement
Lumbosacral syndrome
Osteoarthritis

End-stage pulmonary disease

Heart failure
Nodulus
Tenosynovitis
Bursitis

/
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Stellage blocks

Lumbar sympathic blocks
Cardal block

Steroids -~

Axillary blocks

Cervical epidurals

Facet blocks

Intercostal netve blocks
Management of side effects
Strontium treatment
Intrapleural catheter infusion
Invasive procedures

1ce/hedt therapy

tissue mobilization
spinal‘cord stimulation
neuroprobe

Cognitivé Behavior Therapy
Hypnosis ~ * -+ -
Traction

Biofeedback

Myotherapy

Percutaneous electrical nerve stimulation
Intrathecal analgesia
Neurosurgery

Sympathetic blocks
Membrane stabilizer therapy
Chronic narcotic use
Steroids

Biopsies

Brachial plexus

Ilioinquinal

Psychotropic drugs for depression
BA toxin injections

Twenty-nine percent of respondents offered no pain management programs to
patients. One-third of programs offer care for chronic or terminal conditions. A quarter
more treat multiple syndromes and conditions; 12% treat specific diagnoses only.

Of those who offer pain services, more than half deal with conditions in holistic ways
that consider veterans’ physical, psychological and spiritual needs. VA medical centers
offer a surprising number of altemative care therapies to address patients’ needs (see
above). About 20% offer medication and anesthesia management for pain symptoms.
Ten percent of programs are managed on a consultative or referral basis. "A féw ‘programs
use either psychosocial counseling and behavioral therapy or physicat therapy for pain

treatment.

12
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Most pain services involve personnel from a vartety of disciplines working
together to develop a comprehensive pain management program. Over three quarters of
the responding facilities with programs identified many disciplines involved in them.
Most of the remaining programs (about 20%) were operated as consultative services
which responded to a treatment team or physician and advised about appropriate
medication or therapies. The best of these programs are holistic in their orientation.
Some facilities offer patient education and psychological coping techniques such as
cognitive behavijoral therapy, biofeedback; refaxation techniques:-and support groups. A
few facilities even subscribe to alternative therapies such as acupunctire, hypnosis, and
massage therapy. Some work as consultative teams or through telemedicine, working
with primary care practitioners to resolve pain issues and some offer distiget clinics or
inpatient programs. Other facilities are primarily diagnostic programs offering
neurological evaluation. Some provide physical and occupational therapy. Some offer
narcotics contracts and medication management.. These services obviously require
multispecialty-expertise—nurses, psychologists, social workers, rehabilitation medicine,
nuclear medicine and pharmacists.

Recently, VA has developed an initiative to make pain “the fifth vital sign”.
Guidance has instructed all VA directors that clinicians will begin to screen for pain as
part of a standard evaluation protocol by documenting patients’ self-assessment of pain
on a ten-point scale. Patients with pain that rates above a certain level will be referred,
further assessed-and treated,

In the early 1990s, VA circulated a directive to each facility requiring
development of a hospice capacity. VA has had spotty success in implementing the
guidance. According to the survey, many facilities (8%) state they still have no formal
programs. Some facilities claim they use consultation teams, although the contribution of
such teams may be negligible because so few clinicians are aware of-them. Some VA
medical | centers sponsor hospice programs by contract. A few facilities have formal,
stmcmred inpatient programs that allow families to remain at yeterans::bedsides until
death, offering advance directives in which veterans’ identify:their preférences for care- .
and interventions near death, comfort care, bereavement counseling, and spiritual and
emotjonal support. Some offer home-based hospice through their own primary cars’
teams. Hines VA ‘Agdu:al Center h3s the only designated outpatient hospice.treatirent
program—it is accredited by the Joint Accreditation of Health Care-Organizations, and »
treated about 23 patients at a time, mostly in their own homes.

. Others provide respite for caregivers and m,panent care (usually in numnghome
or lmennedlate care beds) at VA when necessary. Staff involved in all of these programs
are nurses, social workers, chaplains, psychologists, and physicians.

Hos;;ice is a program that meets.a need for térmil:lal Ly il individuals with a life

expectancy of about 6 months where death will come after a clear decline period.
Individuals with AIDS and cancer are often treated by hospice. Medicare also reimburses

13
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hospice providers, and VA often refers veterans with this coverage to commumty
programs that will accept their Medicare. -~ . .

VA is also partof a consortium that will assess the effectiveness of applying - -
traditional palliative care techniques to individuals who are terminally ill withdiseases
that have generally not been subject to them. VA will conduct the clinical care at 6 sites
within VA. While hospice often responds to illnesses that have certain decline paths, such
as cancer-or AIDS, this demonstration project, called Medicaring will target veterans with
Congestive Heart Failure, Chronic Obstructive Pulmonary Disease, stroke, and dementia.
Through early intervention with these individuals, participants hope to allow veterans
more planningiime to address medical management, advance directives, pain
management and wishes for emotional support.

’l'hose VA medical centers that have hosplcc make lhc service available to
veterans in a wide variety of ways. Half of the facilities with programs have a hospice
team available on a consultative basis. Another 16% stated they had hospice beds on the
part of a unit (usually nursing home or intermediate bed sections). Drawing the
distinction between those who offered some care in another unit’s beds and the additional
7% of facilities that claimed to offer “palliative care™ 6nly was somewhatdifficult given
the information submitted. Another 9% offered inpatient hospice care in- undcsxgnated
beds..Seven percent more said they offered hospice as part of their “‘continudm of care”
(oﬂen making referrals to programs in the community for home-based services and
allowing veterans to come back to VA for inpatient care or respite for care givers). Only
fourteen facilities (about 10% of respondents wnth*‘ivrograms) offered a special VA
hospice unit or program for patients. It is difficult to assess how many VA medical
centers offer hospxce ds opposed to pain managernent based on the respoﬂses glven

Like pain management programs, most facilities use staff from a variety of
disciplines to treat'lospice patients. Most often staff are assigned to hospice in addition
to other duties (46%). Only about 10% of responding facilities stated they had a
designated staff for hospice. . Another 10% assigned a coordinator to manage hospice
services or'provided hospice by contract. More than a quarter of all responding facilities
assigned no staff to hospice..

Given the wide disparities in ways VA makes hospice services available to veterans,
it was difficult to get an accurate accounting of hospice census.. Only about half of the
faciltties responded to the question. Those with specific hospice inpatient umnits were
most capable of tracking this number and treated:between 5 anid 15 pdtients at a time.*
Almost 70% of facilities reported an.average daily census of between 1 and 10 patients.
The largest progfam estimated: it offered hﬁsplce services (through a vanety of means) to
up to’50 patients daily. s

Sh

Some facilities assign a team to assist veterans and the:r families with 1dennfymg
community resources and sommétimes, to track and’ coordmate with community care
providers. \{am Va\ nursing homes have palhatrve care beds. ‘Some follow end-of-life
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treatment protocols. Some provide hospice services through contract care providers.
These programs tend to rely extensively on nursing services.

CARE MANAGEMENT

Care management strategies vary widely in use and effectiveness across the VA
system. Yet experts agree that continuity of care is imperative for older patients because
of their tendency to have chronic and multiple diseases. Effective case management is
the best way to ensure care continuity. ’

Many facilities have Geriatric Evaluation Management (GEM) clinics and some also
have GEM inpatient services available. About half of all respondents specifically
addressed these GEM programs as tools they used to help managed geriatric care.
Inpatients being evaluated by a GEM are often housed in the nursing home or in
intermediate care beds.

Some veterans are assigned to geriatric primary care teams—these teams may or may
not follow the veteran across care settings; some at-risk geriatric veterans are assigned to
geriatric case managers (one facility has a memory clinic—case workers are assigned to
its veteran patients); some other primary care teams rely on expertise in geriatric care
from a consultative body; a few facilities are using “continuity of care teams” that offer
case management and follow patients across settings; several more offer geriatric
patients a single “point of contact” within the facility; some ficilities use an internal
liaison (usually social workers or nurses) to refer care from VA to appropriate
community providers and to monitor care received there. About two-thirds of responding
VA facilities used one or more of these strategies for managing geriatric patient care.

VA now has authorized 18 Geriatric Research Evaluation Clinical Centers
(GRECCs), but only 16 were operating when this survey was administered. Eight
responding facilities mentioned GRECCs were involved in coordinating plans for
managing geriatric patients care.

VA ha$ a aumber of screening instruments it uses to determine appropriate
placements for patients including the Resident Assessment Instrument and InterQual.
Other facilities referenced admission screening, discharge planning, and screening
committees or interdisciplinary care teams as means by which they managed geriatric
patient flow. Other facilities had a geriatric product line which asked in care
management (over one-third of respondents).

Some facilities have special psychiatric programs that care for arid research
veterans’ psychiatric disorders—Alzheimer’s disease, other dementia and other
behavioral disorders. Some facilities employ protocols for managing conditions to which
elderly veterans are often prone (pressure ulcers, falls, urinary incontinence); some have
management programs for chronic disorders such as congestive heart failure, stroke,

' Terne Wetle and Rowe. John W.(eds.), Older Veterans: Linking VA and Community Resources, Harvard
Umiversity Press, 1984, p. xav
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Alzheimer's or dementia and periodic interdisciplinary medication reviews. About 20%
of facilities mentioned these strategies for managing care. Two VA medical centers
mentioned use of educational opportunities, such as LTC symposia and weekly
conferences, to ensure care for veterans is state-of-the-art.

DISCHARGE PLANNING

Most facilities (more than half of respondents) describe discharge planning as an
interdisciplinary process of evaluating, planning and coordinating care for patients.
Often this team is also involved in treatment. While usually spearheaded by a social
worker or nurse, can involve primary and specialty physicians, other attending care
givers, rehab medicine (Occupational Therapy, Physical Therapy /Kinesiotherapy),
dietitians, pharmacists, and home care teams. Most facilities with case managers involve
them in the process.

A quarter of respondents indicated that discharge planning begins at initial
assessment or admission; if patient’s stay is to be time-limited, the facility may explain
this to family or the veteran at admission; generally patients are screened and their needs
are analyzed and documented; treatment goals are established and progress toward those
goals is reviewed at periodic intervals or, in the event of changes in patient status, during
the patient’s stay.

One-quarter of facilities explicitly stated that discharge planning involves patient
and family members as appropriate, particularly in planning for return to community:
About 4% indicated they assist patients or family members with identifying other
payment sources, including applying for Medicaid or other programs if appropriate.
Others discuss, identify and choose appropriate referrals with patients.

Half of the responding facilities indicated that they made appropriate referrals as
necessary.

Nurse and social workers are often involved in discharge planning. More than a
quarter of facilities stated that they took the lead in ensuring a discharge plan was
completed. Some coordinate referrals made by treatment teams without any direct care
role.

Sometimes veterans are told to identify the resources within their own
communities; usually (at about 10% of responding facilities) a facility assigns a liaison
(often a social worker or a nurse) or a team to coordinate and sometimes monitor care in
the community; some facilities also schedule an appointment with the patient’s primary
care team.to facilitate continuity of care.

. At more thap 10% of responding facilities, long-term care discharge usually
occurs when treatment “goals” are met (ostensibly based on the patient’s achievement of
“maximum functionality” in the care setting). Other factors considered include
expiration of the specified length of time for admission, the patient’s medical stability
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and achievement of “spend down™ or identification of another available placement. Only
one facility mentioned that they had an impasse board for resolution of disputes about
discharges.

About 10% of respondents linked discharge planning to case management—some
assigned patients to an inpatient care team for each care episode and some indicated that
discharge planning was assigned to the case manager (although that manager may not
have been directly involved in the epxsode of care).

OBSERVATIONS

. Lack of Congressional mandate to offer or define long-term or nursing home care is leading

to gradual dismantlement of the VA program as need grows and budgets dwindle.

. Because of their demographic characteristics and health status veterans who have relied upon

VA are more likely to be reliant upon it for long-ternt care than other veterans or those in the
general population.

. Veterans’ peak demand for services begins now.
. Proportions of budgets invested in Medicare and Medicaid-sponsored long-term care

substantially outweigh VA’s investments in these types of care. Long-term care for all
programs—those for the frail elderly as well as those for the chronically mentally ill—are
threatened. Because-they are entitlement programs, Medicare and Medicaid may be better
equipped to reimburse the care needs of its beneficiaries.

Congressional direction and historical orientation toward acute academic medicine may also
be contributing factors in VA’s failure to address and protect long-term care.

In contrast, VA is making some strides as a subacute care provider. It is managing chronic
disease, terminal illness and pain more effectively—aspects of the care continuum that fall
between *“acute” and “long-term” care and have long been neglected.

Changes in workload since implementation of VISNs indicate that VA is beginning to favor
investments in non-institutional care venues over nursing home and institutional care. VA is
dropping census in its nursing homes and increasing home-based care, residential care, and
adult day health care. Inpatient programs are traditionally the foundations of geriatric
clinical and research expertise within VA's system. They must not be allowed to vanish.
VA is also shifting some of this care (particularly home-based care) from its own programs
to contracted community programs. While it is important for VA to maintain and enhance its
own expertise in geriatfic programs, contracting, particularly for home and community based
care must increase if VA is to adequately address the growing needs of a geographically
dispersed aging population. VA will have to improve current oversight and case
management capacities to effectively manage these services.

. VA’s loss of inpatient beds that have traditionally responded to veterans’ long-term care

needs is precipitous. Workload dropped from these beds does not appear to be
accommodated by new outpatient visits or programs for which VA delivers or contracts.
Expensive programs for managing the special care needs of the aging veterans’ population,
such as Alzheimer’s and geripsychiatric programs, are hard-pressed to continue operating
under the current budget scenario with the system’s new priorities pulling them in opposite
directions.

. Organizational policy guiding resource allocation and utilization reflects VA’s diminishing

commitment to long-term care. Many of the choices Headquarters and the networks have
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made appear to be resource driven and much of VA’s recent policy regarding long-term, sub-
acute, rehabilitative, and psychiatric care appears to be based upon that of private-sector
managed care providers. -

. Efforts to manage care, thus continuity, across the system are still spotty. While VA has

assigned most of its regular users to primary care teams, providers for geriatric patients may
needamore expertise to effectively addressing their complex-social andrmedical needs.
Utilization review and processes that ensure adequate placement and resource utilization are
critical to the systern, in terms of ensuring “value-oriented care”, for both the patient and the
organization. Presently, VA’s systems seem to do a better job safeguarding the needs of the
organization. Patients and their families still appearto need more information, more
opportunities for representation or direct input into the-important decision-making processes
that effect care, and more effective and timely procedures for grievance.

Congress should make clear its intentions about long-term services with a pragmatic eye to
future funding for the system. Because of-fiscal restraints, VA cannot serve ail of the
veterans who currently rely upon it for acute care services. Instead, Congress.must establish
new priorities for long-term care within this population.of veterans and identify the programs
to which these veterans are entitled. Doing so is the only means by which Congress can -
assure VA'’s long-term care mission and expertise-are not left behind. .
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APPENDIX A
VETERANS INTEGRATED SERVICE NETWORKS
Innovative Programs and Services for Geriatric Veterans
VISN 1
Boston, MA GRECC (Bedford)

Basic Biomedical: Neurosciences/Cognitive Disorders

Applied Clinical: Dementia

Health Services: Decision Support Technology

Boston, MA GRECC (Brockton/West Roxbury)

Basic Biomedical: Metabolism, Cardiovascular Physiology and Pharmacology
Applied Clinical: Genito-Urinary, Dehydration, Cognition

Health Services: Epidemiology, Health Policy

Interdisciplinary Geriatric Clinic

Alzheimer’s Day Health Care

Community Residential Care targeted at the Elderly

Community-based (senior citizen housing) Primary Care Clinic

Assisted Living

Immunizations Clinic

Nursing Home Screening Clinic

Geropsychiatric Care Team

Extended Respite (In one month; home one month)

Home-based primary care for the Mentally Il :

Nighttime contract adult day health care services for patients with “Sundowner’s Syndrome”
Additional fee for health aide services delivered in contract Adult Day Health Care Centers

VISN2

UPBEAT—Unified Psychogeriatric Biosocial Evaluation and Treatment program: identifies
patients with alcohol abuse and affective disorders on an outpatient basis.

Telemedicine at CBOCs to rural community nursing homes for clinical care and geriatric
training of fetlows o ’
Fair Care—Demonstration project for health care delivery for dying patients and support for
their families

Vet Center—a congregate living area for indigent veterans and families which uses
telemedicine for assessment and education.

Chronic Care Networks for Alzheimer’s Disease (VISN 2 and Alzheimer's Association is
involved): operational laboratory to test proposed ways for imprving care for people with
Alzheimer’s related dementias within the constraints and opportunities of risk financing.
VA Web Page Reterral Site for Long-Term Care Options in area

Nursing Home Without Walls—A project that works at 75% of annual cost of HRF’s and
SNF's in the patient’s county of residence for outpatient services.
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¢ Labmobile
s Community Outreach Worker

VISN 3

¢ Palliative Care Team which follows end-of-life care across settings (at home the team
provides consultation to HBHC teams)

Follow up on discharge by Telephone Triage Team

HBPC is equipped to deliver skilled services on a short-term basis

Home assessments of high-risk veterans in the community

Dementia Unit for veterans who wander or exhibit socially inappropriate behavior
Urinary Continence Program

Music Therapy for Bed-Bound Patients

Fall Reduction Program

Intensive Psychiatric Community Care

Supportive Housing

Social Skills Transitional Living

Senior Support Services

Treatment of patients who are ventilator dependent or on IV antibiotics on a subacute level

VISN 4
Pittsburgh, PA GRECC (new, 1999)
Strokes in Elderly

End of Life Planning

Dementia Clinic

Psychiatric and Geriatric Capability in HBPC

Implementing IMPACT-Activities of Daily Living: Uses team approach to 1mprove one
deficient ADL which will make a patient less dependent and may enable care in a less
restrictive environment and improve quality of life

VISN §

Batitimore, MD GRECC

Basic Biomedical: Hormonal regulation of lipoprotein lipid, glucose, adipose

Applied Clinical: Effects of interdisciplinary treatment of risk factors for cardiovascular disease
in older veterans with abodominal obesity, type II diabetes, hypertension, and
dyslipoproteinemia, through exercise and nutrition, and cigarette smoking cessation.  :
Health Services: Survey of prevalence and current treatment of risk factors for cardiovascular
disease in community dwellings where veterans are using VA facilities.

e Geriatric Health Promotion: Provides patient education on medications, nutrition, and
exercise

e Home IV Therapy Program

e GRECC sponsored preventive care in cardio-vascular disease

VISN 6
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Durbam, NC GRECC )

Basic Biomedical: Neoplasms and Aging; Cardiovascular Disease and Aging
Applied Clinical: Cancer; Cardiovascular Disease; Bones, Joints and Dysmobility
Health Services: Health Promotion and Disease Prevention SR

» Restraint free environment; use of innovative adaptive equipment (*Mercy Walkers™)

o Geropharmacy evaluation and follow-up

o Use of Wanderguard System—an electronic device which allows unrﬁtx;gcted mpvement for
confused veterans in the Extended Care Unit.

o Geriatric Primary Care Program

¢ Primary Care Team Follow-up

e Alzheimer’s Qutpatient Clinic with Multidiscipline Staff’

VISN 7
e The Bronze Clinic: A primary care program for frail elderly veterans
e Telephone Liaison Program

el

VISN 8

Gainesville, FL GRECC

Basic Biomedical: Gero-pharmacology

Applied Clinical: Gero-pharmacology

Health Services: Exercise physiology and wellness program for healthy and sick elderly
Miami, FL GRECC

Basic Biomedical: Bone and Cartilage Metabolism; Prostate Disease; Neurodegeneration
Applied Clinical: Osteoporosis and Osteoarthritis; Paget’s disease; Prostate Cancer;
Parkinson’s

Health Services: Rehabilitation (falls and injuries); Preventive Services

Geriatric Primary Care Program

Gait and Balance Clinic

Memory Disorder Clinic

Wound Clinic

Telecare

Teleheart

Vent Dependent Home Care

Hoptel: Short-term Self-Care Unit

Senior Companion Programs—Volunteer supervision of Alzheimer’s Disease

Incontinence protocols

Weekly medication review meetings with pharmacist, primary nurse and physician;

a pharmacist is located at GEM and Primary Care Geriatrics Clinics for assessment of

polypharmacy, drug interactions, and medication education;

* medication usage monitoring on antidepressants, neuroleptics, insulin, and oral
hypoglycemic agents

* a restraints-free environment

e reminiscence therapy sessions
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» aerobics with a PT.

A}

o Geriatric clinic

¢ Mobile health stations

o Palliative care ‘

* Geographic case manager to assist veterans with identifying community resources
e Extended Community Outreach program

* End-of-Life Planning

VISN 10
Cleveland, OH GRECC (new, 1999)
Cardiovascular disease in the elderly

Senior Companion Prograim-—volunteer home visitatioh program
Telecare—volunteer phone visitation program with referral to SW
Comprehensive restorative—restorative care program combined with recreational activity to
improve quality of care
+ Community re-entry program

VISN 11

Ann Arbor, MI'GRECC

Basic Blomedlcal Neurosciences and Metabolism/Nutrition

Applied Clinical: Autoriomic Function]’ ‘Diabetes Mellitus, Hypertension, Otal Health
Health Services: Cost and Quality of Health’Care

Alzheimer's Program

Lifeline

Medical/Psychiatric Unit for Elderly with Behavioral Problems
Senior Companion Program

VETS program

Veterans Independent Program

Wanderguard

Local high school student visitation

Geriatric primary care

Advance Directives Clinic—offered twice weekly

Family Sgppon Clinic (for terminal patients and their loved ones)

® & & & 06 0 0 0 & o o

VISN 12

Madiso, WI GRECC '

Basic Biomedical: Cancer/Immunity/Nutrition

Applied Clinical: Swallowing, Geriatric Oncology

Health Services: Critical Junctures in the Continuum of Long term Care
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» Reacuvation Center (funded by AMVETS)—provides comprehensive and focused
rehabilitation to the frail elderly on an inpatient and outpatient basis

e Safe Eating Program for Extended Care Center/Residential Care Facility resxdents

o “Pets for Vets” Program (activities and therapy program)

e Hematology/Oncology Day Treatment Center (one day palliative treatment: blood
transfusions, ultrasound, CT scan, chemotherapy, lab work)

« Spinal Cord Injury Residential Care Facility—LT holistic care for SCI (mostly
quadriplegics)

e Lifeline—personal response program for veterans living alone which can provide unmedxate
care

e LTC “Specialty” Facilities which Focus on Chronicity of Disease (ie, aging, substance abuse)

* Residential housing programs for veterans and spouses

¢ Domiciliary lodging for veterans travelling for radiation therapy during course of treatment

VISN 13

Minneapolis, MN GRECC

Basic Biomedical: Neurochemistry, Pharmacology, Imaging, Animal Models

Applied Clinical: Alzheimer’s Disease, Chemical Trials, Neuropsychological Assessment,
Adapted Work Program, Caregiver Education

Health Services: Medical Ethics, New Models of Health Care Delivery, Geriatric/Gerontology
Education and Training Program Evaluation

Skin Integrity Program

Falls Prevention Program

End of Life Care

Chronic ventilator dependent unit

Environmentally modified unit for dementia patients

Dedicated unit for patients with behavioral problems in need of NH care
Evening/weekend coverage for end-of-life care veterans through community hospice and
Public Health Nursing agency

» Standard Hospice Benefits package for veterans with no insurance or Medicare

e o & 2 o 9o @

VISN 14
e Community re-entry nurse in NH (provudes aftercare to panents in other than the home
setting)

e Community support groups upon referral

e Psychiatric rehabilitation focuses on community re-entry

¢ Pilot with telephone-video connection for home follow-up of geriatric patients
¢ Pulmonary rehab for lung disorders

VISN 15

St. Louis, MO GRECC
Basic Biomedical: Physiology and Metabolic Concomitants of Aging
Applied Clinical: Effects of Exercise and Nutrition on Physiological and Metabolic Parameters
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Health Services: Healih Care Utilizatiofi and Program Evaluauon, Nursing Home Care and
Health Care Delivery for Afncan Amenﬁans

¢ Local community nursing home' evenmg ‘ahtd-weekend respite care

e Development of a commumty-based NH prograni for yroblefn-behavmr dementia patients
* Hospice provided by VA HBPC :
VISN 16

Little Rock, AR GRECC

Basic Biomedical: Cellular and Molecular Biology of Agmg

Applied Clinical: Cancer, Nutrition and Chronic Disease in the Elderly

Health Servlces Evaluation of Genatnc and Long-'l‘erm Health Care Delivery

I.nterdxscxplmary Palliative Care Program
Geropsychiatric program follows veterans discharged to the commumty and assists wuh
reintegration -
Alzheimer’s Umt o
In-Touch ‘Telephone Reassurance ‘Program (targeted at infirm patients and patient who live
alone or with elderly caregivers)

o Palliative Care Consultation

e

VISN 17

San Antonio, TX GRECC

Basic Biomedical: Metzbolism/Endocrinology, Nutrition, Oral Henlth/Dentxstry

Applied Clinical: Metabolic Diseases, Cognitive/Sensory Impairment, Oral Health/Dentistry
Health Services: Health Care Utilization, Functional Status and Ethnicity, Quality Assessment
and Cost Benefit Analysis, Long Term Care

e QGeriatric Primary Care

VISN 18

e Secured dementia unit

o Geriatric clinics within Geriatrics, Extended Care, Rehabilitation Health Care Groups

e Community Respite Care for Veterans with Dementia or who are Combative and not suited
to care in a restorative care unit

e End of Life Planning

VISN19 -

Salt Lake City, UT GRECC "

Basic Biomedical: Clarification, at the molecular, cellular and physiologic levels, of factors
which account for the phenotype of aging as it pertains to microbiology, lmmumty and cytokine
production. i

Applied Clinical: Evaluation of strategies intended to reverse the phenotype of aging, such as
administration.of deficient ¢cytokines and hormones, application of aerobic exercise as a means of
tmproving cognitive function.
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Health Services: Development of innovative approaches to quality assurance in a real-time
mode. Particular emphasis in use of computers to support sensitive, accutate and timely

. . D (RN
diagnosis, and to reduce occurrence of adverse events.

M .

s All patients’ activities day

o Special Birthday Events .

¢ VIP Dining Program: Gourmet meal prepared for veteran and his or her family in private
dining room (linens, china, silver and crystal)

o Geriatric Multidisciplinary Steering Committee

VISN 20

Seattle/American Lake, WA GRECC

Basic Biomedical: Neurobiologic and Neuroendocrine Aspects of Aging and Alzheimer’s
Disease

Applied Clinical: Metabolic Diseases and Cognitive/Sensory Impairment

Health Services: Bioethical Aspects of Medical Decision Making in the Elderly

* Dementia inpatienVevaluation unit and Dementia Clinic

e Dementia Special Car Unit for ambulatory, moderate to severely demented veterans

¢ Collaborative rehabilitative medicine and geriatrics and extended care programs which has
improved staff knowledge of physical rehabilitation

e Palliative Care team

VISN 21

Palo Alto, CA GRECC :

Basic Biomedical: Endocrinological and Metabolic aspects of aging, biomechanics of mobility
patterns, regulation of bone mass, acquisition of bone, ethnic contributions to skeletal health,
exercise effects in the elderly.

Applied Clinical: Emphasis on endocrinological and metabolic diseases of the elderly. Effect of
chronic disease on cognitive function, pharmacologic interventions to modify body composition,
use of psychological interventions to treat depression and related mental health problems.
Health Services: Advanced care directives; chemical and physical restraints in LTC, predictors
of adverse outcome and re-hospitalization, resource utilization for frail hospitalized patients,
cost-effective programs for low-vision elders, and family caregiving issues.

e VA training for DOD personnel involved in the treatment of frail elderly

Sepulveda, CA GRECC

Basic Biomedical: Alzheimer’s Disease, Molecular Biology, Endocrinology

Applied Clinical: Falls and Mobility Problems, Long-Term Care, Exercise, Pain, Sleep, Quality
of Care

Health Services: Cost-Effective Health Care Delivery, Geriatric Assessment

West Los Angeles, CA GRECC

Basic Biomedical: Osteoporosis, Immunology and Osteoarthritis

Applied Clinical: Osteoporosis, Immunology and Osteoarthritis

Health Services: Health Care Utilization, Rehabilitative Medicine, Residential LTC and Access
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Palliative care outpatient clinic

Special equipment for frail élderly (i.e., bed thpt lowers to ﬂoor to prevent falls and obviate
the need for restraints) .

“Compassion in Action"—a community based program works in collaboration with
Voluntary Service to provide support for terminally ill veterans with-limited family support
who are receiving VA hosp:ce services v

Geriatric Psychiatry Clinic providing comprehenswe case managgment to yéterans with
psychiatric and/or organic disabilities that aids in end of life planmng for the veteran and his
family.
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APPENDIX B

VE IN A\

(In your opinion, what types of legislative initiatives should be considered to ensure the most
effective use of VA’s long-term care resources?)

* O 9 ¢ 9 o @

Increased funding for non-institutional alternative LTC (22)

Authority for residential/foster home care, assisted living, and community based respxte 22)
Medicare subvention (some limited to LTC only) (15)

Increased funding for nursing home care (9)

Establish some entitlement for NH and long-term care services/ include in VA’s Basic
Benefiits Package (9)

Authority for clinically based “demonstration projects” (including assisted living and shelter
level care) to manage older veterans care which can demonstrate quality, improved quality of
life and cost-effectiveness (rolled out across country) (8)

Flexibility to pool funding with Medicare and Medicaid; participate in programs such as
PACE (5)

Guaranteed/enhanced long-term care benefit for veterans with highest care priorities (others
get basic care) (5)

No fixed ceiling on percentage of community NH funds that can be used on non-institutional
contract care (adult day care, homemaker/home health specifically) (4)

Allow Medical Center Directors to determine use of resources to meet patient needs (4)
Carve out'and track budget for LTC (including for long-term psych) from other VHA.
programs to ensure funds are spent on intended purposes (4)

Authority (mcreased fundmg) to provide personal care semces (wluch Medicare does tiot
fund) through-HBHC programs (3)

Increased funding for hospice and palliative care (3)

Medicaid subvention- (3)

Prohibition on closure of VA LTC services (including contracting all NH) (3)

Increased funding to reimburse/provide veterans’ transportation (3)

Authorize VA to sell LTC products at market costs/quasi-governmental function (3)

Limit LOS for VA LTC treatment for all veterans (3)

Create incentives for increased synergies between VA loan programs and the community
residential care program (financial help meeting safety cade or elimination of codes) (2)
Develop an altemative funding stream for veterans not eligible for Medicare to obtain
hospice, other altemative LTC services (2)

Authority to place certain disruptive veterans (behavior problems) in community nursing
homes indefinitiely (2)

New appropriations for a telemedicine cost-effectiveness trial (ie, following up on home
placement of geriatric veterans) (2)

Adjust VERA to adequately accommodate cost of long-term care in VA and community (2)
Mandate that VA use other sources of payment for LTC before drawing on VA funds unless
for care for a service-connected condition (2)

Uniform pension and aid and attendance benefits for all veterans (1)
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Authority to train patients, family members, friends, and neighbors in professionally
supported self-care maintenance (1) i

Authority to uses CNH funds to convert VA acute beds to LTC beds (1)

Provide authomy ‘for VA to provnde technical assistance in developing community resources
for LTC options in small and rural uhderserved communities. (1)

Increased funding for mobile screening ¢ chmcs for preventlve medicine. (1)

Allow VBA to award aid and attendance to veterans in Community Residential Care (1)
Assist veterans with Part B Mcdxcgre premiums (1)

Formally state that LTC is a mission of VHA (1)

Inciude LTC scrvnces in Congressnoml protections provided other special emphasis programs
by measuring unique individuals with identified conditions within specialized bed sections
and clinics, dollars expended for care, and timeliness for service delivery. (1)

Continue to fence funds for contract programs and the percentage to be used for alternative
LTC programs. (1)

Require new CBOC proposals to detail how they will respond to patients with LTC needs.
D)

Allow VA to offer fee-for-service adult fostcr care. (1)

Create more incentives to hire more genamclan PCPs (1)

Authority to use VA dollars for sheltered workshops and transmoml living. (1)

Loosen restrictions on developing CBOCs. )

Increased rate for LTC patients under VERA—particularly at end of life (1)

Expa.nd benefits for LTC under VA and Medjcare and allow veterans to move between
programs with ease. (1)

Authority for community case management programs (1)

Include VISN Extended Care Advisory Panels in National Decision-making About Resource
Allocation for LTC (1)

Reduce amount of benefits veterans’ receive when in VA NH for more than 30 days (1)
Prohibit VA LTC treatment for NSC (1)
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Mr. Chairman and Members of the Committee, thank you for inviting me to
discuss long term care provided by the Veterans Health Administration (VHA) and to
apprise you of VHA's current strategy for developing potential solutions to the growing
demand for long term care by veterans.

As you know, VHA has a long and distinguished history of providing high quality
long term care for chronically ill, disabled and elderly veterans, and VHA is
internationally recognized as a leader and innovator in the care of older persons.

While my comments today will provide detail about the report of the Federal
Advisory Committee on the Future of VA Long Term Care, entitled VA Long Term Care
at the Crossroads, | would be doing the Committee and VA a disservice if | did not put
the Advisory Committee’s report in the context of VA's longstanding commitment to
addressing the needs of elderly veterans. To do so, | will provide you a brief historical
perspective; outline the demographic imperative to examining and expanding VHA's
provision of long temm care; and outline VHA’s current long term care programs, as well
as its strategy for addressing future needs.

Historical Background

Precursor organizations to VA have provided care for older veterans since
colonial times. The first domiciliary and medical facility for America’s veterans was
authorized in 1811. In 1865, President Lincoln signed legislation creating what later
became known as the National Homes for Disabled Volunteer Soldiers. These homes
provided domiciliary and hospital care for large numbers of indigent and disabled
veterans, although initially only for those who served in the Union Army. Because of
this restriction, a few states established state operated veterans homes. By 1888,
California, llinois, fowa, Massachusetts, Michigan, Pennsylvania, Vermont, Minnesota,
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Nebraska, Ohio, and Wisconsin had established state veterans homes. The first
Federal support of these state homes was authorized in 1888 — a payment of $100 per
year for each veteran domiciled in a state home.

For the first half of the 20" century, VA provided long term care for veterans
primarily in its own domiciliaries and psychiatric facilities, as well as through
partnerships with states having state veterans homes. Some VA patients were also
referred to community residential facilities. In 1963, VA’s nursing home program began.
Throughout the next decade there was a steady expansion of VA and State nursing
homes, as well as growing use of contracts with community nursing homes to provide
long term care for veterans.

In the mid-1970's, VA made what some have characterized as the single
greatest commitment in U.S. history to advancing the care of older persons. In
anticipation of the large cohort of aging World War [l and Korean Conflict veterans,
between 1975 and 1980, VA strategically. planned and implemented the Geriatric
Research, Educatjon and Clinical Center (GRECC) program; established the first
Geriatric Physician Fellowship programs; funded the specialized Geriatric Clinical Nurse
Specialist and Geriatric Nurse Practitioner training programs; and established
benchmark interdisciplinary Team Training (ITTP) in Geriatrics. Likewise, VA pioneered
the deyglopment of comprehensive home care programs, geriatric assessment units
and state-of-the-art nursing home care units. An array of other long term care services,
including contract community nursing home and home care, hospice, respite care,

domiciliary, and aduit day heaith care have been added over time and have greatly
augmented VHA's capacity to provide the full spectrum of needed extended care
services. These investments have reaped great benefits for both veterans and all frail
elderly persons in the U.S. VHA's foresight has-accelerated the pace-of the nation’s
knowledge about the aging process and the application of this knowledge to improved
patient care, including long term care. indeed, quoting from a recent letter | received
from Dr. Jeffrey Halter, the President of the American Geriatrics Society =

“The VA is by far the largest institutional supporter of geriatric medicine in
the United States. In fact, without the continued and ongoing advocacy
for geriatrics by the Department of Veterans Affairs during the past 25
years, geriatric medicine as we know it would not exist and the AGS
would be an entirely different organization.” (August 31, 1998)

Somewhat similar to VHA health care in general, VHA's approach to long term
care is evolving from being a primarily institutionally-based care model to one that
includes a complete menu of long term éare sefvices. Indeed, just as the VHA has
redefined itself in the last four years as a “healthcare” system, instead of a “hospital”
system, we believe our long-term care services must expand to accommodate the
growing need and patient preferences for non-institutional care. Because of the aging
veteran population and the needs associated with aging, VHA now has an urgent need
to increase home- and community-based care. To be responsive to veterans’ needs in
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a resource-prudent manner, VHA needs to expand its current home-care prggran‘ts,
develop partnerships-with community.agencies; that offer these services, and find new
and better ways of organizing the continuum of long-term care: services.

Veteran Demographics and Population Projections

Over the next 21 years, the veteran population will decline nearly 35 percent
(assuming no major armed conflicts). Atthe same time, the percent of veterans over
the age of 65 will decline only by 12 percent while those over 85 will increase by 333
percent. To continue to provide the appropriate and needed service to veterans, this
“demogtaphic imperative” must be addressed. -,

At present, about 38% of the veteran pdbulation is over 65, compar‘ed to about’
13% of the totai U.S. population. Over 51% of veterans-who have service connected
disabilities andfor who ‘afe poor are over 65. (Ninety-one percent'91% of current VA
enroliees have'$éivice connected disabilities and/or are poor.) The humber of veterans
aver age 65 is expected to peak at 8.3 million in the year 2000, when 86% of all
American males aged 65 and over will be veterans. A second but smaller péak is
expected to occur in 2015, with the aging of the Vietnam War-era veterans. The
number of elderly veterans will peak during the first decade of the 21* century, well in
advance of the general U. S. population (which is expected to peak in the year 2030).
This is the driving force behind VHA's current efforts to find affordable long term care
solutions for veterans.

Of note, while the number of veterans age 65 and older will peak in the year
2000, the number of very old veterans — i.e., those who are age 85 and over — will
continue to increase until 2013. VA expects that this age group will increase from
327,000 in 1998 to 645,000 by 2003, and then expand several fold in subsequent years,
peaking at about 1.3 million-in 2013: This is notable since these persons are especially
likely to require institutional care and to need-healthcare of all types. Also of importance
is the fact that current VA patients, compared.to the general populatlon are not only
older, but they also generally ‘have Tower i incomes and no health msuranoe and they are
much more likely to be disabled and unable to work.

Development of a VA Long Term Care Strategy

Although VA has developed a full continuum of quality long term care services
over the past twenty years, there are a number of problems with what is currently
available. First, the system evolved from an institutionally-based care model and the
mvestment of funds continues predommanﬁy in that area. For example, VA spent $2
bilion on Iong term care serwces inFY 1997, 83% for nursing home care, 7% for home-
and eommunny-based care and the remamder for residential care services. Second,
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while the overall VA healthcare system has been transforming from a hospital-based
system to a primary care, outpatient-based system, the focus of that transformation has
not been on the long term care component. Third, despite a continuum of long term
care in VHA; some services are not universally available and access to somie services
is restricted: The Eligibility Reform Act of 1997 (P.L. 104-262) considerably enhanced
VHA's capacity to provide clinically appropriate care, but eligibility for nursing home,
domiciliary and adult day health care was not changed by the Act, and therefore, they
have remained as limited, discretionary services.

For the reasons outlined above, as well as a lack of consensus internally about
the direction for long term care and the relative lack of resources to support those
services, | created the Long Term Care Federal Advisory Committee. The charge to the
Committee was to advise my office on VHA’s current and anticipated needs for long
term care in an era of no-growth budgets in VA medical care, and on the adequacy of
VHA's present and planned programs for addressing these needs.

The Advisory Committee, chaired by Dr. John Rowe, President and CEO of the
Mt. Sinai Medical Center and Medical School in New York City, met several times -
between March 1997 and February 1998.

In its report, VA Long Term Care at the Crossroads, the Federal Advisory
Committee made 20 recommendations and 4 related suggestions on the operation and
future of VA long term care services. These recommendations serve as the foundation
for VHA's national strategy to re-vitalize and re-engineer long term care services.

Importantly, the Advisory Committee concluded that long term care must remain
an integral part of the veterans healthcare system, but should be invigorated to meet
increased demand. its major recommendations can be summarized in 5 points:

o VA should provide financial incentives to managers to improve access to long
term care.

+ VA should increase its investment in hame- and community-based care.

« VA should retain its 3 nursing home programs, but require stronger justification
for any construction.

¢ VA should enhance its policies surrounding admission and discharge from long
term care programs.

o VA should seek legislative authority in the areas of assisted living, respite care
and nursing home care.

The Committee’s report was disseminated to VA stakeholders for review and
comment. 1 then appointed an internal task force and charged them to review the
Advisory Committee’s recommendations, considering stakeholder comments, and
weave ther into a comprehensive VHA long term care strategy.

In principle, the Veterans Health Admiriistration endorses the Advisory
Committee’s recommendations, and is developing strategies to implement them. Some
of activities to do so have already begun. The President's proposed FY 2000 Budget
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contains the expectation of increased spending. for home and community-based care,
which addresses the Advisory Committee recommiendations that emphasize the need
for greaterusé.of home and community-based care, As.recommended by the
Committee,-work is underway on improving admission and discharge palicies to assure
that pafients receive care in the most appropﬁa‘ke_semné for their clinical needs. The
Long Term Care Planning Model is being-updated as recommended by the Committee,
and work is progressing on implementing the Resident Assessment Instrument/
Minimum Data Set at all VA nursing homes. .

While VHA accepts eapii recommendation, we must recognize that we face
markedly increasing demand for long term cafe services with.an essentially no-growth
budget. Within this budget.context, VHA will take steps to improve both the access to
and consistency of the provision of Jong term care services across thefsystem and
intends to continue to expand home and community-based care, as proposed by the
President's Budget. Both the Advisory-Committee and:VHA recognize that, with the
steps we can take, there will continue to be substantial.gaps in service availability due
to budget, community resources and legislative limitations. The legisiative proposals
recommended in the Advisory Committee report will be considered within the: context of
the FY 2001 Budget and overall Administration policy. VA continue to work with
communities at the local level to develop partnerships to fill gaps.

So that the Committee has a full and conveniently available reference to current
treatment, research, and educational programs related to long term care as well as
future need, | will describe the former in some detail and the latter, which is
evolutionary, in brief.

Current VHA Long Term Care Programs

Today, VHA provides a comprehensive array of long term care services that
include dicect VHA provided services, services purchased in the local community, and
services supported through construction and per diem grants to states. VHA also
assists veterans and families in obtaining services through ether publicly funded
healthcare programs such as Medicare and Medicaid, and provides assistance in
obtaining services that are personally financed by the veteran. While the array of
services provided by VHA is comprehensive, all services are not available in all VA
locations, and access to care is, regrettably, uneven.

The major long term care programs provided by VA are described below:

State Veterans Homes. A significant pafi of VHA's long ferm care strategy is-effected
through one of the longest existing Federal;State parinerships, the State Home Grant
program. . Through this program, the Department provides grants to states for the
construction and support,of state veterans homes to provide long term care for frail
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elderly veterans. The construction grant program provides up to 65% federal funding to
states to assist in the cost of construction of new nursing home and domiciliary facilities,
or expansion or remodeling of existing facilities. VA's per diem program, part of the
Medical Care account, assists states in providing domiciliary and nursing home care for
veterans through partial payment of per diem costs. In FY 1998, over 22,400 veterans
were provided nursing home care in state veterans homes. While this program dates
back to the post-Civil War era, it has grown dramatically over the past 10 years. The
state home program substantially augments VHA'’s capacity to provide a continuous
residence for veterans in need of long term care, especially for veterans in rural areas.

The Geriatric Evaluation and Management (GEM) Program. Currently, 110 VA medical

centers have GEM programs that include inpatient units and/or outpatient clinics, as
well as consuitation services. The GEMs provide both primary and specialized care
services to a targeted group of elderly patients. On the inpatient GEM units, an
interdisciplinary team of geriatric experts performs comprehensive, multidimensional -
evaluations of frail, elderly patients. The goals of these intensive services are to
improve functional status; to stabilize the acute and chronic medicat conditions and/or
psychosocial problems; and to discharge the patient to home, residential care, or to the
least restrictive environment feasible. . :

GEM clinics provide similar comprehensive care for geriatric patients on an
outpatient:-basis in addition to providing primary care for frail, oider patients to prevent
unnecessary institutionalization. The geriatric.staffs also are available for specialty
consultation on elderly patlents with complex problems being cared for by primary-¢are -
and other specialty services. :

Nursing Home Care Units (NHCUs). VA nursing homes provide skilled nursing and
related medical services through an interdisciplinary approach to meeting the multipie
physical, social, psychological and spiritual needs of patients. Many also provide sub-
acute and post-acute care. In general, these units are co-located with or are an integral
part of the VA medical center. In FY 1998, more than 46,000 veterans received care in
VA's 132 NHCUs. Approximately 75% of VA NHCU patients have a psychiatric
diagnosis.

Community Nursing Home Care. VHA contracts with more than 3,000 community
nursing homes to provide nursing home care for veterans making a transition from the
hospital to the community. Each community nursing home is evaluated and inspected
by VHA staff prior to selection as a contract facility, and VHA staff provide regular
follow-up visits to assess the progress of veterans admitted to the facility and to monitor
the overall quality of care.
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In order to improve access to.community nursing homes and reduce the
administrative cost associated with maintaining hundreds.of individual contracts, VHA
has recently.developed contracts with multi-state nursing home providers: in 1998, six
multi-state contracts and-one single-state: contract were awarded to corporations for
quality:eommimity nursing home care in 1,053 facilities. These seven contracts
together span:43:states andradded nearly-600 nursing homes to VHA's existing contract
community nursing. home’program. In 1998, rmore thah 28,800 veterans were treated in
community nursing homes.at VA-expense.

Adult Day Health Care (ADHC). This therapeutically oriented program provides health
maintenance and rehabilitation services to vétérans in a congregate, outpatient sefting.
VHA operates 14 ADHC programs which had an average daily attendance of 442
patients in FY 1998. VA also contracts with an estimated 480 non-VA agencies for
ADHC services which provided services to an average of 615veterahs each day in FY
1998. The contract program has been established by 83 VA facilities.

Alzheimer and Other Dementia Care Programs. Approximately 56 VA medical centers
have developed specialized progrants for the care of veterans.with dementia. These
programs include inpatient and outpatient dementia diagnostic programs, behavior
management programs, adapted work therapy programs for patients with early to mid
stage dementia, Alzheimer's special care units within VA nursing homes and transitional
care units, and a model inpatient palliative care program for patients with late stage
dementia. Programs for family caregivers of dementia patients include support groups
and caregiver education, as well as respite and adult day health care services for the
patient that allow "free time" for the caregiver. Many of these specialized programs for
patients with.-dementia have been-developed by VHA's Gefiatric Research, Education
and Clinical Centers (GRECCs). Indeed, five of the current 18.GRECCs have a
primary: or secondary focus op Alzheimer's disease and related dementias. These -
GRECEs have made significant contributionso both the scientific understanding of
dementia and-improved models of care for dementia patients. -In addition, a
comprehensive Center for Alzheimecs Disease and Other Neurodegenerative ‘Disorders
has recently been established at the Oklahoma City VA Medical Center to focus
specifically on development and evaluation of a rural heatlth care model using an
interdisciplinary, case management approach to dementia care.

Home-Based Primary Care. This-program is operated at 71 VA facilities across the
country to.provide-in-home primary medicat care to home-bound veterans with chronic
diseases, as well as to.patients with-a terminatilinéss. The patient's family provides the
necessary personal care under the coordinated supervision of an'interdisciplinary
treatment team based at the VA faciﬁty: The team plans and provides for the needed
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medical, nursing, social, rehabilitation, and dietetic regimens and trains family members
and the patient in supportive care. In FY 1998, comp!,ehengive primary care was
provided in the home by VHA staff to an average of 6, 348 patients on any given day.

Fee Basis Home Care. VHA also arranges wim:,cammunity home health agencies to
provide skilled home care services for veterans., Under this program, VA pays a per-
visit rate to the agency providing the service, similar-to what is done under the Medicare
program._Approximately 15,000 veterans are served annually-in this program.

Iy s

Domiciliary Care. Domu;llvary care is provrded in VA domiciliaries, as well as in state
veterans homes. VA currently has 40 domiciliaries, which provided care to more than
23,800 veterans in FY 1998. Nearly 5,000 of those veterans were homeless and
admitted for specialized care. In addition to services for the hemeless, the domiciliary
provides other specialized programs to facilitate the rehabilitation of patients who suffer
from head trauma, stroke, mental iliness, alcoholism, early dementia, and a number of
other disabling conditions. Although the average age of veterans overall in VA
domiciliaries is only 59 years (43 years for those in the homeless program), increased
attention is. being focused on older veterans who reside in VA domigiliaries. For
example, elderly domiciliary patients are encguraged to become involved-with programs
m the oommumty such as senior centers and Foster Grandpanems Thgse actmhes
have facilitated continued community involvement as well as lemtegratlon lnto the
oommumty Many of the domiciliaries in state veterans homes provide slmtlgr services,
anhough patlents in the state home domiciliaries tend to be older. In FY 1998, 46 State
Veterans Home domnclluanes in 32 states served more than [} 400 veterans

Community Residential CarelAssisted Living. This program provides foom, bosrd,
personal care, and general health supervision for veterans who, because of health
conditions, are not able to live independently and have no suitable family or social
support system to provide needed care. A multidisciplinary team of VHA staff inspects
private homes that provide residential care/assisted living services prior to including the
home in VHA's program and annually thereafter. Payment for services provided in a
residential care home is the responsibility of the individual veteran. In FY 1998, 8,104
veterans receiveq residential care on a daily basis in over 2,100 homes approved and
monitored by VHA. Veterans in this program are visited monthly by VHA healthcare
professionals who monitor the care provided in the home.

Homemaker/Home Health Aide (H/HHA). This program enables selected patients who
meet the criteria for nursing home placement to remain at home through the provision of
personal ;:are services. The H/HHA services are purchased by VHA from public and
private agencies in the community. Case management is provided directly by VHA
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staff. During FY 1998, 118 VA facilities purchased these services for approximately
2,400 veterans on any given day. “

Respite Care. Another program that enables the chronically-ill, disabled veteran to live
at home longer than would be otherwise possible is respite care. Tﬁié-’p'régrim is ’
available at nearly all VA facilities and is designed to reduce the caregiviri& burden from
the spouse or other caregiver by admitting the veteran to a VA hospital or nursing home
for planned, brief periods, totaling no more than 30 days per year. During the inpatient
stay, patients are also provided with evaluative and treatment services needed to
maintain or improve functional status, thus prolonging the veteran's capacity to remain
at home. A formal evaluation of this program, concluded in 1995, found a high level of
satisfaction among family caregivers and a high level of enthusiasm for the program by
VHA staff delivering-the care’ L ’ : '

Hospice Care. AlVA medical centers have, at a minimum, an initerdisciplinary hospice

consultation team that is responsible for planning, developing and"arranging for the local
provision of hospice care. The program offers pain management, symptom control, and
other medical services to terminally ill veterans, as well as bereavement counseling and
respite care to their families. Education and training also has been provided to facilitate

the incorporation of hospice concepts into each VA facility's approach to the care of the
terminally ill. Seventy-five' VA facilities offer inpatient hospice care as well as
consuliative services. All VA médical centers also arrange for hospice services through
oommuniiy-based agencies. Hospice and palliative care initiatives have recently been
intensified throughout VHA. Specific stratégies to increase the availability of these
services to veteran patients are under development.

VHA Research Programs in Aging

VHA is widely recogriized for its research programs related to agmg sind senior
care. VHA'sintramural research prograin includes basic buomedlcal and clinidal
research, health services research, rehabilitation research, and cooperatlve studiés.
Because of the diverse nature of diseases associated with aging, it is difficult to define
precisely the content of the aging research portfolio; however, if orie takes a broad \}iew
of aging, then a substantial portion of VA research funds supports studies-relevant to
aging. V

Aging is one of VHA's Designated Research Areas (DRAs), which are priority
areas recently idefitified for the réseatch program. Other DRAs address issues related

-to'health ptéblems of the elderly, including thie cancer, stroke, degenerative bone and
joint diseases, dementids, and diabetes DRAS. '
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In 1975, VHA established centers of excellence in geriatrics called Geriatric

Research, Education and Clinical Centers (GRECCs). The mission of the GRECC
program is to improve the health and care of elderly veterans through research

edueetlon and training, and the development of |mproved cimscal models of care. There
are currenﬂy 18 GRECCs throughout the VA system each witha dlstrnct programmatlc
focus (e.g., |nterd|sc|plrnary approaches to ‘treatment of prostate canoer neurobiology,
epidemiology, and management of dementla falls and lnstabltity geropharmaoology
cost-effective delivery of health care servrces to the eldedy and bioethical aspects of
medical decision-making in aging). VA's GRECCs are widely recognized as having
provided Ieadership in geriatrics and gerontoiogy throughout the nation.

VHA Education and Training Programs in Aging

The training of physicians and other healthcare professionals in geriatrics and
gerontology has been a priority for the VHA since the mid-1970s, when three major
initiatives were implemented. The first was the establishment of the GRECC program in
1975 mentroned already. This was followed by the development of a geriatric physician
fellowshlp program in 1978, and the designation of 12 VHA Interdisciplinary Team
Trammg Programs (ITTPs) in Geriatrics that same year. While comprehensive geriatric
training for residents and associated heaith students was initially only provided at
GRECC and ITTP sites, such training is now provided at more than 40 VA facilities
nationwide. ' '

Eighty percent of the nation’s academic leaders in geriatrics today received
training in VHA, and VHA continues to be the largest single proyi&er of geriatric training
inthe U.S. Specuat fellowship programs in geriatrics have been desrgnated for
psychlatnsts dentists, nurses, and psychologasts Beginning in 1994, addmonal
positions were allocated to support residency training in long term care. Also, of the
approximately 112,000 héalth professions students who receive clinical training
experiences in VA facilities annually, many gain experience in care of the elderly by
rotating through one or more of VA's geriatrics and extended care clinical programs.

Education and training opportunities are also provided for VHA employees.
Continuing education programs are conducted at all VA facilitie’s, in addition to regional
and national training conferences conducted by VHA faculty. GRECC staff conduct, co-
sponsor or serve as faculty at over 5,000 VHA geriatric care educational programs
yearly. Resources related to the care of the elderly, including videos, journals,
textbooks, conference tapes, clinical practice guidelines, and other health education
materials developed by VA and non-VA sources, are available for VHA staff in VAMC
libraries.
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Future Long Term Care Initiatives

The prevalence of chronic diseases, episodes of acute iliness and functional
disabilities all increase with advanced age. The need for the full continuum of care,
including long term care, also increases for the older, and particularly the “very old”
poputation of veterans. All long term care patients benefit from an interdisciplinary,
primary care approach that can be implemented across care settings. The site of care
(e.g., home, clinic, hospital, adult day heaith care center) may change over time and
depends more on the individual patient's circumstances, including his or her functional
ability in carrying eut activities of daily living, than on a particular aisease entity.

Our goal of providing comprehensive, coordinated services at the right time and
right place for veterans in need of such services is vital to assisting veterans to maintain
the highest possible functional level and duality of life.

As noted earlier, VA is developing a strategy to implement all of the Federal
Advisory Committee’s recomrfiendations. | will provide this document to the committee
when it-is completed. To the extent that we can do so within the existing authorities and
programmatic resources, we will: - ’ ‘

e Achieve an integrated care management system that incorporates all of the

patient's clinical care needs; ’

¢ Provide more care in home and community-based settings as opposed to

inpatient settings, when appropriate;

o Achieve greater consistenéy in access to and quality of care provided in all

seftings;

s Achieve greater consistency across the system in assessing patlents for long

term care and in managing care, mcludlng post institutional care

. Contrnue to emphasize VHA research and educational initiatives that will

|mprove dellvery of servrces and outcomes for VA's elderly veteran patients; /

. Contlnue to develop new models of care for diseases and condltlons that are

prevalent among elderly vetera?ns For example, by the year 2000, we project
that there will be 600 000 veterans with severe dementla To help fi qd better
ways of canng for these veterans VHA is pamclpatmg in a multl-slte

demonstrstlon_pro;ect on Alzheimer's disease and care management, which
is co-sbonsored by the Alzheimer's Association and the National Chronic
Care Consortium (NCCC). (NCCC is a national nonprofit organization
representing 30 of the natjon’s leading healthcare networks serving the
Medicare and Medicaid populations.)
As noted earlier, theJAdvisory Committee's recomrrrendations will be considered
within the context of the FY2001 Budget and overall Administration policy.
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Congluo#:n

VA has a long and proud tradition of delivfe‘ring Quality long term care services,
and we believe we can improve our approach to'long term care. VHA has the
opportunity to again assume a naﬁopal leadership role in providing care for older
persons by developing innovative solutions to iong term 4:4amaw 1 believe that the manner
in which VHA tackles its"‘demographic impérative" will pr;vide critical experiential
information and may even define the nation’s approach to long term care in the coming
decades. Ata minimum, the VHA experiénoe will serve to inform the policy debate
about the growing need for long term care for non-veterans.

That concludes my prepared remarks. | would be happ'y to try to address your
questions now.
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HOUSE VETERANS’ AFFAIRS COMMITTEE
SUBCOMMITTEE ON HEALTH
APRIL 22, 1999

Mr. Chairman, thank you for inviting me to discuss the findings and
recommendations of the Federal Advisory Committee on the Future of VA
Long-Term Care. | am John W, Rowe, M.D., the President and CEOQ of Mt.
Sinai - NYU Meciical Center and the Mt. Sinai School of Medicine. | served
as Chairman of VA's Advisory Committee on Long-Term Care.

Background

The Committee met in April and August of 1997 under the chairmanship of
the late Dennis W. Jahnigen, M.D. | chaired the Committee for its
November 1997 and February 1998 meetings and its summary work in
preparing its report. That report, VA Long-Term Care at the Crossroads, was
completed in June 1998.

| wish to thank the members of the Committee for their hard work, insight
and dedication. | also wish to thank Judith A. Salerno, M.D., M.S., VA's
Chief Consultant for Geriatrics and Extended Care, Daniel Schoeps,
Director of VA's Long-Term Care Contract Programs and the staff for their
work at the meetings, for devising analyses for the Committee's review, and
for assisting in the preparation of the Committee's report.

Throughout this statement, reference is made to the Committee's report,
VA Long-Term Care at the Crossroads, with the page numbers noted.
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The Committee’s Findings -

The Committee found VA's long-term care programs to be a major sirength
and a crucial.component of veterans’ healthcare. .VA, as a healthcare
system, offers a fairly broad array oﬂqgg‘tégq care seﬂﬁce,s that would be
difficult to match in other systems of care. Asa national resource with a
rich tradition of providing quality care, VA's long -term care system is too )
important to lose. There is much to learn from VA for the veterans who
are generally well served by the system and for the nation, as it begins to
look at better models for delivering long-term care. (Crossroads, pages 2,
11-14)

Desbite, the quality of the care and a soug_d,repuiét%on, t_l;le Qommittee had
serious concerns about the viability of VA's long-term care services. The
Commiﬁee found VA Iong-—t‘erm care servic;as to be at a crossroads. The
Department continues to witness a growth in demand for long-term care
services, but.access to that care has not kept pace with demand and in
some cases, has been sharply curtalled VA's existing Iong term care
programs, developed in the 1970s and early 1980s, have not been re-
engineered to meet the needs of veterans of a modern healthcare system.
VA has not responded to the rapid changes in care delivery that has ptaced
a premium on home- and community-based care. At many facilities, long-
term care is not integrated into the-fabric of the delivery system.and is not
coordinated into a unified set of services. At the network level, long-term
care is not adequately integrated into.the VISN management structure and
strategic ptanning. Financially, long-term care services are perceived by
many local managers to be underfunded. In a no-growth budget
environment, management initiatives to lower per patient costs contribute
to disincentives to provide long-term care. (Crossroads, pages 2, 5-10)

The Committee considered a number of models to address the future of VA
long-term care. These models ranged from dismantling VA's continuum of
long-term care to providing all long-term care within a VA-operated
structure, After a careful and deliberate examination of programs, finances
and management, the Committee unanimously recommended a re-
vitalization of VA long-term care services. This approach would involve an
emphasis on developing home- and community-based care, minimizing
capital investment, and placing a greater reliance on contract care, and,
when available the State Veterans Homes. (Crossroads, page 3)



The Comimittee’s Reconiiendations

The Committee approached its recommendationis with the full knowledge
that VA was operating under a ho-growth budget. The Under Secretary for
Health made that clear in his Charge to the Committee. Asa CEOofa -
maijor healthcare organization, | appreciate the difficulty Dr. Kizer confronts

in addi'es;sing this budget for all aspects of the VA healthcare éysfem,
including long-term care. (Crossroads, page 4y

5 ' . B

The Committee fade 20 recommendations and présénted 4 ideas to
improve accountability and provide incentives to re-invigorate long-term
care in VA. Five recommendations address design and planning issues, 12
recommienditions 'arii':iy't'b‘ curfent'services and associated issués arid
there are 3 recormendations for ie‘gisla'tive proposals. (Crossroads; pages’
26-28) ' ' ' o -

The core recommendations, dealing with VA operations and policies, can be
summarized in four points. '

Provide Strong Incentives to Managers to Provide Long-Term Care.
Incentives have proven remarkabty successful in VA's re-structuring of its
healthcare delivery. Objective performance measures exist that will
improve veterans’ access to long-term care services.

Proceed with Nursing Home Constfiction Only When Absolutely
Necessary. VA needs to minimize its funding for new buildings. The case
for new beds requires more rigorols analysis in the areas of patient need
for care and the availability of alternative resources to meet that need.

Invest in Home--and Community-Based Care. The Committee called for
tripling the investimenit in home- and community-based services over a 5-
year' period. ‘The Committee strongly’believed that VA should be at the’
cutting edge in delivering services in noninstitutional settings. At the same
time, the Cominittee believed VA's nursing home programs should bé"”
maintained ahd re-engirieered, and that the current ievel of investmentiin
nursing home care was appropriate.
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Improve Fairness in Long-Term Care Policies. The Committee was
concerned by the divergence in local policies governing admission to and
discharge from VA's long-term care programs. There is a clear need for
national direction to insure a level of commonality in local policies, so that
veterans can see an equal opportunity of access to long-term care, within
the eligibility rules established by Congress. (Crossroads, pages 6-8, 15-18,
26-29)

The Committee's recommendations called for VA to consider three

legislative proposals.

1. Respite Care. VA already provides respite care in its own nursing
homes. The Committee recommended the authority be expanded to other

settings.

2. Assisted Living. This emerging locus of long-term care was not
contained in the Committee's Charge. The Committee sought expansion in
this area, as an offset to growth in nursing home expenditures.

3. A Limited Nursing Home Benefit. The Committee sought a middle
course in recommending a 100-day, post-hospital benefit, independent of
existing nursing home authority. The Committee was unwilling to
recommend full "eligibility reform" because of cost concerns. (Crossroads,
pages 19-20, 26-27)

Conclusion

The VA has an outstanding opportunity to move its iong-term care
continuum forward to the great benefit of veterans and the nation. As a
society, we have yet to struggle in a comprehensive way with the direction
we want to take for elderly, chronically ili and disabled Americans. The
countrycan learn from VA's experience.

| close this statement, mindful of the words of the late Dr. Paul Haber, the
father of long-term care in VA. There is a quote from him, highlighted on
the back of the title page of the Cominittee's report.
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“As the number of aging veterans increases over the next decades,-the - .-
Department will need to expend more resources for their care. Expanding -
services for old, chronically ill patients will cause disquietude among some in the

Department”.

VA was faced with competing interests in 1975 as it is today. As a resuit of
the decisions made almost 25 years ago, VA became a national leader in
long-term care. That leadership is now threatened. At this new
crossroads, VA must re-dedicate itself to excellence in long-term care.

| thank the Committee for this opportunity to present the views of the
Federal Advisory Committee on the Future of VA Long-Term Care.
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NATIONAL ASSOCIATION OF STATE VETERANS HOMES
ISSUE OF LONG-TERM CARE FOR OUR
NATION’S VETERANS

The National Association of State Veterans Homes appreciates the opportunity to appear
before this distinguished Committee to express our views pertinent to the Issue of Long-
Term Care for Our Nation’s Vi Your understanding of our program and
generosity you have provided over the years to carry out our mission of “caring for
America’s Heroes” is greatly appreciated.

We feel our involvement to be extremely important with the increasing demands being
made upon our Federal Government for funding and taking care of our veterans,
particularly those increasing numbers of elderly veterans who have reached that time in life
when such care is needed

The Department of Veterans Affairs in conjunction with its nursing home and domiciliary
in-house long-term care programs and the community contract Nursing Home program
promotes “the care and treatment of veterans in State Veterans Homes as one means to
attain the goal of developing and maintaining the highest possible quality of patient care
with an appropriate scope of services to meet the eligible veteran’s health care needs.
Two programs are established as follows”

GRANTS FOR CONSTRUCTION OF STATE HOME FACILITIES

This program is authorized by Title 38 U.S.C. 8131-8137, formerly 5031-5037. The
objective is to assist the several statés to construct or acquire State Home facilities for
furnishing domiciliary, and nursing home ¢are for veterans in State Homes. Funds can be
utilized to renovate existing hospital- facilities in State Homes; however, the construction
or acquisition of new hospital facilities or beds cannot be financed through the program.
Project grants are made by VA, which may not exceed 65 percent of the estimated cost of
construction including the provision of initial equipment for any such building.

PAYMENT TO STATE HOMES

This program is authorized by Title 38 U.S.C, 1741-1743, formerly 641-643. The
objective is to assist the states in providing for the care and treatment of eligible veterans
in recognized State Vi Homes, which meet such standards, as the VA Secretary
shall prescribe. Per Diem payments are made by VA for domiciliary, nursing home, and
hospital care provided to eligible veterans at rates established annually but not to exceed
one-half of the cost of veterans’ care in such State Homes."

A partnership has existed between the various states and the Federal Government for over
a century to provide care to veterans. If we review debates on the original Act of August
27, 1888, we find this initial statute for monetary allowances to State Veterans Homes
was in effect, an invitation to the states to share the burden of domiciliary care for
veterans with the Federal Government. As was stated in the Senate Committee on
Military Affairs Report, S. 2115, at the time; “We propose simply to admit into State
Homes for Disabled Soldiers upon the same terms in which they are admitted to National
Homes.” An exhaustive review of this whole relationship is contained in Report #1377 of
the House of Representatives, 90th Congress, Second Session.

We respectfully submit that this impartial, detailed study clearly establishes a partnership
between the State, Federal Government and State Veterans Homes operations. As a




matter of fact, the report states, “ie., nseemsqmtepluntoyourCommﬁeethnapomon
ofthnsburdm,yea,theguwrpmofnshmﬂdbebombythcl? svernment,” The
FedualGovunmeMmlsssesﬁbﬁshedtheﬁmyaMpmmmAmumhswty,thus,
appropriating funds to State Homes ($100 per year, per veteran) to assist them in their
cost of providing care and treatment. Subsequent legisiation increased the per annum
rates and expanded the program in 1949 to include State Home hospital care. .

In 1960, the method of Federal aid payments to State Homes was changed from a per
annum rate to a per diem rate by the passage of Public Law 86-625. In 1964, Public Law
88-450 authorized the nursing home care program within the Veterans Admjinistration,
expmdmgtheperd:programmSmeHommtomcmdearateofssso for nursing
care. Asmn,ﬁuoughouttheymiegslmonhasmmeasedtheperd:emmm During
FY98, thehstyearforwlnchwehaveﬁguresforoompmsonwuhthecommumty
contract program and the VA in-house long-term care program, per diem rates for nursing
home and hospital care bemg $40.00 and $17.78 for domiciliary care. VA continues to
make progress toward increasing its per diem payments to State Veterans Homes until it is
defraying 33 1/3 percent of the average national cost of providing long-term care in a
State Veterans Home. The National Association of State Veterans Homes applauds the
VA for its willingness to assume a more equitable share.

Avg. VA :
SVH “ | vAP&Diem | Contrat | Avg. VA
N Average SW{VA VA Per Needed to Nursing “Nursing
TotalDays | PerDiem | PerDiem | Diemagsa |-Meet331/3% | CarePer | Pacility.Per
Goal

Fiscal Year Care __Cost Paid | %of Cogt .| DiemCost | Diem Cost
Care .
Fy9s 15302014 1$137.04 1$4000 |29.19% |84563 $14884 |$25525

Domicil

FY93 1,323,051 | $78.97 $17.78 22.51% | $26.30

2

The State Veterans Home program has grown from 11 Homes in 11 states in 1888 to
pmﬁy 95 Homes in 43 states. Nu:sing home care is provided in 88 Homes, domiciliary
in 47 Homes and hospital-type care in 5 Homes. These Homes presently have over
24,000 beds and in FY98 provided more than 6.7 million days of care (nursing home care
5,302,013, domiciliary care 1,323,051 and hospital-type care 85,030).% .

The program of assistance to states for construction, remodeling or renovation of State
Home facilities began on August 19, 1964, with the enactment of Public Law 88-450,
which suthorized annual appropriations of $5 million for making grants to State Homes by
the Veterans Administration. These grants were limited to f1o more than 50 percent of the
cost of constructing new nursing care facilities, expanding or remodeling buildings for use
as nursing care facilities, and initially equipping such facilities. Not more than 10 percent
of the funds appropriated for any fiscal year could be used to assist in construction of
nursing home care facilities in any one state. s

Since the inception of the C ion Grant Program, subsequent legislation has made
many changes and extended the program to one of permanency. The department of
Veterans Affairs FY2000 Budget Submission through FY99 indicates there has been a
total of 141 new bed projects with 20,139 new beds added to the State Home program
and 180 projects pertinent to remodelmg, renovation, fire safety, etc. Planned VA

participation for all the project reﬂectéZpementofthetotalconmucuoncostbnns
underwntten by the Federal Govemnment.*

The methodology for ding construction grants has been effective over the years as
noted by the number of new homes and beds in the system. With more and more states
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filing projects for assistance with renovauon/remodehng, to keep abreast of programmatic
regulatory issues, life safety A.D.A., etc., and the concern over building of new beds at the
present rate is of concem to the Natlonal Association of State Vete[ans Homes
membership. :

*

‘-

Why? Under the current methodology for awarding State Home construction grmits, bed-
producing construction projects move to the top of the priority-funding list. This process
forces renovation projects down the list and out of funding range.

While under our propogal, State Home const:ucnon grant requ&sts would.be pnontlzch in
the'yégr they are received, utilizing current Department of Véterans Affairs needs riteria.
Grant requests received inl future years would be pnouuzed in the same manner with the
understa.ndmg that they will 0t receive ﬁmdiqg unnl projects submm@d in, prevuous years
are fnded’ However, a state without a. State Home automatically b

eligible for funding f for'its first Home regardless of the year its request is, received. -(Masty
states are having difficulty convmcmg their elected officials to leave, state matching funds
intact for remodehng/renovauon prajects, in some cases for. years, as they wait for federal
matchinig funds 0’become available. Adopting this strategy would enable states 10 better
plan and anticipate funding time frames.)

Presently, there are only three states in the Union that does not have a Veterans Home
(Alaska, Hawaii and Delaware). Some new states with Homes are waiting for VA
approval; other new states have their first Home under construction, while established
states in the program are adding to the number of Homes within their state.

In this era of diminishing resources and concern for increased demands for long-term care,
particularly when the Department of Veterans Affairs has changed drastically from an in-
patient to an out-patient care mode, reduced its long-term capability (in-house and
contract) and with community hospitals being bound by the concept of the Diagnosis
Related Groups (DRG), the State Veterans Home becomes more important as a long-term
care provider. ‘Why? Becalise care firnished by State Veterans facilities is typically Tor
severely disabled, infirm veterdnis requiring complex care and- for impaired veterans with
poly-subst:mce abuse and mental health problems who demonstrate a need for requiring
nursing care'and other professxonal health care services over a protracted pericd of time,
thus, p]acmg State Homes in the unique position of caring for the severely debilitated
patients requiring extensive amounts of care over a long period of time.

And what better way to provide the quality of care that they deserve than being cared for
in a State Veterans Home? The Homes have to adhere to standards of ¢ care as established
by the Department of Veterans Affairs, several are approved by the Joint Comruission of
Accreditation'of Health:Care Organizations, and all must meet individual State regulgtpry
compliance;*étc The sérvices provided by the State Veterans Homes reflect sensmwty and
an aclmowle&gment of the contribution made by its patients. The care provided is cost-
effective as noted in page three of this document and of high quality. Where else in FY98
could you purchase nursing home care for forty dollars ($40.00) per day or domiciliary
care for $17.78 per day?

Currently, our nation is faced with the largest aging veteran populauon in its history. (VA
estimates that the number of veteran's aged 75 and older will increase from about 2.6
million ifi 1995 to about 4.0 million in 2000). We believe’ the State yom program will
continue, and even expand, its role as an e:m'emely vna] gsset to 'tixe Department. of
Veterans Affairs in meeting this great challenge. ‘Stalé Vetgrans Homes, where feasible
and on their own initiative, have already taken innovative steps in providing services to
meet a broad range of veterans’ needs, What we need is recognition of those efforts
through a greater commitment of mources and support by those who share responsibility
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meet a broad range of veterans’ needs. What we need is recognition of those efforts
through a greater commitment of resources and support by those who share responsibility
for our veterans’ care. Without the integration of all available resources, we will fail to
meet our moral obligations to our Nation’s veterans,

With this in mind, the National Association has gone on record and shared their thoughts
pertinent to the following legislation initiatives with the Vetmns Affairs Committees,
DeparunentofVeteransAﬁi:rs,VetexmsOrgammms,etc

1. Increase VA per diem payments to State Veterans Homes to an amount eqmvalem to
33 1/3 % of the national average cost ofprowdmgcm'ema State Veterans Home.*

2. Obwnmﬂiclentfederddoﬂmﬁoﬁmyﬁmdthcbwldogofapprovedm
applications to the VA StateHomeConsuucuonGrantProgam.

3. Modify the methodology for awarding State Home construction grant funds to a
concept that incorporates elements of both “first come, first served” and VA’s current
“needs formula™.’

4. Establish State-Home-Based Personal-Care Services through the State Home Program
utilizing a funding formula with VA assuming 33 lB%ofnsavengenmomlcostof
provndmgwchcarethroughVAhospml-buedpmgnm L

o0

We in the National Association of State Veterans Homes stand readysto meet the

challenges that lie ahead feeling confident that we can continue to be a valuable resource

for the Department of Veterans Affairs and the Nation in providing long-term health care
services for the Nations® chronically ill, handicapped aging veterans keeping in mind
service, efficiency and economy.

Thank you, Mr. Chairman and Members of the Committee,

! National Association of State Veterans Homes, Membership Di 1998-1999 D-1

2 Caring for America’s Heroes 1864-1999 FY1998
’VAwmmmmmmwwmmmwmm
and Grants M Service, D of Ve DC.
4 FY2000 Budget ission, D of Vi Aﬂhin," Volume 5 of 6. Office of the
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TESTIMONY BEFORE THE HOUSE OF REPRESENTATIVES
COMMITTEE ON VETERANS AFFAIRS REGARDING
ALTERNATIVES FOR REDESIGNING VA STRATEGY FOR
"STATE VETERANS HOME CAPITAL INVESTMENT DECISIONS

-

Birch & Davis Associates, Inc. (B&D) was engaged in August, 1998 by the Department of Veterans
Affairs (VA) to examine the State Veterans Home (SVH) Construction Grant program. This study
effort was conducted over a period of approximately 8 months. Specifically, B&D was contracted
to:

o Identify current SVH utilization patterns and residents demographic characteristics

* Determine the levels of care and types of services offered to the residents

* Review the role of SVHs within the VA Jong-term care continuum

e Analyze the method the VA uses to assign priorities to construction grant requests

e Develop options to restructure the prioritization process for the SVH Construction Grant
Program ’

To conduct its examination, B&D reviewed statistical and pro; tic information furmished by
the VA, interviewed various stakeholders, representatives of Congressional committees, and other
concerned parties; visited nine SVHs to discuss care delivery systems, resident needs, and facility
maintenance; gathered information from several State health planning agencies conceming the
issuance of certificates of need to SVHs; and analyzed data coll from a questionnaire distributed
by the National Association of State Veterans Homes to all 95 SVHs.

The questionnaire distributed by the National Association of State Veterans Homes was designed
to obtain information regarding the level and type of services provided to SVH residents, their
demographic characteristics, and utilization related data. Seventy-six of 95 SVHs (80 percent)
representing 86 percent of all authorized beds completed and returned the questionnaire. The
responses, coupled with information from other sources reveal that: ’

e About one-half of the SVHs provided nursing home care only in 1998, 4 SVHs provided
domiciliary care only, and the remaining SVHs provided multiple levels of care, including
hospital care in 5 SVHs. -

¢ The number of authorized nursing home beds in SVHs increased 65 percent between 1987
and 1998 (from 10,686 to 17,644) as the number of SVHs with such beds leaped from 48 to
88.

¢ During the same time period (1987 to 1998), the number of authorized domiciljary beds
decreased 15.4 percent (from 7,056 to 5,969), although the number of SVHs with such beds
increased from 43 to 48.

e The responding SVHs offered a wide range of nursing, rehabilitation, nutrition, personal,
social, and transportation services to their residents.

e Approximately 7,100 persons were admitted to the responding SVHs in 1997 from a variety
of locations, including 19 percent from VA facilities. About 6,100 residents were discharged
during the year.

Birch & Davis Associates, Inc. Page 1
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o The we;ghted verage ogeupancyirate forauthorized nursing home beds in SVHs was 89
percent in 19,98x and 67- percgnt t;ar\apmonm dommhary bedsbm m
CEYLAYA L 2 . -
e The averagpﬁl%n‘gm of stay in the \xast maj@ﬁry of lgspondmg Sm“éeeded ‘one year. In
more than a few SVBs the reported avemge stay e exceeded three years

e Over nine-tenths of the residents of 33 SVHSs with nursing home¢ beds.only and 42 percent
of four SVHs with domiciliary beds only were 65 years and older.

e About 7 percent of SVH residents in 1998 were not veterans. Federal regulanons allow
SVHs to admit 25 percent nonveterans (e.g., veterans® spouses and other immediate family
members) and still qualify for SVH construction grants.

2. CURRENT METHOD FOR ASSIGNING PRIORITY TO CONSTRUCTION GRANT
REQUESTS

Since 1977, the States have requested grants for a combined amount that has consistently exceeded
the amount the Congress has appropriated for the SVH Construction Grant program. As a.result,
since 1988, the VA has assigned a priority to each mquest based on a method specified in Federal
legislation and regulations, The annual amount appropriated for the program has fluctuated widely
over the last decade, from $41.3 million in FY 1990 to $90 million in FY 1999.

Prior to 1988, SVH construction grants were awarded on an essentially first-come, first-served basis.
Since then, a bed needs method that relies on six priority groups has been used to determine the order
in which grant requests are funded. This method is applied within a hierarchical framework. Grant
requests are assigned priorities based on specific variables arranged in a predetermined order. The
sequencing of the variables is, therefore, nearly as important as the variables themselves in deciding
whether and when a project is funded. In other words, a grant request that scores poorly on a
variable early in the sequence is unlikely to be funded because low initial scores cannot be overcome
even by extraordinarily high scores for variables later in the sequence.

The current priority method favors certain types of projects over others. Higher priority is given to
grant requests (1) from States that obligate sufficient funds for a project, (2) from States with unmet
bed needs above 91 percent, (3) for nursing home projects over domiciliary projects, (4) for
bed-producing projects over renovation projects, (5) for life safety projects over other renovation
projects, and (6) for projects with the earliest preapplication and application dates. These
preferences help to explain why: )

o Seventeen of the first 20 grant requests on the priority list for 1999 (a total of 89 projects)
are bed-producing projects. The first renovation project is 20th on the list; it requests funds
for a life safety project.

e Bed-producing projects account for 80, percent of the dollar value of the grant requests on the
1999 priority list but only 30 pen;ent of the number of grants requested.

o Over 90 percent of the dollar value of the bed-producing projects on the priority list for FY
1999 are for nursing home beds; the remaining 10 percent are for domiciliary beds.

e Bed-producing projects accounted for 97 percent of the doilar value of the grants awarded
in 1998.

Birch & Davis Associates, Inc. Page2



The chief advantage of the current priority method is its simplicity. Grant requests can be ranked
manually, without any complex calculations. Assxgnmem of pnorm&s is based upon answers to the
following quesuons

Has the ,Smts: obligated sufficient funds for the project?

Does that State have an unmet.bed need at or above 91 percent? .

Will the project add nursing home, domiciliary, or hospital beds?

Will the project renovate a nursing home, domiciliary, or hospital unit?
Is the grant requested for a life safety project?

‘What are the preapplication and application dates?

However, while simplicity is the main advantage of the current priority method, it is also the primary
source of its limitations and shortcomings.

3. LIMITATIONS OF THE CURRENT PRIOGRITY METHOD

Sixteen methodological issues have been identified. Nine of them emanate from the fact that bed
need is measured in terms of the maximum bed capacity or bed supply the VA would help finance
if Congress appropriated the money. Veterans are assumed to need these beds, and their need is
assumed to be uniform nationally. Unmet need is said to exist whenever a State does not have the
maximum bed capacity that the VA would fund, regardless of the availability of suitable beds in VA
facilities, community nursing and domiciliary homes, or existing State homes. .The maximum bed
capacity that the VA will fund is 4 nursing home beds per 1,000 veterans and 2 domiciliary beds per
1,000 veterans. We found no empirical justification for these bed standards.

Second, bed need is measured in terms of the entire veteran population rather than veterans who are
likely to utilize beds in State homes. This distinction is very important because the total veteran
population is expected to plummet 20 percent between 1998 and 2010 and an additional 19.7 percent
between 2010 and 2020. In contrast, the number of aged veteranse or those over 64 years of age and
most likely to need long-term caree is forecast to decrease “only” 7.6 percent between 1998 and
2010 and “only” 5.5 percent between 2010 and 2020. Additionally, the number of veterans 85 years
and over is projected to nearly quadruple between 1998 and 2010, and then decrease slightly between
2010 and 2020.

Third, unmet bed need is predicated on the number of veterans residing in a State at the time a grant
request is submitted rather than the number of veterans who are likely to seek care during a homes s
useful life. This difference is important in light of the dramatic decline expected during the next two
decades in the veteran population.

Fourth, unmet bed need plays a role in the assignment of priorities to grant requests submitted by
States with an unmet bed need at or above 91 percent of the maximum allowable or “fundable”
capacity. Unmet bed need has no bearing on the priority assigned to other grant requests, however.
In other words, the current priority method does not differentiate between an unmet bed need of
minus 10 (i.e., maximum bed capacity exceeded), 20, 45, 60, or 90 percent, except whenever a State
must justify, to the VAe s satisfaction, that more than 2.5 nursing home beds per 1,000 veterans are
needed.

In addition, the current method does not factor the quality of care furnished in existing State homes
into the priorities assigned to grant requests for renovation projects. Although subpar performance
can be penalized in the awarding of grants, exemplary care cannot be rewarded in assigning priorities
to grant requests. Finally, use of application and preapplication dates to determine priority is not
need based. States with the earliest grant requests may not be the States with the greatest unmet bed
needs.

Birch & Davis Associates, Inc. Page 3



4. OPTIONS FOR CHANGE

Several stakeholders and other concerned parties have concluded that the current priority method
should be revised. In fact, the National Association of State Veterans Homes and the American
Health Care Association have issucd position papers recommending specific changes. The National
Association of State Directors of Veterans Affairs has issued & proclamation supporting NASVHe s
position. A bill entitled The Veterans® Nursing Care Availability Act of 1996 also recomimended
ways to modify the current method.

There are a variety of ways the VA could revise the priority method. There is no single best method,
independent of specific policy goals. A number of methods are possible which depend upon the
criteria or variables used and how they are sequenced and weighted in the prioritization process.

The following five objectives guided B&D’s review of the current priority method and subsequent
analysis of the ways in which it could be modified:

¢ Faimess—Any changes should ensure that the method is equitable to all States and enables
veterans in similae circumstances to have the same opportunity to obtain the long-term care
services they need.

o Objectivity—Quantitative rather than qualitative information should be used to assign
priorities to competing grant requests. An objective method would help to minimize the
challenges, disputes, and inconsistencies that may accompany subjectiye ranking methods.

¢ Data Availability—Public data published by credible organizations should be used to
establish priorities. The data should be published at regular intervals and preferably, be
available in computerized files to facilitate analysis.

¢ Administrative Ease—The method should be relatively ease to apply and describe to
interested parties. It should not be unduly complex or require a costly infrastructure or
investment in time to maintain and monitor.

o Predictability—Interested parties should be able to predict whether and when grant requests
would likely be funded.

The preceding objectives are not entirely consistent with each other. Consequently, in revising the
priority method, it is quite likely that some tradeoffs among the objectives will be necessary.

It is important to note that Federal statutes or regulations will need to be revised to make certain
changes in the methodology, and consensus will be easier to build for certain changes than for others.
In all cases, the VA and States will need time to make cenforming administrative changes.

A changeover from a maximum bed capacity or supply-driven concept of need to a veteran or
demand-driven concept would represent a fundamental chaiige in the priority method. Grant awards
would be based largely on veterans® functional and health status coupled with bed availability in
all settings rather than a predefined number of beds in a specific setting, This change would affect
both the aggregate numbers of beds in State homes that could be funded as well as the interstate
distribution of those beds. Some States would lose beds, while other States would gain them.
Certain gains or losses might be significant.

This critical supply-to-demand changeover could be accompanied by several other changes of
varying degrees of importance. Among the possibilities are:

e The priority method could be applied within a nonhierarchical framework rather than a
hierarchical framework. A nonhierarchical approach would assign priorities to projects but
without the variables being arranged in any preset order. Each variable would be assigned
a weight, and grants would be awarded based on overall weighted scores. A grant request

Birch & Davis A.rsacic;te:, Inc. Paged



that scores poorly on any one variable would therefore not necessarily be precluded from
receiving a grant award.

o The.current methods preference for bed-producing projects over renovation projects could
be erased-by splitting the total amount Congress appropriates-for the SVH Construction
Grant program into two distinct funds, orie each for bed-producing and renovation projects.
Different priority methods could be applied to bed-producing and renovation projects.

¢ The current methods preference for nursing home beds over domiciliary beds could be
changed by leveling the numerical values assigned to all bed-producing grant requests.

» To promote cost efficiency, the definition of acquisition and construction of beds could be
expanded to accommodate long-term lease arrangements.

¢ Unmet bed need could be used to assign priorities to ali grant requests, not just those from
States with an unmet bed need above the 91 percent threshold.

o The current practice of using the same unmet bed need percentage to establish priorities for
multiple grant requests submitted by a State on the same priority list could be terminated.
Alternatively, a limit could be imposed on the number of grants a State could be awarded
during a single year or consecutive years.

¢ Unmet bed need could be based on the projected number of veterans likely to seek care from
State veterans homes rather than the total number of veterans residing in the State at the time
a grant request is submitted.

e Bed availability in VA facilities, community nursing homes, and existing State veterans
homes could be considered when assigning priorities to grant requests.

e The current priority method could incorporate the quality of care in existing State veterans
homes when assigning priories to grant requests for renovation projects. The quality of care
could be based on infornmiation from diverse sources, such as resident assessments,
satisfaction surveys, and medical record reviews that compare treatments with practice
guidelines or clinical pathways.

Initiatives to revise the current priority method will spark questions about when the new method will
be implemented and how the changeover will affect grant requests on the current priority list. A
critical issue will be whether some or all of these grant projects are grandfathered into the new
program. If all such projects are grandfathered, the new priority method will have no impact on the
grants awarded for several years to come.

Birch & Davis Associates, Inc. Page 5
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5. POLICY RELATED ISSUES TO BE CONSIDERED IN METHODOLOGY REVISION

As indicated above, there are a number of ways in which the current grant construction methodology
could be modified. In changing the methodology, the VA will have an opportunity to incorporate
variables in the decision making process that will result in the funding of projects that meet veterans’
needs and reflect the strategic direction of the Agency.

We recommend that the VA and its stakeholders address answers to the following questions as part

of the revision effort:

Issue Questions for Policy Makers

Framework Will the priority method be h hical or non-hi hical?
‘What vaniables will be used to assign prlonues to grant requests?
In what order will the variables be seq d or what weights will be assigned
to them?

Two Distinct Funds Wil two distinct funds be used for bed-producing and renovation projects?
‘What percentages will be used to split the budget appropriation into two
funds?

Information Requirements tht information must States submit wnh each grant appllcmon"

0

‘What penalty be imposed for mpli or late submi:

Obligated State Funds

How will new information be collected, maintained, or processed? )
Will States be required to obligate funds?

Will the State match vary according to request type?

Unmet Bed Need

Will the definition and of need be ch d?

Will need be based on all veterans or veterans likely to use State homes?
Will need be based on current estimates or projections of the veteran
population?

Will need be supply or driven?

Alternative Sources of Care

‘Will alternative sources of care be factored into the grant award formula?
Which al ives? Beds in existing State homes? Beds in community
nursing homes and/or domiciliary homes? Beds in VA facilities?
Substitutable services offered by noninstitutional provndm?

How will the alternatives be measured?

Birch & Davis Associates, Inc.
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STATEMENT OF DISCLOSURE

Birch & Davis Associates, Inc. conducted the “Alternatives for Redesigning VA Strategy
for State Veterans Home Capital Investment Decisions” under the VA Management
Studies and Analysis Contract, Contract Number V101(93)P-1442, Task Order 19. The
total value of this contract was $313,727.
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PAMELA FISH ZINGESER o BIRCH & DAVIS ASSOCIATES, INC.
Principal ) ’
- LRl

PROFESSIONAL EXPERIENCE

Since joining Birch & Davis Associates, Inc. (B&D), in 1979, Ms. Zingeser has engaged in the full
spectrum of traditional management-consultifig &fforts. She has provided short-term technical assisténce;
conducted nationwide training évents, directed large-scalé survey research activities; and conducted a host
of program/project evaluations. Her expertise in health care financing is derived from her work with
numerous Federal and State agencies and a variety of private-sector clients, including health maintenance
organizations (HMOs), community health centers, and third-party payors.

During her more than 17 years with the firm, Ms. Zingeser has directed a number of large-scale task
order/technical assistance contracts and has demonstrated a keen ability to manage multiple assignments
that cross a number of technical areas. She received her master’s degree in health care administration with
a concentration in health care planning from The Johns Hopkins University.

At present, Ms. Zingeser directs the management studies related task order contract for the Department
of Veterans Affairs. As Project Director, she is overseen the following engagements:

. Re-Designing VA’s Strategy for State Veterans Home (SVH) Capital Investment
Decisions—B&D conducted a review of the VA’s State Home Construction Grant
Program and developed alternative methodologies for prioritizing State grant applications.
B&D researched alternative models and methodologies for needs assessment; designed
a survey instrument and collected data of SVH patient and facility characteristics; and
conducted site visits of select facilities to assess the range of services provided and the
characteristics of the veteran population being served.

o Evaluation of Primary Care Delivery at the Veteraus Affairs Medical Ceunter,
Altoona—B&D conducted an efficiency review of the James E. Van Zandt Medical
Center's primary care delivery system and provided alternative methods for staff
utilization and coverage of primary care clinics, inpatient and emergency duties.

. Conduct the Veterans Health Administration (VHA) Under Secretary’s National
Survey of VA HIV/AIDS Treatment and Prevention Programs—B&D conducted
the VA’s national survey of all VAMCs as well as 1,000 HIV/AIDS hands-on providers
to obtain current information about the status of prevention and treatment services for
HIV disease in the veterans health care system; and identified factors that facilitate or
impede the provision of comprehensive care for HIV disease in the VA health care
system.

. Apply Private Sector Best Practices to VHA Strategic Planning—B&D assisted the
VA in evaluating VHAs strategic planning process. As part of this effort, B&D identified
private sector best practices to improve the organization and content of VHA's strategic
plan as well as VISN business plans; reviewed 22 VISN business plans against private
industry best practices; and providedassistance to the VA in the development of Journey
of Change, Volume II.
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Review and Assess the VHA's Surgical Programs and Processes—B&D assisted the
VHA in assessing the productivity, efficiency, and effectiveness of the surgical care
program nationwide. As part of this effort, B&D conducted site visits to 20 VAMCs to
identify opportupities to improve the.pre-opesative,sintrazoperative, and post-operative
processes and, coil,qgwd benchmatkdata to; compare-the VA to pnvate sector
organizations. Thlaeﬂ'ort wiliggsylrina sepies.ofrecommendations;to the VA to improve
the efﬁc;ency of their surgxcal program

Velemns-Focmd Buiness and lntormauon Technology Integration
Program~B&D and its subcontractor, CACI, Inc..are providing technical advice to the
Office, of, Informatiori- Resources. Management ‘on- the use of present and future
information technologies (IT) to ensure that VA usés such technology to provide better
service to veterans and other customers,. This will include development of an IT vision;
provide advice on.how VA’s business plans, processes, and objectives fit into the IT
vision; and recommend how they should interface. B&D will also assist in the
development and implementation of a veteran-centered IT architecture.

Provide Requirements Analysis, Technical Design, Software Development, and
Implementation Assistance for DHCP Diagnostic Radiology Imaging System—The
DHCP Imaging System allows for clinical images to be inserted into the VA electronic
patient medical record. B&D has been engaged to recommend DHCP software
enhancements to provide better quality imaging capability for VAMC radiologists
performing diagnostic interpretations.

Evaluate VA/DoD Data Sharing Requirements And Recommend An Approach To

Permit Electronic Transfer Of Medical Data And Information—B&D has been .
engaged to identify data sharing requirements for bothi DoD and VA facitities and to

providérecommendations forimplémenting a standardized technical solution-permitting
elemm‘ie transfer of patlent laboratory.related data. ..

Develop Compuur-ihsed Orienutinn and Training far Cmnpensanwn and Pension
(C& P) Examiners—B&D and its subcontractor, Learning Sciences Corporation, has
been engaged to develop a computer-based orientation and training package, which will
provide C&P examiners with the opportunity to master appropriate skills and learn the

information required for conducting C&P exams.

Development Of A Specialized Multimedia Database To-Instruct VA Medical
Center Staff In The Development Of Clinical Pathways—B&D and the Learning
Sciences Corporation are developing a multimedia training package regarding the process
used to develop clinical pathways.

Develop.a Training Program to Enbance Clinical and Administrative Abilities of
VA Executives—B&D and its subcontractor, Roger Schank and Associates, has been
engaged in an effort to create a VA.chief of staff training course using goal-based
scenarios. Goal-based scenarios will be used to train newly appointed VA chiefs of staff
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in redesigning their organizations fo accommodate new approaches to health care

‘dehvery

Determine Costs and Benefits of Introducing and Operating Filmless Radiology
Technology—B&D is the prime contractor for this effort to provide an economic and
operational analysis of the Baltimore VAMC filmiess radiology system.

Tennessee Veterans Administration Medical Centers(VAMCs)—Ms. Zingeser
directed a strategic planning effort for the Memphis, Nashville, Murfreesboro, and
Mountain Home VAMCs to develop a consolidated business plan to respond to the rise
of managed care and health care reform initiatives at the national and local levels.

Atlanta Veterans Administration Medical Center (VAMC)—Ms. Zingeser facilitated
a multidisciplinary task force responsible for restructuring health care delivery at the
VAMC. Issues focused on emphasizing patient centered care, primary care team
development, organizational streamlining and flattening to achieve high quality and
efficient health care.

Phitidéiphia Veterans Administration M;dicaI‘Center(VAMCHMs. Zingeser

" 'wotked with the Philadelphia VAMC to explore the potential for expansion of their

women’s health care program. This effort involved conduct of focus groups, market
research, data analysis; and strategic planning. .

-

Prior to her work with the Department of Veterans Affairs, Ms. Zingeser has conducted a wide variety of
engagements for the U.S: Department of: Health and Human Servnces, State ¢ agencles, and pnvate sector
organizations. They include:

National Child Health Leadership Conference—Since 1990, Ms. Zingeser has been
one of the key architects and coordinators of this annual national conference. The
conference has focused largely on health care reform initiatives at the federal and state
levels and how they will impact child health and general health care delivery. The
conference includes more than 400 attendees and a speaker panel of more than 70
prominent experts in child health and health care reform.

National Association of Community Health Centers—Ms. Zingeser developed and
conducted a series of national training seminars for community health centers on changes
needed i in 'management 1nfonnmonFsystems to support managed care initiatives.

Virginia Depnnment oiﬁMed:eal Assistance Services—For the Vlrgmla Department
of Medical Assistance Services, Ms. Zingeser assisted in the development of alternative
patient-focused models for the inclusion of the mentally disabled population in a
mandatory managed care plan in Northern Virginia. To conduct this effort, she supported
the activities of a 40-member task force which included: mental heaith providers,
consumers, community service boards, family members, health maintenance
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organizations, and representatives of state and local governments. Results of this effort
were presented to the Virginia legislature.

Office of the Assistant Secretary of Defense, Health Affairs (OASD/HA)—Ms.
Zingeser directed a major project to provide policy analysis and statistical support to the
Department of Defense regarding the Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS). As part of this effort, B&D provided support to
CHAMPUS in the areas of claims processirig systems and enhahcements, redesign of the
military health benefit, and analysis of selected health care projects. While under Ms.
Zingeser’s direction, B&D piépared a cost analysis of the National Military Family
Association proposal for a military health benefits program; performed an evaluation of
the costs associated with implementing an occupational therapy benefit; and prepared
briefings on health reform initiatives.

National Institute on Drug Abuse (NIDA)—Ms. Zingeser was the Project Director for
the 1990 and 1991 National Drug Abuse and Alcoholism Treatment Unit Survey
(NDATUS). NDATUS is a facility-based survey of virtually all drug abuse and
alcoholism treatment and prevention programs in the United States (approximately 13,000
facilities). Data collected are used by public and private researchers, Congress, Federal
agencies, State and local governments, and others to assess the nature and extent of these
resources, identify.gaps in service, and provide a database for treatment referrals.

Health Care Financing Administration (HCFA)—Ms. Zingeser recently completed
a contract funded under the Small Business Innovative Research (SBIR) program to
design a guidance manual to assist States in implementing Medicaid prepayment
programs. This contract resulted in the developmerit of a detailed outline of the manual
that was reviewed by selected States participating in prepaid Medicaid efforts.

Pennsylvania Department of Public Welfare—Ms. Zingeser conducted the first-year
evaluation of the HealthPASS program—a Medicaid Health Insuring Organization (HIO)
demonstration program in Philadelphia County. The evaluation was conducted in an
extremely short time and examined quality oficare; access to health seivices, and cost of
the HealthPASS ‘program-as compared to ‘the traditional fee-for-service Medicaid
program. Contract activities included personal interviews with HealthPASS staff, clinical
providers, and community members as well as data collectwn fmm the State of
Pennsylvania and the HealthPASS program.

Health Resources and Services Administration, Bureau of Health Care Delivery
and Assistance (BHCDA)—Ms. Zingeser directed several major contracts for the
Bureau of Primary Health Care (formerly BHCDA) to- help community heaith centers
(CHCs) remain financially viable through third-party revenue maximization. Under these
contracts, Ms. Zingeser surveyed virtually all CHCs engaged in Medicaid prepaid risk
contracts to determine the array of revenue enhanceniént activities under way. She has
also conducted in-depth site visits to selected CHCs to further explore their financing
schemes and managed the delivery of technical assistance to nearly 25 Suich centers. As
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part of these efforts, Ms. Zingeser co-authored and managed the production of several
monographs and training seminars in the area of prepaid risk contracting for CHCs
nationwide. Topic areas included: “Preparing for Prepaid Health Services—A Challenge
for Community Health Centers,” “Managing Referral Service Costs Under Prepaid Risk
Contracts,” and “Community and Migrant Health Centers Critical Performance Measures
for Prepayment.”

Health Resources and Services Administration, Office of Health Maintenance
Organizations (OHMO)-—For several years, Ms. Zingeser directed this national HMO
technical assistance (TA) contract. Through-this contract over 200 HMOs nationwide
have received TA in the areas of finance, marketing, health services delivery,
management, and management information systems. In addition to -TA, over 150
consultants conducted technical assessments in the same specialty areas to determine the
HMOs’ ability to receive Federal Qualification. Ms. Zingeser assisted OHMO in
managing the network of consultants and supervised the financial administration of the
contract. .

Veterans Administration (VA)—Ms. Zingeser developed and directed an executive
development seminar series for VA Medical Center Directors throughout the country.
These week-long seminars focused on emerging trends in the health care industry and
examined such-areas as trends in health care financing; HMOs; health information
systems development; medical ethics; health care technology; issues in long-term care;
and a variety of other topics. - . .

Prior to these efforts, Ms. Zingeser worked with representatives of the Department of Health and Human
Services, Office of Emergency Medical Services (EMS), and representatives of the Egyptian Ministry of
Health to develop an evaluation design for A.1.D.-funded EMS services in Egypt.

Other assignments illustrative of Ms. Zingeser’s management skills include:

National Institute of Mental Health (NIMH)—Ms. Zingeser directed a study of the
impact of mental health services utilization on general health care utilization and costs.
Claims and eligibility related data were analyzed for Medicare beneficiaries and Medicaid
enrollees from several States.

Health Care Financing Administration (HCFA)—Ms. Zingeser conducted a
nationwide survey of long-term care and related institutions. The purpose of the survey
was to identify the extent to which Medicare beneficiaries are institutionalized in selected
county areas.. Data collected through this survey was used by HCFA to calculate

.prospectivereimbursement rates for health maintenance organizations participating in the

Medicare Competition. Demonstration Program.

National Ingti;n{e ;wl}:;lg Abuse (NIDA)—Ms. Zingeser provided technical assistance

«(TA) seryices on.4. national basis to. Single State-Agencies and drug abuse treatment

centers in. the areas of general. mapagement, client record-keeping systems, program
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development, operations, and evaluation. Under the national technical assistance contract
Ms. Zingeser completed the following assignments:

Health Care Financing Admiuistration—Ms. Zingeser completed a major

California Department of Alcohol and Drug Programs—Ms. Zingeser
designed atechnical assistance system for the State of California to respond to the
needsof substance sbuse programs in the areas of financial management, program
administration, clinical management, and prevention. Under this assignment, she
developed a detailed operations manual describing the system and conducted a
series of TA training seminars for senior management staff and TA providers
throughout the State. The TA training concentrated on (1) the purpose, methods,
key principles, optimal conditions, and limitations of technical assistance; (2) the
role of the TA provider; (3) the technical assistance process, i.e., problem
identification, TA mode and provider selection, needs and resource assessment,
task plan development, monitoring, and evaluation activities; and (4) a system for
managing, providing, and coordinating technical assistance efforts.among State,
county, and program/clinic levels.

New York State Department of Substance Abuse Services—Ms. Zingeser
conducted several training seminars for representatives of substance abuse
programs in New York State. The first seminar series, “Effective Outreach Prac-
tices,” was designed to identify the range of successful outreach practices
employed by substance abuse programs in the State. These seminars resulted in
the production of a summary report, which was made available to programs
statewide. A second seminar series, “Development and Implementation of Client
Fee Systems,” was presented to substance abuse program Executive Directors and
Financial Managers in the State. These seminars presented unit cost meth-
odology, development of stiding: fee scales, implementation of patient billing
systems, and procedures for collecting accounts:seceivable and following up on
delinquent accounts. In addition, the training explored methods used to:
(1) monitor and evaluate a patient fee system; (2):prepare program staff for
system implementation; (3) conduct clinical staff sensitivity training; and
(4) inform patients of their financial obligations.

e
1

of seveh statewide demonstration projects designed to collect and disseminate lntegrated
uniform hospital discharge, billing, and cost data. As a State Manager, Ms. Zingeser was
responsible for the evaluation in two of the seven States. In this capacity, she examined
such issues as:

Data quality

Timeliness of the data
Cost-effectiveness of the data systems

Usefulness of the data to the user community

Structural and political factors influencing the development and outcome of the
system
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—_ Replicability of such a system nanonwrde .
MR - B
To carry out the evaluation, Ms. Zingeser worked dlrectly with several hospltals in each State,
health planning and regulatory agenciés, major third-party payors, promitient members of the
research community, and others. She identified the impact~of. these Integrated Data
Demonstration (IDD) systems in each State through pre- and: post"lDD1mplementat|on studies
mvolvmg .

— The conduct ofa maj‘or user survey

—_ Documentation of the organizational and political factors impacting the IDD
— Descriptions of data flow patterns in the test sites

— Identification of personnel costs associated with activities under study

— Description of computer-related support involved in the IDD system

. Health Care Financing Administration—NMis. Zingesér assisted in the development of
a Medicaid expenditure database for care provided to the chroni¢ally mentally ifl. Data
collected from a sample of States will be used to develop projections of the total cost of
care for the chronically mentally ill in the United States.

. Agency for International Development—Ms. Zingeser provided consulting services
to the-Agency for International Development (A.LD.): In this regard, she participated in
the development of an information documentation management system for the Office of
Development Information and Utilization (DS/DIU). The project involved:

— Documentation of the sources and flow of information within A.L.D.

— Identification of information that must be acquired and retained by DS/DIU to
satisfy the information needs of A.1.D.

— Documentation of the methods used by A.ID. to acquire development
information

Prior to joining B&D, Ms. Zingeser was an Administrative Resident at the Boston Hospital for Women,
a division of the Affiliated Hospitals, Inc. In this capacity, she worked closely with senior management
and members of the hospital staff to develop and implement various stages of the Boston Hospital for
Women’s merger with two major teaching hospitals in the Boston area. In this regard, Ms. Zingeser
served as a member of selected interhospital committees charged with the responsibility for:

. Consolidation of departmental personnel and equipment
. Development of uniform departmental policies and practices

In addition to her role in the merger process, Ms. Zingeser engaged in a variety of other hospital activities
including:
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Maintaining primary responsibility for the financial management of a tuberculosis
screening program conducted by the hospital

Preparing an analysis of the hospital’s outpatient registration/billing system; working with
the finance department and administration to upgrade the system and to ensure its
compatibility with those of the hospital’s other divisions .

Managing the first multidisciplinary audit of the quality of care pmvidea in the hospital’s
Teen Pregnancy clinic, involving the participation of the Medical, Nursing, Social
Service, and Dietary departments

Designing a Diagnostic Service Manual that served as the primary resource guide to the
laboratory areas for members of the medical, nursing, and support staffs throughout the
hospital

Participating in the development and implementation of a marketing program for the
hospital

Developing patient health education material related to prenatal genetic diagnosis

In addition to her experience in the hospital sector, Ms. Zingeser has worked in a variety of other health

care settings:

Philadelphia Health Management Corporation—As an instructor of cardiopulmonary
resuscitation and emergency care, Ms. Zingeser conducted & series of training and
certification programs throughout Philadelphia.

Philadelphia Department of Public Health—Ms. Zingeser documented the distribution
of physicians in Philadelphia by health district and medical specialty. She also assisted
the Department in the control of infectious disease outbreaks in Philadelphia.

Rabinowitz Center for Disease Detection and Prevention, University of
Pennsylvania—Ms. Zingeser participated in a Disease Screening and Health Education
Program at the Center.

CHRONOLOGICAL SUMMARY OF EMPLOYMENT

Agency Date Title
Birch & Davis Associates, Inc. 1979 to Present Principal
Boston Hospital for Women 1978 to 1979 Administrative Resident
Philadelphia Health Management
Corporation 1976 Instructor/Coordinator
Rabinowitz Center for Disease 1975 to 1976 Disease Screener/F ealth Educator
Detection and Prevention
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Philadeiphia Department of 1974 to0 1975 Intern
Public Health

EDUCATION

The Johns Hopkins University, School of Hygiene and.Public Health, 1979, MHS, Health Care
Planning/Administration

University of Pennfyivania, 1977, BA, Health Care Administration, Sociology

UnivVersity of Pennsylvanid, 1973-1975, BS Candidate, Nursing

PROFESSIONAL AFFILIATIONS

Member, American Public Health Association

Member, Executive Committee, The Johns Hopkins University, School of Hygiene and Public Health,
Society of Alumni

Chairperson, Society of Alumni, Activities Committee, The Johns Hopkins University, School of Hygiene
and Public Health '

Member, Sdciety of Alumni, Annual Program Committee, The Johns Hopkins University, School of

Hygiene'” e

and Public Health
LANGUAGE CAPABILITY
Spanish
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Testimony of Steve Watsen
Administrator, Ocala Haborside Healthcare Nursing Home
On behalf of the
American Health Care Association
Before the -
House Committee on-Veterans Affairs
. Heaith Subecbmmittee -
. ’ : g

Good morning, Chairman Stearns and members ofithe subcomm:ttee my name-is Steve
Watson and I am the administrator of Harborside Healthcare, a 180 bed mirsing home in
Ocala, Florida. I anrhere today representing the American Health Care Association and
as a nursing home operator with 15 years experience in the field. AHCA’s member
nursing homes have long been a partner with the VA in the provision of long-term care
for vetetans. AHCA is eager to continue working with the VA and to be a part of the
solution to serving the long-term health care needs of veterans. We appreciate the
invitation from you to testify on the Federal Advisory Commission’s study on the future
of VA -long-term care. [full name of the study-- V4 at the Crossroads: The Federal
Advisory Commission on the Future of VA Long-term Care.)

1 come before you today both as a nursing home administrator with nearly 15 years
experience and as a veteran, having served 18 yeats in the U.S. Navy. This combined
experience gives me a double set of concerns and allows me to see these issues from both
sides of the fence. 1 believe when a veteran needs long-term care and needs to go into a
nursing facility, he or she should have access to facility care as near as possxble to home
to facxlltate visits from family, relative and fnends
As our socxety ages, we have been heanng mowand more about long-term health care.
"As a nursing home administrator, I am well aware of the large population that:will require
long term cave in the:coming years and fully realize how imperitant it:is'that solutions be
put in place now to resolve the challenge of providing and paying for long term care. I
commend the work of this Committee in recognizing that solutions must be found to the
problem of providing and paying for care. We were invited to take part and we were an
active participant on the Federal Advisory Commission that prepared this study.
Generally, we support the report’s findings and I would like to point out some of the
specxﬁc recommendations thaa AHCA siipports.

AHCA supports the recommendation that the VA should retain its core of VA operated
long-term care services and improve the efficienicy of operations. We especially agree
with the recommendation that most new demand for care should be met through contracts
and existing State Veterans Homes. The use of contracting such as through the Multi-
state Contract program allows the VA to meet need when and where it arises without
heavy investment in more infrastructure. The VA has a long established infrastructure
and may not need new construction to fulfill its obligations to our veterans. We feel it is
important that the VA have the flexibility to dedicate their dollars to services and not
necessarily to expensive construction projects.
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The VA provides services along the entire contmuum of care—adult day health care,
home based primary care, respite, and nursing home care; but its no surprise nursing
home care receives the largest allocation of the long-term care budget. The VA provides
nursing home care three ways: Nursing homes connected with VA Medical Centers, State
Veterans Nursing Homes, and the Community Contract Nursing Home Program.. AHCA
member nursing:homes partner-with the VA in the Community Contract Nutsing Home
Progeam. The VA initiated this multi-state contract program in 1996 to secure” ;.- -
agreements with nursing home companies. that would offer beds natioawide with .. -
substantial benefits to the VA, thus allowing the veteran to access nursing home care in
their communities and near their families. Through a ‘best value” competition, the VA
awarded contracts to seven companies and will expand the program.this year by allowing
local and regional-long-term care providers to participate in addition.to the multi-state
providers. We are proud of our participation in this program and confidently endorse its
continuation, offering conveniéent leng-term care servicesto veterans in an efficient
manner. We understand that the VA is truly at a crossroads in trying to meet demand for
services while having to-meeting a reduction in staffing. Through the Community
Contracting program, we can help.the VA meet those goals without sacrificing. quahty,
services and even achwvmg cost savings where needed.

N

Another way the VA provides nursing home careto veterans is a program that offers
grants to states for facility construction and renovation through the State Veteran Nursing
Home program, paying up to 65% of construction costs. Also, the VA subsidizes a
portion of the daily care at these state facilities through a per diem payment. AHCA
agrees with the Cammission’s recommendation that the VA should not seek funding for
any new facilities except those justified by objective standards and by a lack of existing
community need or capacity. We also agree that renovation pro;ects that affect hfe and
safety should receive higher pnomy .

Currently, the VA must use a priority systetri that is writteninto the U.S. Code for .
funding grant requests to build new State Veteran-Nursing Homes. This funding
methodology gives a high priority to states that do not currently have a State Veteran
Nursing Home and also to those whose: grant requests already guarantee all needed state
dollars. We are concerned that this methodology is silent on the community’s capacity to
serve veterans in existing community nursing homes. Let me give you a few examples to
illustrate why we believe this practice should be reassessed.

In Louisiana, the state government is contemplating the approval of three-additional
veterans homes. This state already has veteran homes in three other communities. Right
now, Louisiana’s private nursing home industry is operating at an average annual
occupancy rate of only 81%-- which is very low. While I am supportive of veterans, in
areas where the community's existing capacity can serve the vets, I believe the funding
priority system should take into consideration the availability of capacity in its priority-
setting process.
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Let me briefly cite another example. In Minnesota, the state legislature instituted a
moratorium on new nursing home bed construction in 1983. Moratoria are put in place by-
state governments when too many beds already exist; this helps to contain Medicaid

costs. Despite this moratorium the Minnesota legislature authorized three new State
Veteran Nursing Homes to be built. Each time one of these three State Veteran Homes
opened, there was a corresponding decrease in community nursing home occupancy rates
in the state. This can jeopardize viability of community nursing homes and put existing
residents at risk.

In California, with an 86% occupancy rate in non-governmental nursing homes, we have
more than enough capacity to serve veterans in those facilities. California continues to
send grant requests to the VA to build more homes. I believe veterans want a choice of
where to live if they are going to access the VA’s long-term care system and accepting
veterans in existing community facilities would provide that choice without incurring
expensive new construction.

Lastly, I want to tell you about a private nursing home in Louisiana that provides special
programs for veterans. Col. Bryan Batulis, a retired Marine, opened a wing of a private
nursing home in Napoleonville, Louisiana, specifically to serve local veterans, called
Veteran Memorial Hall. The last Thursday of each month offers a Veteran Social and
members of VFW chapters around New Orleans come to the nursing home for the event
with the residents. Additionally, the nursing home provides special programs for vets
such as a daily ceremony where the P.O.W. flag with the U.S. flag are raised and lowered
in military tradition. Right now preparations are underway for a Memorial Day program,
which traditionally involves the governor. I tell you about this example because I want
you to know that community nursing homes can offer specialized support for vets.

We agree that the VA should not abandon its three nursing home programs, but attempt
to operate them in the most efficient and effective manner possible. We are supportive of
VA’s efforts to offer veterans long term care services along the continuum of care. Not
all patients needing long-term care must enter nursing homes, and veterans should have
choices that include home and community-based care when they are an appropriate
setting for the patient. Also, we know the VA is prohibited from financing assisted living
care for veterans, and we commend the Commission for recognizing that many state VA
programs are moving in the direction of including assisted living in the services they
offer. We would support the VA seeking legislative authority to allow for the payment of
assisted living through contracting with private assisted living facilities. What is
important is the appropriate care environment for the veterans and we support efforts by
the VA to determine the best environment and provide access.

1 want to commend the Commission on their development a long-term care quality index
that would standardize and measure the quality of care delivered to VA health care
beneficiaries. The process would include an assessment for patients over age 70 who are
potentially at risk for needing long-term care services. The veteran would undergo a
comprehensive assessment that would screen him on functional status. The model also
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includes care coordination with an interdisciplinary treatment plan. We are pleased to see
that outcomes will be monitored and studied. -AHCA strongly supports the use of
outcome measures, quality indicators, and resident satisfaction measurement to
continuously monitor and improve quality in long-term care. We are proud to see the VA
at the forefront on long-term care quality as well.

Thank you for inviting mé to testify. We look forward to policy options the Committee
and the VA will recommend as solutions to providing long term care for vets. We want to
continue to be actively engaged in developing those solutions and we offer our full
assistance. Thank you, Mr. Chairman.

The American Health Care Association does not receive federal grants or contracts
relevant to Medicare, Medicaid or long-term care services for U.S. veterans.
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WILLYIAM STEVEN WATSON
Route 1, Box 169-A
_ Oxford, Florida 32684
(352) 748-3513

RESUME OF QUALIFICATIONS

EDUCATION:

LICENSES:

FLORIDA TECHNICAL UNIVERSITY
B.S. NATURAL SCIENCE

CONTINUED EDUCATION (University of Central Florida)
One year Post Graduate Studies in
Public Health Service 1983

NURSING HOME ADMINISTRATOR
State of Florida Department of Health and Rehabilitation
Services 1985 — Present

EMPLOYMENT HISTORY:

May 1987 ~ Present:

June 1986 - 1987:

May 1986:

1984 - 1985:

1974 - 1984:

1972 ~1974:

1972:

1951 - 1969:

Administrator, Harborside Healthcare,
Ocala Florida
]

Administrat'or, Chateau Vivon Nursing Home,
Daytona, Beach, Florida

Administrator during Receivership, Glades Healthcare,
Pahokee, Florida

Assistant to Administrator, Ocala Geriatric Center,
Ocala, Florida -

General manager, Durham Young Outpatient Clinic,
Leesburg, Florida

Medical Records Administrator, Lake Community Hospital,
Leesburg, Florida

Medical Records Consultants,
Okaloosa County, Florida

Retired after 18 years of service in the United States Navy
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Chairman Stearns, Congressman Gutierrez, and Members of the Health Subcommittee.
Thank you for inviting our company, Managed Care Solutions (MCS), to testify this
morning. We have been asked to describe our experience assisting government agencies,
such as state Medicaid programs, in improving access to long-term care and other medical
care services for frail, elderly and disabled individuals. In addition to increasing access
for chronically ill individuals, the state programs we are involved with also focus on
quality improvement initiatives and stabilizing the growth in expenditures. We hope this
information will be helpful as the Committee considers how best to provide long-term-care
services to veterans.

Managed Care Solutions is a national health care company, specializing in the
administration of long-term care services. Currently, MCS is providing care management
and other services to over 170,000 people in seven states--most of whom are Medicare- or
Medicaid-eligible, and some of whom are veterans. MCS is not a traditional Medicare or
Medicaid HMO, but rather a full service care management company serving the
chronically ill.

MCS’ contract with the State of Arizona is now in its 10th year, and was the first risk-
based Medicaid long-term-care program in the country. One of our more recent contracts
is the STAR+PLUS demonstration in Houston, where we have teamed with Blue Cross .
Blue Shield of Texas to provide care managcment services to 19,000 hlgh risk, Medicaid- °
Medicare-eligible individuals. . B

There are several reasons why we believe our experience as a Medi?:aid contractor is ’
relevant to the work of this Subcommittee and the mission of the Department of Veterans
Affairs.

o First, states are grappling with a demographic challenge similar to that facing the VHA:
namely, a population at risk for long-term-care services that is expected to increase five
fold in the next four years;

& Second, the key elements in our tested care management approach mirror almost
exactly-the recommendations of the Federal Adv1sory Committee on the Future of VA
Long-Term Care; and 3

o Thll‘d putting this approach into practice in Arizona has demonstrated success by:

~ Increasing access to long-term care and other medical and social services;

~ Improving the quahty and contlnulty of care for individuals receiving the services;

~ Controllmg costs by increasing the members receiving home and community based
services from 7% in 1989 to 46% in, 1998;

~ Achieving an average total program and administrative cost savings of 17% per year
for the past 10 years; and

~ Spending approximately 22% less than traditional fee-for-service Medicaid
programs in other states.

1-
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In addition to these benefits, the Arizona program has also given the State the ability to
project more accurately and manage the growth in both the demand for services and the
cost of services to this population.

It’s worth noting that fewer than one percent of this country’s long-term care recipients
are currently in managed care programs. However, the states are intensifying their search
for alternatives to fee-for-service programs, because they do not have sufficient resources
to meet the dramatic escalation of service needs and projected costs. Arizona, Texas and
Minnesota have already implemented managed long-term care programs. New York is
planning a managed long-term care plan implementation in the near future, and at least
eight more states are likely to implement or dramatically expand Medicaid managed long-
term care programs within. the next one to three years.

The critical success factors in our care management approach match the Federal Advisory
Committee’s recommendations to the VA.

The first element contributing to our success is a comprehensive, integrated
and coordinated continuum of services, which includes:

e Medical care

e Prescription drugs

¢ Behavioral health services that address depression, other mental health issues and
substance abuse services

¢ Institutional care (assisted living, nursing home services, etc.), and

e Social issues such as access to appropriate care givers and supports

It cannot be overstated that unless all the services in the continuum are available and.
coordinated, it is impossible to optimally manage each individual’s care--because we will
have to provide someone with more or less care than they actually need or put a patiént in
a setting which may actually reduce his or her quality of life.

The second success element is a highly trained care manager, usually an-
expenenced nurse or social worker, who works directly with patients, their families or
care givers, and t.heu- personal physncmns to:

® Assess each’ mdmdual's medical, soclal behavxoral long-term care and home a.nd
community services needs; :

e Consult the patient, the panent’s famnly, the patient’s physician, about their concerns and
preferences, and include the patient in many decisions dbout his/her pian of care;

o Identify the best service plan and the least restrictive setting in which to meet the
patient’s needs; and

2-



117

o ' Arranige for the services to be delivered, and then re-assess the patient on a ‘tégular
basis to assure that the patlent s plan of care is followed, and that thé patient and family
are satisfied with the provision of services.

The third element is a state-of-the-art information system that lncorporaiés

our cumnlatlve history of patient care. ‘At MCS, each care manager carries a laptop

computer ‘with software designed to perform care assessments in real time. The software
contains: ° o

¢ Each patient’s medical assessment, including all medications being used by the pauent,
and all physicians and service provnders who are treating the patient;

* A socioeconomic profile;
o A psychological assessmient;
e A functional assessment; and ~

e Alternative options for services, providers, home and community- placements
institutional placements, and durable medical eqmpmem.

The care manager enters the patient’s assessment into the system, and thc system analyzes
the data, highlighting issues pertaining to the level-of care-the patient may need, and
identifying opticnal:ways to-meet the patient’s'neé¢ds. The caré manager then reviews the
options, consults.with the patient and the patient’s farnily, and then authorizes a plan of
care.

There are several aspects of this assessment and care plan that I want to draw to your
attention:

o Our care managers are trained as advocates for patients and their fanuhes, S0 they are
trying to achieve three objectives simultaneously: .
— Improving the patient’s quality of life;
— Serving the patient in the least restrictive, least disruptive setting —-while also
addressing his or her full range of needs; and
— Using the most appropriate resources.

¢ Because they are balancing these factors, care managers do not necessarily select the
lowest cost alternative for every patient.

¢ Care managers serve some patients in rural areas where there are not geographically
accessible nursing home or home- and community-based services. In order to get those
individuals the care they need without relocating them hundreds of miles from their
families, we have had to hire and train local résidents to provide the non-medical
supports that make it possible for patients to remain in their homes.
These support services include housekeeping, meal deliveries, transportation to
physigians and treatment faéilities, respitetare for family members, home modification
services such as wheelchair ramps and safety bars, etc.

-3-
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¢ Care managers may find it necessary o lacatg health carg providers willing to travel a
sigjﬁﬁé‘am dis %%ﬁ%r Ahe Jong-term care semf:::r:g’u? patients need.
These examples highlight the fourth critical siccess factor, which is the necessity
of identifying or creating alternatives to ,\,yurs;?g home services wherever
appropriate. Over the last ten years, state Medicaid officials haye realized that if all the
individuals at risk of institutionalization aré placed in‘mirsing homés, the states will not
only have major budget deficits in future yédrs, but they will also be tinable to serve al} the
people eligible for and in need of long-term-care services. To drive home this fiscal
ity, states have required service providers and, care managers to be at financial risk for
providing ‘sérvices wiliin a fixed fee per membe i'ﬂﬁfgr‘l,l,iqn'th. Thé staté also monitors those
providers,and care mandgers for the quality of care that paticnts reéeive. -
As care managers, we still place many of our patients in nursing homes, because even.
though that is the most expensive level of care, it is often the most appropriate placement
to meet their needs. But we try to place patients in less costly and less restrictive alternative
settings--such as assisted.living, other congregate care or even their own homes--and then
assure that they receive the kind and quality-of long-term care services they need to
address their illness or disability, and also improve their quality of life.

The final critical element in our success is quality assurance. We continuously
monitor clinical outcomes, utilization and costs of the services our patients receive, and
assure that we are meeting the stringent oversight requirements of the states.

Our highly trained staff monitor key clinical indicators such as:

e Influenza

e Pressure ulcers . .

¢ Hospitalization and emergency room use

o Activities of daily living

o Fractures related to falls

e Psychotropic medications

¢ Emergency room utilization during physician office hours
¢ Pneumonia immunizations

¢ Depression in.nursing home residents

® Avoidablé hospital readmissions .
. Dﬁﬁéﬁg foot care to prevent amputations of lower extremities.

We are always engaged in clinical quality outcomes studies to improve our practice in the
prevention and management of illnesses such as depression, asthma, diabetes and cancer.

4
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1 want to re-emphasize the fourth element--developing alternatives to nursing
home care--because that is undoubtedly the most important component of
implementing a sound and affordable long-term care policy.” Our experience
is that unless the full range of long-term care services and settings is
available, it will not be possible to stretch resources to serve substantially
more veterans.

We therefore agree with the Federal Advisory Committee’s recommendation to amend VA
legislation to:

e Broaden the provision of respite care in all settings;
s Allow for the payment of assisted living/residential care; and

* Expand the VA benefit package to include nursing home care when that is the
appropriate service and setting.

We also support the Committee’s equally important recommendations to:

e Expand options and services for home- and community-based care, making these
services the preferred placement site, where clinically appropriate, for veterans needing
long-term-care services; and

o Establish system-wide care coordination processes.

With regard to system-wide care coordination, we recommend that the Department
undertake several long-term care demonstration programs in order to test the
impact of care coordination on the VA’s ability to deliver long-term-care
services to more veterans. These demonstrations could be offered as incentives for
VISNSs to develop and manage long-term-care services in a manner that is responsive to
local needs. Without some kind of incentive, and without an opportunity to test and learn,
it will be difficult to successfully implement this kind of approach in a short period of
time. We suggest that:

¢ Demonstration sites should include a sufficient number of veterans to be statistically

significant.

¢ Demonstrations should be strategically placed in.settings that reflect the variety of
challenges facing VISNs and VA medical centers. For example, the mix should include
both urban and rural regions, high density and scattered populations, areas with and
without numerous existing community providers; and

e Demonstration sites should collect extensive data, and have an independent evaluation
that includes an analysis of clinical and cost outcomes, veteran and family satisfaction,
and effective management of the continvum of services.

5
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We believe that broad qhstnbutlou of mformat;on about these den;onsu:augns and broad
discussion of the experience of ¥ vpterans and their families, as well as VA niedical and
administrative staff, will’ pmmote leammg and excitement about the beneﬁts of this
approach.

Thank you for allowmg us to share our experience with the Subcommittee. We will be
happy to answer any questions, or to provide you with additional information:
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Follow-up Questions
Concerning the Aprll 22, 1999, Hearing

for
The Department of Veterans Affairs

from
The Honorable Cliff Stearns
Chairman, Subcommittee on Health
Committee on Veterans’ Affairs
U.S. House of Representatives

Note: These responses were prepared by Dr. Kenneth W. Kizer, prior to his
departure as the Department’s Under Secretary for Health and are representative
of the Department’s views.

1. Dr. Kizer, in your opening remarks, you testified that during the development
of what became the Veterans Health Care Eligibility Reform Act of 1996, “we
encouraged [Cangress] to get long-term care and acuie care on the same
footing...[Ajnd today under the law, long-term care is considered a discretionary
program.” You further stated, in response 1o a questioft about the marked
variability jt access to long-term care from VISN to VISN, that *[ylou have
provided/n law, on the one hand, a.package of mandatory services that we have
to provide, On the other hand, you have some discretionary things that you can
provide if funding is available. In an era when our budgets are Severely strained,
we are providing the T‘andatory things that you expect and have said, have to be
provided.” | ligl#t of this testil;nonI; please answer the following questions:

(a) At the refjuest of the Comimittee’s Chairman, you submitge;g a report
dat y 7, 1996 on H. R. 3118, the Committee’s healtfi care eligibility
refoym legislation, the bill which provided the framework for the eligibility
refol provisions of P. L. 104-262. In reporting on that bill, you observed
that “{a] principal objective of the legislation is to make the delivery of
health care to eligible veterans more rational by eliminating the current
‘pre-, post-, and obviate’ restrictions on outpatient care.” You further
stated, “In that respect, H. R. 3118 is consistent with VA’s Reinventing
Govemnment Il initiative and with the foliwing [six cited] objettives which
we consider essential to beneficial reform.” Your letter was devoid of
any reference to long-term care, of any implication that Gongress should
make any change to éligibility for long-term care, or of any hint that you
anticipated that a.two-tier system of care would arise as a result of the
proposed changes. Please either provide for the record documentation
of the recommendation you testified having made prior to enactment of
P. L. 104262 that acute and long-term care should be placed on the
same footing, or correct for the record the April 22, 1999 statement to
that effect. - ’

Answer: You are correct in pointing out that at the time that the Congress was
actively-considering eligibility reform legislation | made no formal
recommendation to the committee concerning long-term care eligibility. During
the twd years'that | was directly involved in this issue there were myriad other
con}municia“tions about the matter than those which you reference; most of these
weré verbal. To the bést of my recollection, my discussions about long term care
were with Senate Veterans’ Affairs ;Cémmiﬁéé staff, and | do not know the extent
that long-term care was considered as Congress completed its consideration of
eligibility reform iegislation. | have edited the hearing transcript to more '
specifically reflect what | recall iavirlg occurred;
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(b) Insofar as your testimony putports to instruct the Committee as to the
import of currént l&w regarding a distinction between a “mandate” to
provide acute care and the “discretionary” nature of long-term care
services, please prowde for the récord whatever legal opinion you are
relying on that expresses suich a distiriction.

Answer: | was not relymg on any specific written legal opinion, but my
understandirig that there is a distifiction in the iaw between so-called mandatory
care, that the law says we “shall” fuinish, and dvscrehcmary care, that the law
says we "may” fumish. More spécifically, it is my understanding that the law
states that we shall furnish hospital and otipatient care to certain veterans, but
that we may fumish various kinds of long-term care, including nursing home care,
domiciliary care, and respite care. | have been advised that the distinction
between the word “shall and the word “may” is one of priority. Thus we generally
must try and give a priority to 'the care that Congress has said we “shall” provide.
It is that notion of priority that | was trying to convey in my comments at the
hearmg When there are competing demands for resources, VA officials try to
give priority to fumishing acyte hospital.gnd outpatient care, which is consldered
mandatory, rather than dlscretconary long-term care.

(c) How, if atall, does current faw preclude you from deciding — in the.
interest of optimal ‘patient are - to enrofi less than all category. A and C
veterans (or less than all category A veterans) and thereby (through such
deplayment of discretiondry medical care doliars) enable you both to
meet more effectively the long-term cdre needs of those enrolled and to
minimize the variability in access to long-term care services from VISN to
VISN?

Answer: It is my understanding that by distinguishing in the law between care
that we “shall” fumish and care that we “may” fumish, Congress intended that we
give a pnority to the former over the latter. 1am advused that this distinction first
appeared in the law in 1986, with passage of Public Law 99-272, and that the
legislative history of that Public Law clearly indicated that Con ress intended that
VA give a priority to the care that we “shall” fumish. Aooordl , belleve we
could curtaif care to category C veterans {those to whom we “may' furhish care)
and reallocate those funds for Iong-ta:m care. On the ottiérhand, | believe it
would be mqqnsgsient wjth oongressvonai intent for us to curtall care 1o, ‘Cate

A veterans (those to whom we “shall; fum:sh care) and reallocate those funds for
Iong-term care. .

(d) Is it your testimony that you lack any tools or decnsnon»maklng authority
to reduce the disparity in veterans access to, long-term care from VISN to
. VISN, as.described in the MV;sommmmﬁee s report?

Answer We cr;tend,;o issue pohcy guqdance almed at mcreasmg the
consrstency of decisi n-makmg regarding. longt term care across‘all ‘VISNs.
However, dfay-to-d)ay operatlonal decnsm‘ﬁ~makmg authority is decenmalazed to
the VISN level, and given the discretionary authority for long-term care services
and the limitations on resources some variability is inevitable.

2. Dr. Ktzer you have “called for estabrshmg parity between acute and long-
term care. Isntthata policy goal you can 1mplement. through one of two
approaches: either résﬁncting enroliment tc a number of veterans whose acute
and Jong-term care neéds can be met, or requésting substantially increased
appropriations 10 méet both acute and long:term care needs of the expansive list
of pnon&x groups VA has heretofore invited to enroli? .

Answer: We wew current law as the expression of congressnpnal intent
regarding the priority 16 be given to long-term care services. We possibly

could attempt to mandate a discretionary program through policy issuance, but |
feel the best approach is for Congress o address the priority question and the
attendant funding requirements.



123

3. In responding to post-hearing questions following a November 23", 1998
field hearing you indicated that you expected to make "more innovative use" of
VA’s hospital-based nursing home resources. Please clarify and expand on what
you meant by that phrase; please provide examples. o

Answer: Itis anticipated that interdisciplinary clinical care teams will continue to
assess the clinical care needs of individual patients and will be empowered and
encouraged to develop comprehensive treatment strategies and plans that
ensure that the patient is provided the right care in the right place at the right
time. Significant emphasis will be placed on meeting, to the extent practicable,
the needs of the patient in non-institutionat settings. In appropriately reducing
the amount of time that patients stay in the nursing home, it is expected that
program resaurces will be made available for use in the development of
innovative rehabilitative strategies that address a broader range of patients than
have been traditionally served in the nursing home setting.

4. Dr. Kizer, you submitted for the record a draft version of a proposed strategic
plan for VA long-term care. That paper’s “Strategic Action XIV” calls for
establishing “system-wide care coordination processes” based on a standardized
comprehensive assessment tool. The paper proposes that VA “should reassign
and train existing staff to implement such processes.” In this regard, we woultd
ask you to review the testimony provided at our hearing by Mr. Richard Jelinek of
Managed Care Solutions (MCS). His testimony indicates that MCS provides long
term care:management services to chronically ill patients, and, by way of
example, cites its long experience in fumishing such services contractually under
a risk-based Medicaid long term care program.

(a) Given the recommendations of the advisory. committee on {ong-term care
to make-greater use of contracting:to meet non«institiitional care néeds,
wolld the services of such an entity offer potentiakbenefit to VA?

(b) Is that an approach worth testing vs. reassigning and training staff in a
system whif;h is'already under severe staffing pressure in'many areas?

Answer: VA's general approach to care management is 1o integrate the full .
spectrum of care needs, including long term care. We frequently use contractual
services, if they are the best value approach, to meet part of the patient’s care
needs. VA needs to adopt more effective care management strategies that are
integrated with all other VA care. | believe it is worth evaluating the effectiveness
of services MCS offers, however, not as an altémative to making the
improvements in VA care management that the strategic plan addresses.

5. The draft version of your proposed strategic ptan for VA long-term care
addresses the advisory committee's recommendation regarding assisted fiving
services, it states that you staff wobld "initiate a request for new legislative
authority for payment or co-payment of facilitated residential living (assisted
living) for eligible veterans.”

(a) Given the variety of so-called "assisted living" arrangements being
marketed, what do "assisted living” services mean for purposes of
providing a new benefit?

(b) How would you best describe the level of functional impairment, disability
or medical need which would establish "eligibility" for this benefit?

(c) Could a veteran "apply" for this benefit, or would the individual have to
be referred by a clinician or team?

(d) Would the determination that the individual did not meet the requisite
level of functional impairment, for example, —and thus was not eligible for
a monetary payment (to the veteran or to the "provider" on the veteran's
behalf) — be subject to appeal?

(e) Would payments or partial payments be made to the veteran or to the
facility; what-would you envision to be the rights and obligations of the
parties?
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) The fact that this proposed action plan is framed in terms of authority for
“payment or co-payment” would suggest that such a proposal is at best
in an,early stage of development.- -‘Waould-it be fairto say that
considerably more work needs to be done-on this issue before the
Department would be prepared to advance a legislative proposai?

(@) Assisted living-services are often largeted. at families with.incomes well
above the currem VA means test levels; some of these facilities may
offer relatively costly:amenities. Acgordingly, what would beme rationale
and cnrcum§tanoes wanantmg paymera& in full? . -

Answer: As noted in the text of the questlon VA achon plans regarding
legislative authority to provnde "assisted living" services are in the-earliest stages
of analysis. The provision of such care would notikely be viewed as a new
healthcare benefit but as a measured, clinically appropriate, cost-effective
response to patient needs that, in the past, may have resulted in the clinically
unwarranted umlzatron of hospital or nursing home care serwces

tis antlcnpated that veterans most hkely to'seek and to benef it from asslsted
living arrangements would be these. with impairments in individual ability to
perform activities of daily living that effectively inhibit their ability to provide
adequately for themselves in an independent living situation. A review of
literature regarding the concept of assisted living appears to suggest that
decisions regarding entry info private sector assisted living arrangements are
based upon ease of access, personal choice and ability to pay, as well as clinical

VA has recently undertaken a studied analysis of potential payment or co-
payment options that might be empioyed in the provision of assisted:living
services. Veteran eligibility, financial status, clinical need and personal choice
must all be addressed in the development of payment or co-payment models.

It is believed that assisted living services could be provided through a number of
service delivery models that might involve direct care by VA as well as partnering
and/or contracting with private sector providers. VA fully supports the creative
use of its Enhanced Use Lease Authority in the structuring of public/private
partnerships intended to i 1mprove veteran access 10 high quality assisted living
services.

6. Dr. Kizer, your chief consultant for geriatrics and extended care, Dr. Salemo,
in responding to a.question for the record following a November 23, 1998
hearing, stated that "the challenge in caring for older veterans (as well as for all
older Americans) is to change the culture of health care to emphasize long term
strategies that improve or maintain a person’s functional capagcity.” Do you agree
with that assessment? What oversight mechanisms would measure the extent to
which such cuttural change is taking place in VA?

Answer: Dr. Salerno’s assessment is oompletely consistent wnth my own. We'
must monitor and measure our progress in-meeting the challenge aptly described
by Dr. Salemo through the development and system-wide application of uniguely
designed clinical outcome measures, program performance indicators and
stakeholder satisfaction assessment mechanisms.

7. The advisory committee on long-term care stated in its report (p. 16) that
“VA's nursing home programs need restructuring...[Serious consideration of the
size and nature of the programs, especially VANH is indicated.. [Any changes in
program structure should be carefully mana

(a) What is your undersiandmg of what the advisory committee meantin .
concluding that “VA’s nursing home programs need restrueturing®?

(b) What are your-views regarding the conclusion as well as the advisory
committee’s guidance that “serious consideration” should be given to the
size and nature of the VA nursing home program?
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Answer: Based on the Federal Advisory Committee’s discussions on this issue,
it is clear that they were concerned that planning for nursing home care was too
program-specific and was not firmly linked to the need-for care. The Committee
envisioned the VA, community and state nursing home programs as connected
to one anoth®r as well as to other long-term care services. The Committee
wanted to see more evidence of joint efforts in strategic planning and budget
formulation.

The Committee attempted to balance a number of factors affecting the delivery of
nursing home care services. First, the Committee recognized that VA Nursing
Homes (VANHS), as hospital-based facilitiés, are uniquely positioned to provide
post-acute, rehabilitation and specialized care. Second; the Committee
recognized that VANHs have a solid reputation for providing high quality care.
Third, the Committee recognized that VANHSs serve selected groups of patients
who are extremely difficult to place in commuifiity nursing homes. Fourth, the
Committee also realized that in certain parts of the country, VANH costs cannot
be explained by higher levels of patient care needs, by higher levels of nursing
staffing, or by other factors. VHA has concluded that VANHs must exploit their
strengths as a hospital-based system, while prwidinq continuing care to those
patients who cannot be placed elsewhere or who have become long-term
residents. Further, VHA has concluded that certain VANHSs in the system have
specialized missions and populations that are not readily available in the private
sector.

8. Under current law, VA's adult day health care authority is limited to being
provided as a follow-up to a period of hospitalization. (a) What are the
programmatic implications of this limitation? (b) Would lifting this fimitation offer
veterans an option that would help defer or avoid institutionalization?

Answer: VA has provided-Adult Day Heafth Care (ADHC) Under Community
Nursing Home {CNH) authiority, ‘which allows for the difect placement of rion-
service-connected veterans without por hospitaltization. This change to CNH
authority was established in P. L. 105-114. From 1991 until the passage of P. L.
104-262, VA utilized the outpatient authority for ADHC. Expanded access to
ADHC is unrelated to the exceptionally modest growth the program experienced
through most of the 1990s. VA believes that the determination of whether or not
a veteran shouid receive adult day health care should rely on a careful
assessment of the veteran's individual needs, regardiess of whether or not they
have been hospitalized. Adult day health care is an important component ofa
comprehensive home and community-based care strategy and, when used
appropriately, can help defer or avoid institutionalization.

9. Under curent law, VA's adult day health care authority is also limited in
duration to aperiod of six months. (a) What are the programmatic implications of
this limitation? (b) What would be the likely effect(s) of lifting this limitation?

Answer: The six-month limitation on most patient placements in non-VA ADHC
facilities is required by law. In the contract nursing home care program, veterans
with non-service-connected conditions, who need services beyond six months
can often be transferred to State Medical Assistance (Medicaid) Programs. That
option does not exist in most.states for patients receiving ADHC, since ADHC is
not a federally mandated service under Medicaid. From a ¢linical/programmatic
perspective, the limitation hinders VHA in usingrits resources most effectively to
meet the long-term care needs of veterans with chronic illnesses.

Between 1991 and October 1996, when the six-month limit did not apply to the
VA ADHC program, VHA experienced no unusuai program growth or increased
demand for ADHC services. Some veterans will need less than six months of
adult day health care, and others will need more. The practical effect of lifting the
six-month limit would be to offer greater continuity of care to certain ADHC sub-
populations, notably veterans with dementia.
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Follow-up Questions
Conceming the April 22, 1999, Hearing

for .
‘The Department of Veterans Affairs

from
The Honorable Lane Evans
Ranking Democratic Member
Committee on Veterans’ Affairs
U. S. House of Representatives

Note: Dr. Kenneth W. Kizer, former Under Secretary for Health, is no longer
with the Department. These answers represent the views of the Department
of Veterans Affairs.

1. Dr. Kizer, does the $106 million request to come from management
efficiencies VHA made for expanding home and community in FY 2000
adequately address the "urgent need" for this care you describe in your
statement? Does it put VHA on target to meet the Advisory Committee’s
recommendation of tripling the portion of the budget invested in these programs
in the near future? If VA continues to invest at the same rate as the FY 2000
request, will you be able to ensure these services comprise 7.5% of the VHA
budget in five years? '

Answer: The $106 million increase in home- and community-based care
(H&CBC) for FY 2000 signals the Administration’s commitment to expanding
these services. "Same rate" increases in H&CBC alone would not reach the
Committee’s recommendation of 7.5% of VHA's budget invested in non-
institutional long-term care.

2. In your opinion, is 6 months of care sufficient to provide patients who have
conditions, such as.Aizheimer’s or other dementias, which will deteriorate over
time? [f you had more adequate resources what types of Long-Term Care
services would you provide to veterans with these conditions?

Answer: Chronic, grogressnve disorders, such as Alzheimer's disease and other
dementias, require a wide range of inpatient and outpatient health care services
over a period of years. There may be considerable individual variation in what
services are needed or preferred, at what time, and in what setting. Six months
is not likely to be adequate for persons with Alzheimer's Dementia. In general, a
comprehensive system would provide an integrated continuum of care
throughout the course of the disorder, addressing both patient and caregiver
needs over time; in home, community, and institutional settings and integrating
VA-provided services with those provided under public-and private insurance
plans. Services would intlude early recognition and diagnosis, treatment of the
target condition and co-occurring disorders from early to late stages, and
planning and impiementation of end of life care, as well as condition-specific
education and training for professional and non-professional staff and families.
As with other disorders, theré would be multiple ways to provide these services,
both directly in VA settings and indirectly through contracts or sharing
agreements with community providers. Aithough VA provides many components
of such a oomprehensive system of care for veterans with Alzheimer’s disease or
other chroni¢ tohditions, additional resources would facilitate the development
and integration of these components in every Veterans Integrated Service
Network (VISN).in the VA system. )

Time limitations on long-term care services are historically based, originating in
the Community Nursing Home Program, as authorized in P.L. 88-450. The
limitations address budget concems, rather than patient need. They establish an
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assumption that other payors will.continue to finance the needed care. This
assumption may not be correct in all cases.

3. What types of LTC are considered part of VA's basic benefit package, which
any enrolled veteran should reasonably expect to receive.if needed?

Answer: Home Health Care (HHC) services, including skilled care and
homemaker/home health aide services and hospice care are included in the
basic benefits package. VHA doés not intend to preclude a veteran’s choice of
using other eligibilities, e.g. Medicare Home Care, to meet their care needs.

4. Does the VERA allocation model reimburse nursing home patients at the
“special care” rate? How much nursing home care would this reimbursement
cover in one year? .

Answer: A patient classified as a nursing home patient is included in the
Complex Care Group (previously called “Special Care”) if he or she stays in the
nursing home for more than 30 days. In FY 1999, the amount VERA allocates to
networks for each Complex Care patient is $36,955. VERA does not limit the
amount of nursing home care funded within a year. VERA is a capitation-based,
prospective payment system rather than a reimbursement system therefore,
networks and facilities have the flexibility to treat Complex Care patients in the
most apprOpnate manner and to balance the risk of Complex Care patients who
will need more resources with those who need fewer resources.

In FY 1998, there were 32,753 Nursing Home patients {including care both within
the VA as well as under contract) with total ¢osts of $1.5 bmlon this averages to
approximately $45,000 per patient. ‘The number of nutsmg home patients treated
in FY 1998 increased by 5.8 percent from the FY 1997 level. This  demonstrates
that VERA provides the networks and facilifies the flexibility to support the
relatively haéhef costs of the nursing home care pat«en;!s because they have.
other populatlons of Complex Care patients that are relafively Iess coslly

5. Are you aware of how many facilities have.changed the mlssnons of their
nursing home beds? How many still offer lifetime placement for new admissions?
For patients that have resided in VA facilities for 1,000 days or more?

Answer: We do not mamtéln this data nationally. Most of our nursing homes
that have changed their mission have seta target date for implementing the
change. Those patients in the nursing home over the 1,000 days, but prior to the
target date, generally remain in the nursing home unless it is clear that the
nursing home cannot provide the care. they require. New admissions after that
date are mformed that théir éiay will be limited and planning for continuing care is
begun ear!y in the stay. The patient and famnlylsrgnlfcant others are included in
setting long- and short-term goals and discharge goals fairly soon after
admission.

6. Does HQ monitor, in any way. how often VA refers its patients to Medicare or
Med:eand or where in the syslem this is most likely to occur?

Answar: VHA has no reifidble information at present on Medicare/Medicaid
referrals for long-term care. Information will be captured on home health
referrals, beginning in FY 2000. .

7. In whatsituations will VA provrde or reimburse home care services? What is
the typlcal dyratlon of VA's provision or reimbursemient of this care?

Answer: VA provides direct home hean‘n care sefvices through its Home Based
Primary Care (HBPC) program. Thisis a comprehenswe interdisciplinary
healthcare team approach to home care services. HBPC targets the chronically
ill with muitiple medical problems and physical impairments. There are also a
growing number of patients who need short-term, post-acute home care. HBPC
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patients must live in the designated service area, generally within 30 miles of the
VA facility. The average length of stay in the HBPC Program is’5 months. VA
also provides home health care through contracts and under the “fee” authority.
These patients tend to be short-term and post-acute. The average length of stay
is 2 months. VA purchases homemaker/home health aide services for the
physically impaired, often in’ con]unctton with the pmfééstonal services, outlined
above. Currently, length of stay information is not available for this program.

8. How does VA select the vendors to win contracts for providing non-
institutional LTC to veterans?

Answer: Contracts for home health care are relatively new for VA. Contracts
were authorized in P.L. 104-262. A recent survey indicated that less than a
dozen VA Facilities had competitively bid contracts for standard HHC services.
The vast majority of care is purchased through a fee arangement. VA is
developing a national template, with standards and criteria, for bidding and
awarding contracts. Contract Adult Day Health Care (CADHC) setvices are
purchased via sole source contracts, using the Communuty Nursing Home
authority.

9. Dr. Kizer, Congressman Evans recently received a repost based on findings
from a survey of your Chiefs of Staff. Ten percent of the respondents to the
survey indicated they had no haspice program, including a consultative team. Do
you differ with' this finding, and, if so, on what basas"

Answer: | am not familiar with the survey and have no basis to either differ or
agree with it. The Veterans Hospice Care Study indicated that 98% of VA
medical centers reported having active hospice programs in FY 1996. From the
1998 Geriatrics and Long Term Care Survey, 103 VA medical centers reported
that they provide inpatient hospice care, 80 VA medical centers reported that
they have a hospice consuiltation team, and 115 VA medical centers reported
that they use community-based hospice services for veterans. All of the
availablie data on hospice care in VA at this time is obtained through surveys or
self-reporting by VA medical centers. The difficulty in obtaining accurate data is
complicated by the dwersny among hospice and, pallcatuve care programs across
the system. Hosplce is" tradmonally a program that'is limited t6 patients who
have a clear prognosis of six fonths or less (primarily cancér patients.) While
hospice is important, it does not meet the needs of many dying veterans. VA is
taking a more comprehenswe approach to improving caret the end of life,
believing that hospice is just one program in an aray of services that should be
available to te(mmally ill veterans.

10. The Evans report found wide dlspaﬁtles among faciliies, even those within
networks, in the referral to; use of, and payment for contract long-term care for
veterans. You indicate that VHA understands there are problems in uniformity of
access to various LTC programs. Will your new proposal offer recourse?

Answer: VHA is aware of access problems in the Community Nursmg Home.
and CADHC Programs and is committed to enunciating new palicy that will ease.
these concerns within current budget onstraints. The goal is to make placement
decisions based on patient care needs, not fiscal needs. We expect to estabiish
these policies thns summer.

11. In 1984, “Caring for the Older Veteran” identified a GAO repor ciitical of
VA’s oversight of state homes. This winter, 15 years later, the Office of Health
Inspections has issuéda report that is ciitical of VA's oversighit of tate homes. |
would ike to leam how VHA ensiités that its Eontréct and state héme programs
are in ed, how often they are due for mspectuons and howqualityis ...
rig)lﬁed Gliring these inspections and ow dften ¢ t’;letegsé these .
mspechons fof gach of its long:terr pfggrams Flnalj,y,.ﬁg WOUId liké to know if HQ
monitors tigse | processes Can you provide me with this mformatnon'? P
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Answer: In long-term care, VA reviews the quality of care and the quality of life
in two programs: Community Nursing Homes (CNH) and State Veterans homes.

In the CNH Program, VA uses the State Survey Agency (SSA) inspections. VA
monitors the care of veterans in CNHs with monthly visits by a VA nurse or social
worker. VA staff reviews the reasons for re-hospitalization of veteran patients to
determine if poor care was involved. VA assesses the quality of nursing facilities
by reviewing SSA reports. Recently, VA has added to its quality review the
detailed CNH information from HCFA's On-line Survey, Certification and Report
(OSCAR). VA is committed to its oversight approach as a purchaser of care.

The State Home Program is a grant-in-aid program to States for providing
authorized long-term care to eligible veterans and non-veterans (defined as
spouses of veterans or parents of alf whose children died while serving in the
armed forces of the United States). The law requires the Secretary to establish
standards related to each grant program. No per diem payment may be made to
any home unless the home is determined to meet the VA-determined standards.
The VA has sole oversight responsibility for the State Home Program. The
Chiefs of the State Home Per Diem Program and the State Home Construction
Program monitor the grant process and are located in the Geriatrics and
Extended Care Strategic Health Care Group in VA Headquarters. VA surveyors
(from VA medical centers of jurisdictions), by regulation, are required to review
and audit all records of the State home facility that have a bearing on compliance
with any of the VA grant-in-aid requirements. The directors of the VA medical
centers of jurisdiction are required, at least annually, to make judgments, based
on VA surveys and other relevant information related to the standards, about
compliance with VA standards and recommeénd the continuation or withholding of
per diem grant payments. Training for VA survey teams'is available.

The former Under Secretary for Health pointed out in the recent lnspector
Genera! Report #9HI-A06-014, dated January 25, 1999, that inconsistencies of
ann ai mspeehens over the'past three years have had a negative impact on the
quamy of care in some of the State Veterans Homes. VHA will make every effort
to reverse the perception that VA Medical Centers no longer have direct
responsibility to oversee the quality of care in the State Veterans Homes.
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Chairman Stearns to Richard Jelinek

Questions for the Record for Managed Care Solutions, Inc
Mr Richard Jelinek, Senior Vice President
Hearing on VA Long Term Care

Mr. Jelinek, your testimony suggests that providing case management services could reduce
VA costs. What is your current per patlent charge under your Medicaid contract in
Arizona?

,

Managed Care Solutions (MCS) ges a well organized dinated and fi d case
management system which provides a more comprehensive, cost effective and integrated
continuum of health care delivery to the frail elderly and chronically 1ll. To appreciate how costs
can be reduced for our while enhancing quality and satisfaction, it is important to
d d the methodology of our case 3 system. We believe most organizations
utilize case management practices without addressing the fragn i present and fail to
incorporate all levels and types of care. This ff ion can result in inapprop
settings for clients, lack of fo]low-up for clmical issues, and treatment delays. At MCS we have
developed olir case gram into a 1prek and lete care coordi
strategy we call CareOne Semce Through this we are able to prowde the frail, elderly and
Iy ill p an'i program that focuses on managing an individual’s care
before intensive services or assistafice-i$ fieeded, rather than afier an acute episode of treatment
occurs, CareOne Service embodies full’ med:cai so¢ial, and. behavioral medicine. CareOne
Service Care Coordis who are regi d nurses or sogial workers, work with individual
cllents family members and théir physncmn 0 ensure comprehensnve services can be maintained
thitéugh the most cost effective approach.

"3

1 Y nionioh

The care with the client and family present, and then a
comprehensive individual care plan is created to meet the unique medical and social needs of the
person, Clients with minimal functional or cognitive impairments may be eligible for assisted
living arrang: in-home dant care, or on-call nurse assistance. Care managers utilize the
results of the assessment, individual and family ability and desires, and cost effectiveness criteria
in making pl decisi Periodic are ducted in order to maintain the
most appropriate placement setting.

By expanding the benefits available to clients to include various home and community-based
services, MCS has found that overall spending can be decreased, while the quality of care and
quality of life is intained or even i d. MCS’ goal is to stabilize a client’s condition

ion of less i ive services delivered on an on-going basis. The
scops s of services utilized in the CareOne Service model includes institutional placement (when
appropriate), adult home care, adult foster care, alternative residential sites,
p 1 dant/respite and hospice care, and eavi tal modifications.

To illustrate the savings potential, we are providing a cost data example from our Arizona LTC
health plan. Our health plan has operated in seven Arizona Counties since 1989 and is the largest
private contractor in the Arizona Health Care Cost Containment System s Long Term Care
System (ALTCS). ALTCS is the only state program that has required all LTC Medicaid

to enroll in managed care programs for all long term care, behavioral health, home and
community-based services (HCBS) and acute care services. The foundation of MCS® success lies
in its care management approach.

For a non-ventilator d dent individual in a nursing facility--the most restrictive setting--annual
costs can range from $36 000 to $40,000. The least restrictive setting, at home with or without
assisted living and residential care, costs can range from $6,000 to $13,200 per year.

CASE STUDY

Ryan is a 49-year-old quadriplegic male, who is ventilator dependent as a result of a gunshot
wound to the cervical spine The average monthly cost for a Nursmg Facility placement,

ble medi and acute care services is $21,276. The average
monthly cost for Home-Commumty Based Services, including respne, durable medical equipment
and acute care services is $7,467, yielding average monthly savings of $13,809. If Ryan were
already in a nursing facility, there would be a one-time cost to relocate him to a home, The
average cost for a home modification is $7,500 and transportation home is around $1,270 for a
total one time cost of $8,770.

Your d in your testi y that VA undertake several long-term care d ation
programs in order to test the impact of care coordination on the VA’s ability to deliver long-
term care services to more veterans. If you were awarded a VA contract to provide services
under one or more of such demonstrations, would you be willing to bear any of the cost of
their evaluation (since MCS could derive benefit from that evaluation, too)?

We are w1llmg to partlcipate m reseamh activities and initiatives that will measure outcomes and
results of our integr h. Part of our model prod data for parative

analysis purposes, therefore, MCS is willmg to create reports and provide data to the Veterans
Administration and other interested parties.
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NICS

‘Managed Care Solutions, Inc.
7600 North 16t Street - Suite 150 + Phoenix, AZ 85020 » 602.331.5100 « 602 331.5199 (Fax)

May 24, 1099

Sandra McClellan

Room 333

Cannon House Office Building
Washington, DC 20515

Dear Ms. McClellan:

Enclosed are the -questions and answers for Mr. Richard Jelinek as requested by Rep. Lane Evans
regarding the Health Subcommittee’s hearirig on VA Long Term Care on_April 22, 1999. ' if you have
any questions, please do not hesitate to contact e at 602-331-5100: ’

Sincerely,

W’v‘&“ A & A A

Arlene Davidson
Director, Corporate Development & Strategic Planning
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Follow-up Questions for Mr. Richard Jelinek
Senior Vice President
Managed Care Solutions, Inc,
7600 North 16" Street, Suite 150
Phoenix, Arizona 85020

At one time pursing home admission criteria suggested admission was indicated if P
have 3 or more activity of daily requirements or significant cognitive impairment (this was
at least true if Medicaid was paying). Has this changed?

Under what cir would your organization place an individual in an institutional
setting as opposed to providing care in the community or home?

No, nursing home admission criteria has not changed in terms of Medicaid pay . The d
to place an individual into a nursing home or arrange for hoine-based services, however, depends
on a variety of cil At Managed Care Solutions (MCS), all individuals undergo a
thorough assessment with the client and family present. After this assessment, a service plan is
created which guides the care manager, the client and family into the most appropriate and least
restrictive placement setting based on their clinical and social needs. An individual would be
placed in a nursing home if: L
* significant cognitiv: or physical impairment were present with no ability to care for
oneself in the home setting (that is, there is also a lack of adequate family support);
¢ the individual needs assistance and care greater than eight hours per day, seven days

per week;
® the impairinent is of a long-term nature;
e state d institutionalization if it is more cost effective and the

individual and family are in agreement, or
o it s the individual and family’s desire.

Cau you tell the Committee in yous. expert opinion how you now differentiate between
patients who would benefit from pl in enriched b g or assisted living and those
that would benefit from skilled nursing homg_ .placement? What are the factors case

in making these pl d

At MCS, we assess clients utilizing a diverse set of criteria in order to make appropriate placement
decisions. This process involves the individual as welt as their family in a thorough assessment of
their ability to function independently or in need of assistance, The diverse set of criteria include:
e functional status
Activities of Daily Living (ADLs)
whether or not they are in need of 24-hour care, seven days per week
whether or not they are able to cdre for'themselves
any issues of abuse, neglect or safety
cognitive ability
family ability to assist
any misuse of the client’s personal funds, and
®  cost effectiveness. N
In addition, the Minimum Data Set (MDS) is used along with our own developed and state
approved assessment criteria. The care pl thorough with the client
and family present, and then a comprehensive service plan is created to meet the unique needs of
the individual. The individual‘and family indi 8! with the ded plan of care
with their signatures. The assessment and service plan, in cooperation with the individual and
family, outline the most appropriate setting. Clients with minimal functional or cognitive
impairments may be eligible for assisted living in-h care, or on-call
nurse assistance. In some cases, there is no cognitive impairment, but an individual with
significant physical inability may receive more cost effective care in a nursing home. Some states,
such as Arizona, require cost effectiveness analysis and date institutionalization, if d
by the So, care gers utilize the results of the assessment, individual and famity
ability and desires, and cost effectiveness criteria in making placement decisions. Periodic re-
assessments are conducted in order to maintain the most appropriate placement setting.

e« o 00 0 000

What are the benefits a case management system can provide for the frail elderly?

A well organized, dinated and fi d case system can provide a more
comprehensive, cost effective, and integrated continuum of health care services to the frail elderly.
We believe most organizations utilize case practi without addressing the
fragmentation present and fail to incorporate all levels and types of care. At Managed Care
Solutions, therefore, we have developed our case program into a p ive and
complete care coordination strategy we call CaréOne Service, Through this we are able to
provide the frail elderly and chronically ill populations an i grated program that focuses on
managing an individual’s care before intensive services or assistance is needed, rather than after
an acute episode of treatment occurs. CareOne Service embodies full medical, social, and
behavioral medicine. CareOne Service Care Coordi who are regi d nurses or social
workers, work with individval clients, family members and their physician to ensure
comprehensive services can be maintained through the most cost effective approach. CareOne
Service Care Coordinators:

*  Serve as the client advocate

e Conduct comprehensive initial and ongoing assessments’
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Follow-up Questions for M, Richard Jelinek
Senior Vice President
Managed Care Solutions, Inc.
7600 North 16 Street, Suite 150
Phoenix, Arizona 85020

React immediately to changes in client conditions
Prov:de cost cumpansons of placement alternatives
plans
Coordlmte all placement and service needs
Continuously monitor the quality and level of care delivered
Perform appropriate discharge planning
Identify preventive health care goals and measures
Provide educational and supportive services
Establish strong relationships with family members and providers.
By expanding the benefits available to clients to include various home and community-based
services, MCS has found that overall spending can be decreased, while the quality of care and
quallty uf life is maintained or even i d. MCS’ goal is to stabulm a client’s condition
bination of Jess i ive services delivered on an on-going basis. The
scope of services utilized in the CareOne Service model includes: institutional placement (when
appropnute) adult home care, adult foster care, alternative  residential  sites,
ite and hospice care, and envi | modifications.
In summary, the beneﬁts 4 care management program can offer the frail elderly are:
e An integrated approach to long-term care across the full continuum of services
e More cost effective treatment plans
+  [ncreased client and family satisfaction.
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RESPONSES TO QUESTIONS SUBMITTED TO BIRCH & DAVIS
BY CONGRESSMAN LANE EVANS, RANKING DEMOCRAT
HOUSE OF REPRESENTATIVES, COMMITTEE ON VETERANS AFFAIRS

1. How woﬁld VA accommodate capacity in private sector community homes in its model
given that many of these homes are “unavailable” to VA in terms of cost or conditions
they are willing to treat?

The perception that many ptivate sector community nursing homes are “unavailable” to the VA in
terms of the conditions they are willing to treat may not be a “given” for a large number of veterans.
In our report, Birch & Davis discusses a number of issues that appear to support this contention.
First, we found a high degree of similarity in the most frequently reported medical conditions for
residents in State Veterans Homes (SVHs) and in the most frequerit admitting diagnoses for
Medicaid and Medicare residents in community nursing homes (CNHs). For example, four of the
five most frequent diagnoses or conditions found in SVH residents are also the most frequent
admitting diagnoses found in Medicaid and Medicare residents in CNHs (i.e., diabetes, dementia or
organic psychotic conditions, hypertension, and cerebrovascular disease). The similarity in medical
conditions found among SVH esidents and the Medicaid/Medicare population'in CNHs suggest that
many veterans, although perhaps not all of them, can be accommodated in private sector facilities.

Second, our report notes that, on any given day, thete were an estimated 257,600 unoccupied beds
nationally in private sector CNHs in 1997. This is terrtimes the total number of existing beds in the
entire SVH system. Admittedly, the types of unoccupied beds may not always be appropriate for
veterans who need care. For nursing home care, however, the number of such instances may be
relatively small, partly because there were at least 112,600 special care beds in the nation’s nursing
homes in 1997. About two-thirds of these special care beds were dedicated to residents with
Alzheimer’s disease and another 18 percent for residents needing special rehabilitation care.

Third, the quality of care in some community nursing homes may not compare favorably with the
quality of care in SVHs. In instances where this is the case, community homes would not be
substitutable for State homes, regardless of the number of unoccupied beds. However, all else being
equal, veterans could be admitted to such homes after the deficiencies were remedied. Unannounced
inspections could then be made by either the VA or the State to ensure that the quality of care
continues to meet VA standards. The VA currently ensures that State homes as well as contract
nursing homes meet VA standards by conducting periodic inspections of these facilities.

Finally, although only 28 percent of residents in CNHs in 1997 were male compared with
approximately 91 percent in SVHs, it is more than likely that many of the male residents in CNHs
are in fact veterans.

For the reasons discussed above we feel that capacity in community nursing homes can be
incorporated into a methodology for prioritizing SVH construction grantrequests. This is not to say
that all veterans can be accommodated in CNHs but many, if not most, can be. Difficult cases may
require special arrangements (pethaps at VA hospitals), contracts would need to ensure that these
homes meet VA standards, and capacity would vary by state, however, the relatively small number
of veterans that could not be accommodated in community nursing homes should not drive the
methodology.

The Birch & Davis report did not examine the costs associated with caring for veterans in private
sector community nursing homes and the extent to which this factor may make these homes
“unavailable” to the VA. One argument that is frequently cited in the debate on costs of caring for
veterans in SVHs versus community or contract nursing homes is that the per diem cost to the VA
for veterans in SVHs (i.e., $40 per day) is significantly lower than that for veterans in contract
nursing homes. This argument, however, does not factor in the costs to the VA for providing
construction grants.

The fact that community nursing homes can and do provide the specialized and/or rehabilitation care
frequently required by veterans, coupled with the similarity in medical conditions among both SVH
and CNH resident populations suggest that, if rates are adequate, community homes would be
appropriate for veterans and that the capacity of these homes may be an appropriate consideration
in prioritizing SVH construction grant requests.
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2. Does B&D recommend a way to divide grants into separate funds available for
renovations and bed-producing projects?

B&D did not recommend a specific method for dividing available resources into séparate funds
available for renovations and bed-producing projects; however, we did discuss a number of possible
methods for accomplishing this objective. These included:

. Amending existing legislation and/or VA regulations governing the program to
designate a certain percent of the total grant dollars available for both bed-producing
and renovation projects. This percent can be expressed as a flat percentage of the
total funds available or can be presented as a minimum or maximum amount of the
total.

. These percentages may be derived from the dollar value of past grant requests (not
grant awards). The percentage for renovation projects could be calculated by
dividing the estimated cost of all grant requests for renovation projects by the total
combined estimated cost of all grant requests for bed-producing and renovation
projects submitted during a defined time period (e.g., the last 1, 3, 5, or 10 years).
The time period could have a material effect on the resultant split, depending on the
annual variability in the types of requests submitted. The remaining portion would
be for bed-producing projects. Because the current method favors bed-producing
Pprojects over renovation projects, past percentages for renovation projects might be
artificially depressed initially. As States learn about the new approach, however,
requests for renovation grants might increase faster than requests for bed-producing
grants, resulting in a higher percentage of grant requests for renovation projects.

. The percentage for renovation projects could equal the higher of the percentage
established by Congress or the perCentage derived from past grant requests. The
remainder would be used to fund bed-producing projects. This approach would mean
that at least a minimum percentage of the budget appropriation for the SVH
Construction Grant Program would be available for renovation projects. At least
initially, the minimum percentage could be set above the percentage derived from
past experience, if the latter is deemed too low. A limit also could be imposed on the
maximum percentage that could be used to fund renovation projects.

. Percentages could also be derived from the number of grant requests on the priority
list for one or more years. The percentage for renovation projects would be obtained
by dividing the number of grant requests for renovation projects by the total number
of requests; the percentage for bed-producing projects would be the difference
between 100 percent and the percent for renovation projects. This “numbers”
approach would weight all grant requests equally, whereas the “dollar” calculation
would weight grant requests by cost.

. Percentages could be based on national expenditure averages for new nursing home
construction and nursing home renovations. One possible source for this information
are statistics published from the Annual Capital Expenditures Survey which is
conducted as part of the U.S. Census. Another possibility are statistics maintained
by F. W. Dodge; they are available annually for a fee, presently $1,500. Concerned
parties may question whether national experience for the private sector reflects or
should reflect the experience of State homes. In addition, there are no comparable
data for domiciliary homes.

If the appropriation were split into two funds, action would be needed in the unlikely event that the
combined dollar value of the grants requested for beds or renovations were less than the
corresponding fund. On a preset date, any residual in one fund could be transferred automatically
to the other fund.

The preceding methods predicate the use of different priority methods for bd-mducﬁg and
renovation projects on the existence of two construction grant funds. This assumption is not
absolutely necessary. Different priority methods could be used for bed-producing and renovation
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projects under the current one-fund approach. Ifdifferent priority methods were used with one fund,
however, a method would be needed to determine the order in which bed-producing and renovation
projects are funded. Would, for example, first priority go to the first renovation project or to the first
bed-producing project? Similarly, which project would be funded second? Or eighth?

Priorities could be sequenced in a checkerboard fashion. Funded first, would be the top-rated bed-
producing or renovation project. Funded second ,would be the top-rated project that was not funded
first. Funded third would be the second-rated bed-producing or renovation project, and so on until
the VA’s appropriation is exhausted.

Alternatively, multiple projects on one priority list could be funded before any project on the other
priority list were funded. For example, the first four projects on the renovation list could be funded
before the top project on the bed-producing list if each renovation project met the criteria before the
top bed-producing project met the criteria.

The projects on two priority lists could be funded based on cost, preapplication or application date,
a quality of care measure, the number of months since the State last received a grant award or
conditional approval, or other bases. Higher priority could go to the project with the lower cost,
more timely grant request, higher quality of care, or longer time period without a grant award or
conditional approval.
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Dear Congressman Evans:

The American Health Care Association is pleased to provide information and answer your
questions in response to the Health Subcommittee hearing on the future of long-term care
for veterans.

estions
1. You cite 81% and 86% occupancy as too low. Birch and Davis suggest that the

average state home is at 89%capaclty ‘What is the appropriate occupancy rate for a
nursing home?

e Occupancy rate measures thedgmand for nursing facility services. The appropriate
up rate fora g home should be as close to 100% that means supply is
i d. The 1pancy rate considered low by industry standards is currently
85%. Th The Birch and Davis report states an average occupancy rate of 87% in FY 1997
and 89% in FY 1998 fiscal year for State Veteran Nursing Homes. This shows the
State Veteran Nursing Homes are operating just above what the industry considers low
occupancy. According to the VA’s contracted study on 4lternatives for Redesigning
VA's Strategy for State Veteran Home Capital Investment Decisions, there are 18 states
where State Homes’ occupancy rates have averaged 85% or lower. These include
Alab California, Colorado, Illinois, Indiana, Kansas, Louisiana, Maine,
Massachusetts, Mississippi, Missouri, Montana, Nebraska, New Mexico, Ohio,
Pennsylvania, South Carolina, and Washington. The effect of this low occupancy is
that 3,600 beds go empty in these State Homes.

e The national occupancy rate in community nursing homes is 86% for 1997. This
shows nursing homes around the country are not operating with a high occupancy rate

on average. Thus, the demand for nursing home beds is not high and in some areas of
the country, there is an oversupply of beds. States have taken action to combat this
oversupply. Approxi ly 35 states ly have laws that prohibit construction of
nursing home beds without state approval.

o The State Veteran Nursing Home fundi hodology gives the highest priority for
approval of projects to build new nursing g home beds to a state that has fully funded the
state share of construction costs-- it is not based on the need for new beds in the
community. Under the methodology, unmet need is defined by a state not having a
percentage of the maximum bed capacity that the VA would fund which is 4 beds per
1000 This is regardless of the demographics of the population in that
state or locahty or the number of empty beds in community nursing homes or existing
State Veteran Nursing Homes.

Recommendation:

The American Health Care Association (AHCA) recommends the VA require states
to hive a demonstrated ueed for nursing home beds prior to the VA issuing grants for
construction of néw Staté Veteran Nursing Homes. Currently the VA has no
statutory power to require such an analysis to demonstrate need for new beds.
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2. VA has often stated it would be more willing to place veterans in community nursing

homes if these nursing homes were more willing to treat patients with more complex
conditions. Will you respond to community nursing homes’ capability and willingness
to take on more of these complex patients?

Currently, community nursing homes serve veterans all over the country. Nursing
home providers also serve veterans when other VA long-term care programs are
unable. For example, an Idaho community nursing home was asked to accept and treat
a veteran who is ventilator dependent, a medically complex condition. The community
nursing home is the only provider in Idaho who has the capability to provide ventilator
treatment and willingly accepted this veteran into-the nursing home. The VA funded
Birch and Davis study compared the most frequently reported medical conditions for
residents in State Veteran Nursing Homes with residents in community nursing homes.
The comparison shows that four of the five most frequent diagiioses are similar for'
both populations. These diagnoses include diabetes, dementia (or organic psychotic
conditions), cerebrovascular disease, and hypertension. Thus, c6mmunity nursing
homes are treating people.for the same conditions as State Veteran Nursing Homes.

Nursing homes have increasingly accepted and treated patients with higher acuity over
the last 15 years. This is due to the growth of assisted living and faster discharges of
patients from hospitals. This trend is referred to as “quicker and sicker.” In fact, as of
1997, data collected from Health Care Financing Administration (HCFA) shows that
residents of nursing homes need assistance with 3.67 of the 5 activities of daily living
(ADLs). The 5 ADLs are bathing, transferring, dressing, eating and toilet use. This
means the average nursing home resident needs help with more than 3 of these
activities. A full 63 percent of the nation’s nursing facility population are disoriented or
memory impaired. Approximately 42% of nursing home patients have some type of
dementia and require special care for this mental status. Patients with documented
psychiatric diagnosis for over 10% of the nursing home residents we treat. In
response to patients being sicker when they enter nursing homes, nursing facilities have
changed to meet the needs of the patients. Of the 112,555 total special care beds in the
country, the following shows the complex patients that nursing home providers treat:

Type of Bed # of Beds Percent of
Total

Alzheimer’s disease 74,625 66.3

Special Rehabilitation 19,926 17.7

Ventilator beds 6,084 5.4

hospice beds; 3,731 33

AIDS beds 2,695 24

other special care beds 5,494 49

Total 112,555 100%

Recommendation:

Community nursing homes will continue to proudly serve veterans in their
communities while keeping them close to their support system of family and
friends. AHCA member nursing home companies partner with the VA through
Community Contracting which provides quality long-term care to over 6,000
veterans in their communities, an investment of $325 million by the VA. The VA
is planning to increase veterans’ access to nursing home beds in the community by
broadening their Contracting to include regional providers. AHCA supports
efforts to increase the Community Contracts thus providing more opportunities
for veterans to access long term care near their families.

. Have you had the opportunity to review Birch and Davis’ testimony‘? Will you share

your thoughts about the methodology revisions they suggest with the committee?
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AHCA commends the VA, for undertking a study g€ the methodology that prioritizes
funding for State Veteran Homes, We agree with the VA that the methodology needs
reassessment and change. First, we will explain our.thoughts.on the shortcomings of the
current methodology and then give our recommendations.

The Birch and, Davis study found 16 ymblems with the current priority method. We
agree with the findings of the study and we would like to highlight a few of these
problems:

o Alternative Soure)ei of Care Not Considered- The population’s unmet need
for beds in State Homes is currently determined independently of bed availability in
other facilities. (p. IIl -11)

o Bed Capacity Is Measured, Not Veteran Need — Unmet need is defined in terms of a
maximum bed capacity or bed supply that the VA will help finance. Despite using the
term “unmet need” it is not based on need for beds. Veterans are presumed to need
these beds in State Homes and the need is assumed to be uniform across the states
regardless of a small or large population or the availability of appropriate
services from other providers. There is no empirical justification for the current bed
need standard and the capacity standard of 4 nursing home beds per 1,000 veterans is
arbitrary. (p. I1-9-10)

o Current Estimates Are Used, Not Projections- Unmet bed need is based on estimates
of the number of veterans who reside in a state at the time the application is filed. Yet
the number of veterans in a state may change dramatically during a nursing home’s
useful life. Large population decreases could result in beds and State Homes that are
needed today being largely unoccupied for much of tomorrow. (p. II1-10)

o State Not Market Area for Determining Unmet Bed Need — Unmet bed need is
measured for a state as a whole rather than for the catchment or market area where a
nursing home will be located. (p. 111-13)

o All Veterans Are Counted, Not Older Veterans — Unmet bed need is currently
measured in terms of the total veteran population rather than the subset of veterans
most likely to need nursing home care. Yet, aged veterans are more likely to need such
care than are younger veterans. (p. I1I-10)

o Life safety projects — The current method does not differentiate among types of life
safety projects that qualify for special prefe An argy can be made that
projects to dy life safety problems that pose an i diate danger to
should have a higher priority than other types of life safety projects. (p. I1I-14)

Recommendations:

AHCA supports the recommendations in the Birch and Davis study that bed
availability in VA facilities, community nursing homes, and existing State Veteran
Homes should be considered when assigning priorities to grant requests. We believe
the current methodology should be modified to include a review of pancy rates in
community nursing homes. The VA should require states to demonstrate a meed for
beds prior to the VA issuing grants for construction of new State Veteran Nursing
Homes. Currently the VA has no statutory power to require such a review. The
State Veteran Nursing Home funding methodelogy gives the highest priority to
projects not based on need for beds in the community, but whether the requesting
state has fully funded the project. The current methodology measures need as a
percentage of the maximum number of beds the VA would fund, regardless of the
availability of beds in VA facilities, community ing h or existing State
Homes. The maximum number of beds the VA will fund is 4-beds per 1600 veterans,
regardless of the demographics of the veteran population in the state.
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We support the following recommenaaﬁons in the Birch and Davis study:

¢ Unmet bed need could be based on the projjected number'of veterans likely to seek
care from State Veteran Homes rathier thafi the fotal number of veterans residing
the state at the time a grant réquest is subnmted. (p xiif)

» Bed availability in VA facilities, community nmlng homes, and existing State
Veteran Homés could be idered when assig] priontles to grant requests.
(p- xiii) ’ ' w

e The definition of a life safety project could be clarified in regulatmn to tpply only
to deficiencies that pose an-immediate or imminént threat to the lives r sifety'ofa
home’s residents and should be assigned a higher priority. (p. 1V-10)

e The current priority thod could be ded to ider the prevalenee of
d beds in ‘existing State Veteran Homes when pnoritles are asmgned to
new grant reqtiests. leewue, ¢ d beds in ity and VA
homes could also be considered when lsslgmng priorities. Indeed, to portray bed
availability accurately, d.beds in‘alt settings would havé-te be
considered wheix assngnmg prlontles (- IV-ll) -

We appreciate the opportunity to express our position and recommendations regarding the
Birch and Davis study to change the methodology for funding the construction of State
Veteran Nursing Homes. We look forward to working with you and the committee to put
these changes into action. y

Sincerety, )~

alidaer

ruce
Legislative Counsel

Ce Susan Edgerton

Democratic Staff Director, Subcommittee
On Health, House Vetérans Affairs Committee - N
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