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THE STATE OF THE U.S. DEPARTMENT OF
VETERANS AFFAIRS LONG-TERM CARE
PROGRAM PRESENT AND FUTURE

WEDNESDAY, MAY 9, 2007

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
SUBCOMMITTEE ON HEALTH,
Washington, DC.

The Subcommittee met, pursuant to notice, at 10:02 a.m., in
Room 334, Cannon House Office Building, Hon. Michael H.
Michaud [Chairman of the Subcommittee] presiding.

Present: Representatives Michaud, Hare, Salazar, Brown of
South Carolina.

Also present: Representative Walz.

OPENING STATEMENT OF CHAIRMAN MICHAUD

Mr. MicHAUD. The Subcommittee will come to order. I would like
to thank everyone for coming today. Before I begin, I would ask
unanimous consent that Mr. Walz of Minnesota be invited to sit at
the dais of the Subcommittee hearing today. Hearing no objection,
so ordered.

This morning the Subcommittee on Health will examine the state
of VA’s long-term care programs and services. In terms of demo-
graphics, the veterans population is aging and will require a great
amount of long-term care services. Out of a veterans population in
this country of 25 million, nearly 45 percent are over the age of 65
and the number over the age of 80 is expected to reach 1.3 million
by 2010. In addition, the veteran population is poorer, sicker and
older than their non-veteran counterparts.

The VA will also be facing an entirely new generation of veterans
in need of long-term care services, some of our wounded returning
Operation Enduring Freedom and Operation Iraqi Freedom (OEF/
OIF) veterans who have different needs than those of our older vet-
erans. Medicaid is a principal financer of long-term care. In 2004,
Medicaid spent $90 billion on long-term care services, of which
$57.6 billion, or 64 percent, was for institutional care.

The VA has requested $4.6 billion for long-term care services in
fiscal year 2008. Nearly 90 percent is for institutional care. The VA
must, in my view, maintain its nursing home capacity, while vigor-
ously expanding its non-institutionalized care capabilities. Con-
trary to the plain evidence of an increased long-term care demand,
this year the VA will again ignore its clear legal responsibility to
maintain its nursing home bed capacity.
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The VA’s fiscal year 2008 budget estimates a further drop in the
average daily census to 11,000, nearly 20 percent below the re-
quired level. I am concerned that VA is not doing enough to main-
tain its nursing home capacity, while not moving fast enough to
provide more home and community-based care.

An integral component of the VA’s institutional care service is
the State Veterans Home Program. Currently, State Veterans
Homes handle over 50 percent of VA’s overall patient workload in
nursing homes. I believe we must maximize this existing resource,
as well as other resources within our communities, to ensure the
best possible care for our veterans.

The VA has a long history of providing long-term care services
and I believe that the VA has many lessons it can teach other
areas of the Federal Government and the private sector on how
best to provide these services. The VA can, indeed, be a long-term
care model for others.

VA continues to have an obligation to meet the long-term care
needs of our veterans and I look forward to hearing from our wit-
fI‘lesses today as to how the VA should meet this obligation in the
uture.

It is now my distinct pleasure to recognize the Acting Ranking
Member, a Member who I have served with ever since I came to
the Veterans’ Affairs Committee in different capacities, when I first
became Ranking Member of the Benefit Subcommittee. Then the
distinguished Chairman was Chairman Henry Brown. Following
that Congress, I became Ranking Member of the Healthcare Sub-
committee. At that time the distinguished Chairman was Henry
Brown.

And Mr. Brown has actually taken time out to come to the State
of Maine to look at rural healthcare issues and likewise, I have
gone to his State to look at issues in his State. And I really appre-
ciate his understanding of veterans issues, as well as his willing-
ness to fight for veterans’ healthcare. So I would yield to the acting
Ranking Member, Henry Brown.

[The prepared statement of Chairman Michaud appears on p. 34.]

OPENING STATEMENT OF HON. HENRY E. BROWN, JR.

Mr. BROWN OF SOUTH CAROLINA. Well, thank you, Mr. Chair-
man, and it has certainly been a pleasure of mine to serve along-
side of you in many different capacities. But in all the capacities
we have served together was to better enhance the quality of
healthcare for our veterans and I commend you for your continu-
ation along this path.

I am grateful for the Members testifying before the Committee
this morning, and I have met some you earlier and I look forward
to hearing your testimony. I do have some opening remarks and I
will be brief.

Today, one of the biggest challenges in both VA and the private
sector healthcare system is providing long-term care to a growing
aging population. This challenge is amplified for VA which must fa-
cilitate care for the special needs of our disabled and aging vet-
erans. The Department is also facing an emerging new need to care
for seriously injured younger veterans returning from the Global
War on Terror.
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I appreciate at our hearing today we have witnesses representing
the States Veterans Homes. On Veterans Day last year, I had the
privilege of dedicating a new State Veterans Home in Walterboro,
South Carolina. This 220-bed facility, the Veterans Victory House,
is one of the most modern of its kind in the United States and in-
cludes a 52-bed secured dementia unit.

In partnership with the VA, State Veterans Homes can help pro-
vide a broad range of service to meet the long-term care needs of
our veterans. Last year with the enactment of Public Law 109-461,
the Veterans Benefits, Healthcare and Information Technology Act
of 2006, Congress expanded the authorities for State Veterans
Homes. The law requires VA to reimburse State Veterans Homes
for the full cost of care for a veteran with a 70 percent or greater
service-connected disability rating and in need of care for service-
connected conditions. It also ensures that veterans with a 50 per-
cent or greater service-connected disability receive, at no cost,
medications they need through VA.

Additionally, Public Law 109—461 requires VA to publish a stra-
tegic plan for long-term care. Hopefully, this plan that has been a
long time in coming will provide a clear map of the Department’s
future plans for delivering long-term care for those veterans who
rely on VA to provide these services. I look forward to the delivery
of this plan as required by law. We have allowed VA to drag its
feet on this issue for far too long.

Mr. Chairman, we need to remember that the quality in which
we provide long-term care is a reflection on how this country hon-
ors the sacrifices of our Nation’s veterans.

I look forward to our discussion today and to explore innovative
steps we can take to provide the best patient centered care to en-
hance the quality of life of veterans in need of long-term care serv-
ices.

Knowing that was a busy day this is, I yield back the balance
of my time and look forward to hearing from the witnesses. Thank
you, Mr. Chairman. It is a pleasure to be here today.

[The prepared statement of Mr. Brown appears on p. 34.]

Mr. MicHAUD. Thank you, Mr. Brown. Mr. Walz, any opening
statement?

OPENING STATEMENT OF HON. TIMOTHY J. WALZ

Mr. WALZ. Just to keep it short for you, Mr. Chairman. First of
all, T would like to thank you and the acting Ranking Member
Brown for allowing me to be here. But more importantly, I would
like to thank you for your long service to our veterans and your
commitment to them. It is something that is well-known and I ap-
preciate everything you have done.

I would also like to thank Mr. Nagel and Mr. Griffith for being
here today.

As a 24-year veteran of our armed forces and someone who is
deeply concerned with these issues here, I am here today because
of a re-occurring issue that keeps coming up in Minneapolis with
our Veterans Home there and it has been ongoing for quite some
time. And I know that everyone in this room is here to be com-
mitted to the care of our veterans and to figure out the best way
to do that. So I am here to listen to your expertise, listen to our
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Chairman and Ranking Member and try and figure out what we
can do best to help you provide the care for our veterans and do
it in a way that we avoid some of these problems.

So I thank the Chairman and I yield back.

Mr. MicHAUD. Thank you very much, Mr. Walz. We really appre-
ciate your ongoing commitment to our veterans, as well as your
service to this country. I appreciate that.

I will now ask unanimous consent that all written statements be
made part of the record. Without objection, so ordered.

Mr. MicHAUD. And I also ask unanimous consent that all Mem-
bers be allowed five legislative days to revise and extend their re-
marks. Without objection, so ordered.

The first panel, it gives me a pleasure to introduce Raymond
Nagel who i1s the Chief Executive Office of the Maine Veterans’
Home, as well as Mr. Roy Griffith who is Chairman, Liaison Com-
mittee for the National Association of State Veterans Homes. I look
forward to both of your testimony and we will start out with Mr.
Nagel.

STATEMENTS OF RAYMOND A. NAGEL, CHIEF EXECUTIVE OF-
FICER, MAINE VETERANS’ HOMES, AUGUSTA, MAINE; R. ROY
GRIFFITH, CHAIRMAN, LIAISON COMMITTEE, NATIONAL AS-
SOCIATION OF STATE VETERANS HOMES, AND ADMINIS-
TRATOR, OKLAHOMA VETERANS CENTER, TALIHINA, OKLA-
HOMA

STATEMENT OF RAYMOND A. NAGEL

Mr. NAGEL. Good morning. Mr. Chairman and Members of the
Subcommittee, thank you for the opportunity to testify today on be-
half of the Maine Veterans’ Homes on long-term care. My name is
Ray Nagel. I am the chief executive officer of Maine Veterans’
Homes. I have 23 years of healthcare experience, including 21
years as a medical service corp. in the United States Army and the
United States Army Reserve. I am a combat veteran of Operations
Desert Shield and Desert Storm.

The Maine Veterans’ Homes runs six long-term care facilities.
We operate 640 skilled nursing, long-term nursing and domiciliary
beds and we are very proud of the quality of the long-term care
that we provide.

Our facilities are relatively small in size, 30 to 150 beds each.
They are located throughout the State of Maine allowing greater
access for veterans living in the rural parts of our State.

We greatly appreciate the Subcommittee’s commitment to long-
term care needs of veterans and your understanding of the indis-
pensable function that State Veterans Homes perform. We espe-
cially appreciate the consistent support of the Veterans Affairs’
Committee and your colleagues on the Appropriations Committee
to ensure that per diem payments by the VA will continue under
current eligibility criteria.

As a Nation, we face the largest aging veterans’ population in
our Nation’s history. By the end of this decade, the number of vet-
erans over the age of 85 will have tripled to over 1.3 million. The
State Homes now provide about 50 percent of the VA’s total long-
term care workload and we should be treated as a resource that is
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integrated much more fully with the VA’s own long-term care pro-
gram.

The State Homes have proposed that our beds be counted toward
the VA’s overall long-term care census which will allow the VA to
meet its statutory requirements. Congress’ goal should be to pro-
vide long-term care in a manner that expands the VA’s capacity,
while paying the lowest available per capita cost.

The VA reports that the average daily costs of care at a VA long-
term care facility is over $560 a day. The same costs of care to the
VA at a contract nursing home is more than $225 a day. That same
cost to the VA for long-term care at a State Home is far less, a per
diem of under $68 a day. I will repeat, $68 a day.

This substantially lower daily cost to the VA of the State Vet-
erans Homes compared to other available long-term care options
led the VA Inspector General to conclude that State Homes are an
economical alternate to contract nursing homes or VA medical cen-
ter nursing home care.

The State of Maine, with 640 beds already in operation, has built
all of the long-term care beds for veterans that we expect to build.
Furthermore, we operate our long-term care beds at 96 percent ca-
pacity.

If the State of Maine is to provide greater levels of service to its
veterans, Maine Veterans’ Homes must expand the types of serv-
ices that we provide. At our 150-bed Bangor facility, we are pro-
posing to construct an integrated veterans campus containing a
community-based outreach clinic commonly called a CBOC, a
seven-bed hospice facility, and an 18-unit housing facility.

Attached to my testimony are site plans for this veterans cam-
pus. This campus can be constructed using solely the financial re-
sources of Maine Veterans Homes, at no cost to Maine’s taxpayers.
Later, the services provided could be expanded to include assisting
living in congregate housing, adult daycare and home healthcare.
Our goal is to provide with an integrated setting comprehensive
healthcare services covering the full continuum of care.

Furthermore, this concept could be replicated at our other five fa-
cilities in order to provide the veterans throughout the State of
Maine with easier access to comprehensive healthcare, both in
rural and urban settings. This concept of veterans campus could be
a model for other States.

Mr. Chairman, we thank you for your support of this concept and
we look forward to welcoming you to the formal announcement of
our plans at our Bangor facility.

In conclusion, we believe that the State Veterans Homes can play
a much more substantial role in meeting the long-term care needs
of veterans. We would be pleased to work with the Committee and
the VA to explore options for developing pilot programs for innova-
tive, long-term healthcare solutions and for more closely inte-
grating the State Veterans Homes’ programs into the VA’s overall
healthcare system.

Mr. Chairman and Members of the Subcommittee, I would be
pleased to answer any questions you may have of me at this time.

[The prepared statement of Mr. Nagel appears on p. 35.]

Mr. MicHAUD. Thank you very much, Mr. Nagel.

Mr. Griffith.
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STATEMENT OF R. ROY GRIFFITH

Mr. GRIFFITH. Mr. Chairman and Members of the Subcommittee,
I want to thank you for inviting the National Association of State
Veterans Homes (NASVH) to testify on the role that State Homes
do and can play in the VA provision of long-term care.

I especially want to thank you for allowing me to substitute for
our national Legislative Chair, Bob Shaw, who was unable to make
it to today’s hearing due to the recent death of his mother.

This morning I am speaking to you as a member of NASVH’s Ex-
ecutive Committee and Chairman of our VA Liaison Committee
where I am responsible for interfacing with the Department of Vet-
erans Affairs. In addition, I am here as Administrator of the Okla-
homa Veterans Center, Talihina, Oklahoma, which provides long-
term care to 175 veterans, which includes 48 beds for dementia pa-
tients.

Mr. Chairman, with the aging of our baby boomer generation,
America faces a looming long-term care crisis, one that many of our
Nation’s veterans already know too well. VA provides that today’s
veteran population of 24.5 million will continue to fall through
2020, but that the number of veterans over 65 years of age will rise
and ultimately peak in the year 2014, driven by the very large
number of Vietnam veterans. Most alarming, the number of vet-
erans over the age of 85 is projected to increase by 173 percent by
2020, creating an even greater number of veterans seeking long-
term care.

Mr. Chairman, it is clear that the long-term care needs of vet-
erans will continue increasing in the coming years and VA must
have a fully developed plan to provide that care. Earlier this year,
in response to a request by VA, NASVH surveyed a number of
State Homes to determine the current unmet demand for State
Home care. We found substantial waiting lists which indicate as
many as 10,000 veterans currently waiting to get into State
Homes, and we believe that there are many more who don’t even
bother to put their names on these long waiting lists.

Mr. Chairman, State Homes today already provide the bulk of
long-term care for our Nation’s veterans, with more than 28,000
beds of which 22,000 are skilled beds. Last year the U.S. govern-
ment Accountability Office (GAO) reported that State Homes pro-
vide more than 50 percent of VA overall patient workload in nurs-
ing homes, while consuming just 12 percent of the VA’s long-term
care budget. And the trend over recent years shows that State
Homes are increasing their share of workload while their share of
VA’s budget continues to decline. VA pays just $67.71 as a per
diem payment for each veteran residing in a State Home, which is
less than one-third of the average cost of that veteran’s care.

Compare this to VA’s cost when contracting out with community
nursing homes with VA covers a hundred percent of the cost, often
upward of $200 per day, or when VA provides the care through one
of its own nursing homes where the average cost of care is excess
of $500 per day.

Clearly, an investment in State Homes represented an efficient
use of taxpayers’ dollars, one that we hope will continue to receive
the strong support it has in the past from the Committee. The
State Homes Program gives you the biggest bang for your buck.
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However, we are deeply troubled by recent cuts in the State
Home Construction Grant Program over the past 2 years, which is
down from $104.3 million to $85 million, which is a total funding
reduction of approximately $40 million in the last 2 years.

As a result of these real dollar reductions, as well as the effects
of inflation and rapidly rising construction costs, the backlog of
State Home construction projects is rapidly rising. There are cur-
rently $242 million in priority one projects, those that repair life
and safety issues in the homes. NASVH estimates that the total
backlog of all potential qualifying State Home projects could soon
surpass $1 billion. Congress must increase this funding level to at
least $160 million in FY 2008 in order to reduce the rising backlog,
address the most serious life and safety issues, and protect the
State Homes system for the future.

Mr. Chairman, since the Civil War, States have assumed the
burden of care for veterans and today spend over $3 billion annu-
ally to provide this care, despite the fact that veterans of our
armed forces are serving the whole Nation, not just their States.
Seen this way, the care rendered to veterans by the States actually
constitutes a subsidy to the Federal Government.

Finally, Mr. Chairman, I would like to ask you and this Sub-
committee to help ensure that VA moves forward with regulations
necessary to implement legislation that has already passed Con-
gress. In 2004, Congress approved, and the President signed Pub-
lic, Law 107—422 which authorized a scholarship program to help
nurse recruitment and retention in State Homes, where there is a
serious nursing shortage.

This program is modeled on a similar program that the VA cur-
rently operates, yet more than 3 years after the enactment, we are
still waiting for implementing regulations. Last year, with your
strong support, Congress passed legislation that provided service-
connected veterans in State Homes with equity, both in receiving
prescription medications and the 70 percent service-connected vet-
erans would receive full cost of care. We are still awaiting these
very important regulations. While we have had hopeful talks with
the VA about this progress, we believe a bit of oversight by Con-
gress can help ensure that all these regulations come into force this
fiscal year.

Mr. Chairman, this concludes my testimony and I would be
pleased to answer any questions you might have.

[The prepared statement of Mr. Griffith appears on p. 38.]

Mr. MicHAUD. Thank you very much, Mr. Griffith and Mr. Nagel
for your enlightening testimony. I have a couple of questions.

The first one to Mr. Nagel. You mentioned that you plan on de-
veloping a veterans’ campus in Bangor and I think that is a real
innovative approach of what you are looking at, taking hospice and
adult daycare and what have you. And you are looking at other fa-
cilities within Maine. Is Maine unique or do you think other States
can take that approach? Have you talked to other State Veterans
Homes in other areas?

Mr. NAGEL. That is a very good question, Congressman. I believe
that the system that we are starting can be replicated pretty much
anywhere across the country. I think it works extremely well on
Maine’s behalf because we are by large a rural State, and by con-
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solidating the veterans’ resources at the Federal, State and local
levels, it allows those veterans in those rural areas to come to one
spot instead of driving many, many miles out of their way to re-
ceive the care at the different levels.

I would be very happy to share this with other States and I am
sure that once our prototype is finished—and it will be successful—
that it will be a pilot project for other States in the future.

Mr. MicHAUD. Thank you. I have been to the facilities in my
other capacity when I was in the State Legislature, so I am very
{)amiliar with the facilities and thank you for thinking outside the

0X.

My next question is actually for both gentlemen, since you deal
with different States, when you look at the cost difference for the
VA for State Veterans Homes versus what the VA provides, there
is a big difference. However, do you think that the current capac-
ity—I know for Maine, you said you pretty much do not intend to
build any more right now—do you think that there is capacity out
there throughout the country to take additional beds?

Mr. GRIFFITH. You can tell by looking at the request for construc-
tion, the States wanting to build, especially in the areas like Cali-
fornia, Texas, Florida, where there is a real large veteran popu-
lation and not that many State Homes. There is definitely an inter-
est for the States to build more beds.

Mr. MicHAUD. And how long do you think that process will take
if we provided adequate funding?

Mr. GrIFFITH. Not long. The States—to get to priority one, those
numbers I gave you earlier—to be a priority one, the State already
has the matching funds available, which means you give them the
Federal funds and they start to build. They already have to have
their architectural stuff already done and taken care of, so if Con-
gress funds their side of it, the State is going to immediately bid
it out and start building, because to get to priority one, you already
have to have your State funds available.

Mr. MicHAUD. Mr. Nagel, you mentioned you are pretty much at
capacity now. Do you envision that there is going to be a greater
need, particularly with the war in Iraq and Afghanistan for addi-
tional beds in Maine? And are you prepared to expand if need be?

Mr. NAGEL. We are prepared to expand in the future if the stud-
ies indicate that there will be an increased need in the future. I
wouldn’t anticipate that the veterans that are returning right now
would be requiring our long-term care needs, but that is certainly
something to be considered for the future.

And to echo what my association has already said, I also believe
that the other States—there may not be more reason to build more
beds in Maine, but there is great reason to build State Homes in
other States that have the need and the capacity. And there is a
very good system for indicating the level of need by State.

Mr. MicHAUD. Okay. My last question—and I see I am running
out of time—do you feel that State Veterans Homes have the ca-
pacity to take care of our newer veterans in terms of traumatic
brain injuries (TBI)?

Mr. GRIFFITH. That is more of a specialized care. We are more
long-term care. That is kind of what the VA in my opinion—the
specialty care should be done by the VA and we take care of what
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we call the primary care. Now, in Oklahoma, I do IV therapy in-
house and we have all—so we are really a step above a private
nursing home, because, you know, if you catch pneumonia and you
are at the veterans center, we are going to put you on a IV and
treat you at the veterans center, where if you are in a private-sec-
tor home, they are going to ship you to the hospital and collect
these big dollars from the hospital for your care there. So we are
kind of a—but the specialty care, I take—in Oklahoma, we don’t do
dialysis nor ventilator-dependent. Those are the only two long-term
cares that we can’t manage there.

Mr. MicHAUD. Okay.

Mr. GRIFFITH. In my opinion, that is what the VA should be
doing is this specialty stuff.

Mr. MicHAUD. Okay. So for anyone who needs long-term care
that has TBI, you feel that this is best left with the VA system?

Mr. GRIFFITH. Yes.

Mr. MicHAUD. Okay. Great. I thank you.

Mr. Brown, do you have any questions?

Mr. BROWN OF SOUTH CAROLINA. Thank you, Mr. Chairman.

And thank you, gentlemen, for this informative briefing. Let me
see if I can get some clarification on this. You state that the VA
pays only about $68 a day to provide long-term nursing home care
at State Veterans Home. However, Public Law 109-461 requires
VA to reimburse State Veterans Homes for the entire cost of care
for service-connected disabled veterans rated 70 percent or higher
for a veteran in need of which such care for a service-connected dis-
ability.

What is your estimate of what VA will be required to pay for the
care of these veterans under Public Law 109-461?

Mr. GrRIFFITH. They give us five options. We have met with the
VA, our association has, on this topic. There is five different op-
tions that they can do. It could go anywhere from the local Med-
icaid rate, the Medicare rate, their local contract rate, cost of care
of our Homes nationally or regionally. So there is like several dif-
ferent ways it can go. Mine is, we need to the VA to hurry up and
get us some regulations.

I have already got families at home that saw this law passed and
are wondering why I am still charging them. They are having to
pay for part of their care. And I said well, until the VA promul-
g}?tes these rules, I have no way of, you know—you are entitled to
this.

The law passed December 22nd. It became law March the 22nd.
But the way—it is just like the nurse recruitment thing I was tell-
ing you about. It happened in 2004. We still have no regulations
on it and we are afraid the 70 percenters are going to go the same
route if something doesn’t happen. These veterans are going to be
sitting out there which deserve full cost of care.

They are actually being drove to a private nursing home to get
a lower level of care for free instead coming into the State Veterans
Home and get a higher level of care, but they have to pay for part
of that care. And that is just not right.

Mr. BROWN OF SOUTH CAROLINA. What percent are they having
to pay now?

Mr. GRIFFITH. Sir?
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N{)r. BROWN OF SOUTH CAROLINA. What percent will they have to
pay?

Mr. GRIFFITH. Seventy percent or more.

Mr. NAGEL. No. What percentage do they have to pay?

Mr. BROWN OF SOUTH CAROLINA. Right. I mean what would be
their co-payment?

Mr. NAGEL. It depends on what type of funding source that they
have. If it is Medicare, Medicaid, and Medicaid would vary by
State.

Mr. GrIFFITH. Every State is a little bit different. In Oklahoma,
for a married veteran it is 50 percent of total family income, 85
percent for a single veteran. So they are having to actually pay for
their care by using part of their pension, and that is not what it
is for. And the law specifically states that they shouldn’t pay.

Mr. BROWN OF SOUTH CAROLINA. Why is it such a differential be-
tween the VA nursing home and the State Veterans Home?

Mr. NAGEL. I can answer that, sir. In Maine, we operate under
a competitive model. We take the stipend money that we receive
from the VA and we apply that to our veteran population. And in
addition, as opposed to appropriating money from the State of
Maine for our budget, we act as a competitive nursing home, just
like any other for-profit company, although we are a public not-for-
profit organization.

So under our system, we bill Medicare and Medicaid and as a re-
sult, our veterans receive superb quality of care because we are
competitive. And we are no different than any other nursing home
chain in that aspect. We are held to the same standards, same
quality standards and even more, because we have to be inspected
by both the VA system, as well as our State systems. And it actu-
ally has proven to be a very cost effective as well as efficient model.

Mr. GRIFFITH. I have got another little approach that—I have
been the Liaison Chairman of the National Association of State
Veterans Homes for the past ten years and I have always been cu-
rious about how the VA actually costs their stuff out. You know,
I don’t know where they came up with the dollar figures so high.
In Oklahoma, we provide—we have doctors on staff or on phar-
macy, laboratory, ventilation therapy and our costs are around
$220. So I don’t know how they come up—but the numbers are
{,)here and it is their numbers we use. They are extremely high,

ut—

Mr. BROWN OF SOoUTH CAROLINA. So the $560 is a pretty rep-
resentative number you think?

Mr. GRIFFITH. Those are VA’s numbers we are using. I don’t
know how they come up with them, but it is their numbers and
they are extremely high.

Mr. BROWN OF SOUTH CAROLINA. Okay. Thank you, gentlemen,
thank you.

I will yield back the balance of my time.

Mr. MicHAUD. Mr. Walz?

Mr. WALz. Thank you, Mr. Chairman.

And thank you both for your testimony and the work that you
are doing. The need for our veterans’ care, long-term care is un-
questionable and growing and we see that and it is a trend we
have to take into consideration. And I do appreciate what the State
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Veterans Homes have done in terms of efficient, effective care for
our veterans.

I am trying to understand the relationship between the VA, the
Veterans Homes, the States and how this works. I am coming from
this from the perspective in Minnesota that our VA hospital in
Minneapolis is a polytrauma center, recognized as one of the best
I would say in the world. The care is outstanding.

Three blocks away we have our State Veterans Home and it has
had continuous issues that are coming up of care, serious issues.
And my question is on this and on the funding is, the way that this
has been dealt with—and I have watched this evolve over the past
couple years and I am deeply concerned with it—is that violations
result in punitive financial hold-backs from the institution, from
the State Veterans Home.

And I question, I ask both of you, is this the most efficient way
to get and expect change when we are withholding money that is
making it more difficult for them to take veterans in and to provide
the care and it seems that it has spiraled into a continuous set of
violations that has now rippled out into other things that I think
may be attributable to the lack of resources.

Perhaps the withholding of wages from the people involved with
that might have been more efficient. But please, if you could help
me understand this on this funding issue and why they are doing
it this way. And they are under threat now that the Federal Gov-
ernment in June is going to cut all funding to them, which will ba-
sically shut them down at a time when we need them. So if you
could help me with this?

Mr. GRIFFITH. It is a VA rule as far as I know. That is the only
leverage they have over a State Home is to pull your per diem. And
that is what—but if they did, if you are having problems because
you are not paying staff enough, you are not getting good staff, you
need some facility changes, whatever, if they cut your money—well,
right now, if the VA would jerk per diem, the State Home Program
would cease to exist because there is no way they could operate.

So if you are already in a problem because you need more money
to get better staff—well, I don’t think pulling your money would be
a very good solution from where I am sitting at.

Mr. WALZ. But our only option is the staffs, the VA to change
that—the way they go about it apparently right now. I am very
frustrated by it because it hasn’t worked in the past and they have
tried it several times. They are continuing to do per diem pulls
every day on this thing and I am—it just seems to me we are in
a situation we are going to lose that home. It is spiraling down and
I have deep concern over that.

So what would your suggestions be on this? And I ask you not—
I know you don’t know the specifics maybe of that institution. But
how would you handle it?

Mr. NAGEL. May I

Mr. WALZ. Sure.

Mr. NAGEL. That is a really good question. And I am not exactly
sure how the system operates in Minnesota. But I can tell you that
in Maine we look at this from a preventative standpoint. We have
extremely tight, stringent internal controls. And because we oper-
ate as a competitive type of facility as opposed to a State institu-
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tion or an appendage of the State, we have two sets of internal con-
trol mechanisms that we have to respond to at least twice a year.
And that is the VA oversight which is pretty strict

Mr. WaLz. Right.

Mr. NAGEL [continuing]. As well as the State and Federal Medi-
care or Medicaid guidelines. Now, in States that don’t participate
in Medicare or Medicaid, they won’t have those guidelines that
they have to follow as well. So in Maine, we have the guidelines
that we have to meet under Medicare/Medicaid, as well as the VA
and we also initiate—because we do operate as a private type of
organization, we have a very, very strict peer review council where
members of different disciplines go from one home to another and
they do pre-evaluations on those homes and they are pretty scath-
ing and it keeps us in line.

So in a nutshell, what I will tell you is that we basically look at
it from a preventative standpoint and that by doing that, it helps
to avoid the costly penalties that would happen. Now, and one
more thing is that the VA’s penalizing of stipend, I would not agree
with it either. But it is no different, honestly, than what Medicare
does. And Medicare does what is called a civil monetary penalty,
Medicare/Medicaid. So if you have deficiencies, they fine you. So it
is very similar in that regard.

Mr. WALZ. Very good. Thank you.

Thank you, Mr. Chairman.

Mr. MicHAUD. Thank you.

Mr. Hare.

Mr. HARE. Thank you, Mr. Chairman. My apologies for getting
here a little late. So if the questions that I am asking have already
been covered, I hope you will bear with me. There have recently
been reports that some of the State Veterans Homes aren’t safe or
the quality of care isn’t what it should be.

How can the VA better ensure that these homes perform to the
national standards that are required of them? What can we do or
what should the VA be able to do to get these homes up to stand-
ard?

Mr. NAGEL. Personally?

Mr. HARE. Sure.

Mr. NAGEL. Personally I think that the State Homes should be
following both the VA standards as well as the Medicare/Medicaid
guidelines. If they are following Medicare or Medicaid guidelines,
they are going to have two sets of eyes that are looking at them
all the time. And that is a built in internal control mechanism that
ensures quality to the patients.

Mr. GRIFFITH. That is one thing our association has talked about
for years with the VA, is why the VA doesn’t use CMS guidelines.
The VA writes their own regulations. CMS has got theirs. We are
being inspected by two different sets of regulations. With being two
Federal agencies—and this is my personal—I don’t know why that
we are not inspected by the CMS regulations. Because if you are
Medicare or Medicaid, CMS comes in with their regulations, VA
comes in with their regulations. And we are like them. We have a
peer review of our own internal agency that does our own peer re-
view which in Oklahoma is tougher than the other two.
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But they are all using different sets of regulations and mine is,
I don’t know why that the VA and CMS doesn’t get together, or the
VA use their regulations. I mean because they are tough and they
provide—they are geared toward quality of care. But we in the field
have to kind of dance to both tunes at the same time.

Mr. HARE. Okay. Thank you. Mr. Griffith, you mentioned in your
testimony that the State Homes in Oklahoma are developing pro-
grams or plans for more adult day healthcare programs and other
3ppr0aches to developing care in less restricted settings. I won-

er——

Mr. GRIFFITH. Yeah, it is in Maine. We are not doing adult day
healthcare in Oklahoma yet.

Mr. HARE. Okay. Well, I am wondering if you could elaborate on
what other emerging approaches, other things that you are doing
and is this just restricted to the State or are there other State
Homes trying to do the same?

Mr. NAGEL. Well, we are trying to bring—there is an idea in the
Army and it is called far forward medicine. And in Maine they
didn’t call it that, but they thought of it before the Army did. And
I think they did it out of necessity because the State is pretty
rural.

So rather than—in certain States they have large compounds
where the State Veterans Homes are at. In Maine they decided to
build smaller facilities, but locate them all over the State so that
it would serve that area of the State. So it is much more patient
friendly, if you will.

And taking that one step further and thinking outside of the box,
what we have done is, we have such a good relationship in Maine
between all levels of the veterans service organizations, whether it
is at the Federal level, State, community, local. We have gotten to-
gether with all of them and we have decided to take that idea one
step further and try and put the Federal, the State and the com-
munity veterans services on one little campus, on those campuses
so that they don’t have to travel to numerous places to receive the
services that they are entitled to.

And we are starting with our Bangor campus because it is a
proven facility. We have willing partners there. And the VA hospice
physician approached us asking us to open up a hospice there. So
we have plans to open up a hospice, a seven-bed hospice there adja-
cent to our facility, which is something that I think that the VA
should actually start paying a stipend for, because I think that is
a big——

Mr. HARE. I agree.

Mr. NAGEL [continuing]. Need. We are also opening up—we are
hoping to link with the VA and open up a community-based out-
patient clinic which right now is located a couple miles away. And
this way they would—our same residents would be able to access
medical care there with the doctors that they already see. And we
are hoping possibly 1 day to build maybe adult daycare, as well as
veteran housing. So those are the programs that we are looking at
currently.

Mr. HARE. That is great. Thank you very much, Mr. Nagel.

I yield back, Mr. Chairman.

Mr. MicHAUD. Thank you.
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Mr. Salazar.

Mr. SALAZAR. Mr. Chairman, I have no questions at this time.

Mr. MicHAUD. Thank you.

Before we release the panel, I just want to ask one question of
Mr. Griffith.

You mentioned the two different regulations between the VA and
the CMS. Which is the tougher of the two?

Mr. GrIFFITH. The CMS.

Mr. MicHAUD. The CMS, okay.

Mr. GRIFFITH. Seems to be. I am not survey, but a lot of the
States are. Maine is one of them. Colorado is one. Ours is, we
just—and we have asked this—as Liaison Chairman, we meet with
the VA twice a year and we have asked for this one reg for years
and there is one reason or another we haven’t done it. But it really
makes a lot of sense that if you are being inspected, you should be
inspected by one regulation.

Mr. MICHAUD. Great. Well, once again, I would like to thank both
of you gentlemen for your testimony and answering questions. It
has definitely been very helpful. So thank you both very much.

Mr. GRIFFITH. Thank you, Mr. Chairman.

Mr. NAGEL. Thank you, sir.

Mr. MicHAUD. I would ask the second panel to come forward. The
second panel consists of Shannon Middleton, who is the Deputy Di-
rector of Healthcare, Veterans Affairs and Rehabilitation Commis-
sion for the American Legion, Mr. Adrian Atizado, who is the As-
sistant National Legislative Director for Disabled American Vet-
erans, and Fred Cowell, who is the Senior Associate Director,
Health Analysis for the Paralyzed Veterans of America. I want to
thank all three for coming today. I look forward to hearing your
testimony. And we will start with Ms. Middleton.

STATEMENTS OF SHANNON L. MIDDLETON, DEPUTY DIREC-
TOR, HEALTH CARE, VETERANS AFFAIRS AND REHABILITA-
TION COMMISSION, AMERICAN LEGION; ADRIAN M.
ATIZADO, ASSISTANT NATIONAL LEGISLATIVE DIRECTOR,
DISABLED AMERICAN VETERANS; AND FRED COWELL, SEN-
IOR ASSOCIATE DIRECTOR, HEALTH ANALYSIS, PARALYZED
VETERANS OF AMERICA

STATEMENT OF SHANNON L. MIDDLETON

Ms. MIDDLETON. Mr. Chairman, Members of the Subcommittee,
thank you for this opportunity to present the American Legion’s
views on VA’s strategic direction and plans to address the aging
veteran population and the needs of recently separated veterans.

A July 1984 study, “Caring for the Older Veteran,” predicted that
a wave of elderly World War II and Korean Conflict veterans would
occur some 20 years ahead of the elderly in the general U.S. popu-
lation and had the potential to overwhelm the VA long-term care
system if not properly planned for.

The study cited an imminent need to provide a coherent and
comprehensive approach to long-term care for veterans. Twenty-3
years later, the comprehensive approach prescribed has yet to ma-
terialize.
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The American Legion supports a requirement to mandate that
VA publish a comprehensive long-term strategic plan. In recent tes-
timony, GAO indicated that veterans’ access to noninstitutional
long-term care was still limited by service gaps and facility restric-
tions. GAO assessment demonstrated that for four of the six serv-
ices, the majority of facilities did not offer the services or did not
provide access to all veterans living in the geographic area.

On the issue of nursing home care, VA has been equally resistant
in complying with the mandates of the Millennium Act. The Act re-
quired VA to maintain its in-house nursing home care unit bed ca-
pacity at the 1998 level.

The American Legion believes that VA should be required to re-
store its nursing home care unit capacity as intended by Congress
to the 1998 level. Additionally, VA should be prohibited from in-
cluding any but their own nursing home care unit beds for the pur-
pose of compliance with the provisions of the Millennium Act.

VA claims it cannot maintain both the mandated bed capacity
and implement all the requires of the Millennium Act. The Amer-
ican Legion believes VA should provide the quality of care man-
dated by Congress for the long-term care of America’s veterans and
Congress should provide adequate funding to VA to implement its
mandates.

Since 1984, nearly all planning for VA inpatient nursing home
care has revolved around State Veterans Homes and contracts with
public and private nursing homes. Currently, VA is authorized to
make payments to State for construction and maintenance of State
Veterans Homes. Recognizing the growing long-term healthcare
needs of older veterans, it is essential that the State Veterans
Home Program be maintained as a viable and important alter-
native healthcare provider to the VA system.

In testimony delivered in 2006 addressing VA long-term care,
GAO identified estimating which veterans will seek care from VA
and what their nursing home needs will be as a major challenge
in VA’s ability to plan for nursing home care. The unpredictability
of long-term care needs of those suffering from polytrauma, blast
injuries and lasting mental health conditions as a result of partici-
pation in the ongoing Global War on Terror will no doubt make
planning even more challenging.

The Commission on the Future for America’s Veterans was es-
tablished to ascertain the needs of veterans 20 years in the future.
The Commission has been conducting townhall meetings around
the country to allow veterans, family members and caregivers an
opportunity to express their views on the future needs of
servicemembers, especially those who have been injured in the cur-
rent Global War on Terror.

At the conclusion of this fact finding initiative, the Commission
will create a report that will include recommendations for address-
ing the needs identified. The Commission plans to deliver rec-
ommendations to the President, Congress and the American public
by Memorial Day 2008 and the American Legion supports this
timely and proactive endeavor in the hopes that VA and Congress
will utilize the findings to prepare for long-term care needs of the
newest era of war veterans.
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A new generation of young Americans is once again deployed
around the world answering the Nation’s call to arms. Unfortu-
nately, without urgent changes in healthcare funding, new vet-
erans will soon discover that their battles are not over. They will
be forced to fight for the life of a healthcare system that was de-
signed specifically for their unique needs.

The American Legion believes that the solution to the Veterans
Health Administration’s recurring financial difficulties will only be
achieved when VA funding becomes mandatory. Under a manda-
tory funding, VA healthcare would be funded by law for all enroll-
ees who meet the eligibility requirements, guaranteeing yearly ap-
propriations for the earned healthcare benefits of enrolled veterans.

The Veterans Health Administration is now struggling to meet
its requirement to provide timely access to care and the American
Legion believes that healthcare rationing for veterans must end. It
is time to guarantee healthcare funding for all veterans.

Mr. Chairman, this concludes my testimony. Again, thank you
for giving the American Legion an opportunity to present its views
on this important issue.

[The prepared statement of Ms. Middleton appears on p. 40.]

Mr. MicHAUD. Thank you very much.

Mr. Atizado.

STATEMENT OF ADRIAN M. ATIZADO

Mr. ATizADO. Mr. Chairman, Members of the Subcommittee, I
want to thank you for this opportunity to present the views of the
Disabled American Veterans on the present and future state of
VA’s long-term care programs.

I will try to cover as many items that DAV believes to be with
regards to overarching issues that exist today that hold tremen-
dous sway over the future of VA long-term care programs.

As with this Committee, the DAV is greatly concerned about the
last published strategic plan for VA’s long-term care which was
prepared over 7 years ago. Whatever strategic planning VA has for
the program, the DAV is also concerned that VA has not sought in-
volvement, input or advice from veteran service organizations, un-
like the 1999 strategic plan in which this community was directly
involved.

The 1998 report of the Advisory Committee on the Future of VA
Long-Term Care compelled this 1999 VA strategic plan. Sustaining
this momentum, passage of Public Law 106-117, Veterans’ Millen-
nium Healthcare and Benefits Improvement Act, brought about
some degree parity between long-term care and acute care. How-
ever, some bias remains within VA’s medical benefits package that
has translated down and between institutional and noninstitutional
extended care.

By policy, noninstitutional services must be made available to all
enrolled veterans in need of such care. But VA is required to pro-
vide institutional services only to a subset of these enrolled vet-
erans.

Mr. Chairman, coupling this protocol with a tremendous pressure
of limited resources requires VA to drive down the costs of care
while increasing the number of veterans served. This produces a
synergistic effect that puts long-term care at a disadvantage
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against other services in VA’s medical benefits package, and all the
more so for the resource intensive institutional extended care serv-
ice line.

It is without doubt that our concern remains about VA’s obvious
shift away from meeting its statutory mandate of maintaining
nursing home capacity. This practice must be addressed consid-
ering VA’s own projection of the growing gap between capacity and
demand. As VA shifts more of its institutional care workload to
State Veterans Homes, we applaud Congress for taking what we
hope is a first step to provide equitable relief to State Veterans
Homes.

What seems to be lost is what DAV believes, that long-term care
is a fundamental part of the continuum of medical care. Further,
while institutional care has been painted with a broad brush, it is
most certainly still needed. As our colleagues from the State Vet-
erans Homes have testified, particularly for veterans that VA has
termed hard to place patients.

While VA has become highly efficient at converting its non-serv-
ice-connected community nursing home placements to Medicaid
status, it has established no formal tie to centers of Medicaid and
Medicare services, or with the States to oversee that unwritten pol-
icy.

Also, with regards to institutional and home hospice, despite of-
fering to purchase hospice, VA refers thousands of veterans from
its own program to those of Medicare without acknowledging it is
doing so.

Mr. Chairman, VA is the only public healthcare system that
charges co-payments to hospice patients. The DAV recommends the
fulfillment of Congress’ original intent in Public Law 108-422 in
exempting veterans from having to pay co-payments when they re-
ceive VA hospice care in any setting.

As a number of dying veterans have increased to a current aver-
age of 1,800 a day, it is unconscionable to use co-payments as a
healthcare utilization tool on dying veterans. With regard to non-
institutional care, the DAV believes growing its capacity is impor-
tant to meet the swelling long-term care needs of aging veterans.

We applaud VA leadership in eliminating local restrictions that
depress capacity and limit access to noninstitutional care. However,
the reports we continue to receive about veterans not receiving the
care they need for their service-connected conditions tells us more
needs to be done, particularly in the funding level that VA requests
or that which Congress provides.

In closing, Mr. Chairman, the DAV urges this Subcommittee to
consider holding additional hearings in order for Congress and the
public to gain fuller understanding of what needs to be done for our
Nation’s aging, sick and disabled veterans.

This concludes my statement and I would be happy to answer
any questions you may have.

[The prepared statement of Mr. Atizado appears on p. 43.]

Mr. MicHAUD. Thank you very much, Mr. Atizado.

Mr. Cowell.
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STATEMENT OF FRED COWELL

Mr. CowELL. Mr. Chairman and Members of the Subcommittee,
the Paralyzed Veterans of American (PVA) is pleased to present its
views concerning access to and the availability of quality long-term
care service for our Nation’s veterans.

In the interest of time, PVA’s oral testimony is focused in two
primary areas with brief mention of other important issues.

The long-term care needs of younger OIF/OEF Veterans. Mr.
Chairman, PVA believes that age-appropriate VA noninstitutional
and institutional long-term programming for younger OIF/OEF vet-
erans must be a priority for VA and your Subcommittee. New VA
noninstitutional and institutional long-term programs must come
online and existing programs must be reengineered to meet the
various needs of a younger veteran population.

VA'’s noninstitutional long-term care programs will be required to
assist younger veterans with catastrophic disabilities who need a
wide range of support services, such as personal attendant services,
programs to train attendants, peer support programs, assistive
technology, hospital-based home care teams that are trained to
treat and monitor specific disabilities, and transportation services.

These younger veterans need expedited access to VA benefits
such as VA’s Home Improvement/Structural Alteration grant and
VA’s adaptive housing and auto programs, so that they can leave
institutional settings and go home as soon as possible.

VA’s institutional nursing home care programs must change di-
rection as well. Nursing home services created to meet the needs
of aging veterans will not serve young veterans well. As pointed
out in the Independent Budget, VA must make every effort to cre-
ate an environment for younger veterans that recognizes they have
different needs.

Younger, catastrophically injured veterans must be surrounded
by forward-thinking administrators and staff that can adapt pro-
grams to youthful needs and interests. The entire nursing home
culture must be changed for these individuals, not just modified.

For example, therapy programs, living units, meals, recreational
programs and policy must be changed to accommodate younger vet-
erans entering the VA long-term care system.

Veterans with spinal cord injury and disease. PVA is concerned
that many veterans with spinal cord injury and disease are not re-
ceiving the specialized long-term care services they require. Today’s
VA Spinal Cord Injury and Disease (SCI/D) long-term care capacity
cannot meet current or future demand for these specialized serv-
ices. Waiting lists exist at the four designated SCI/D long-term care
facilities. Geographic accessibility is a major problem because none
of these facilities are located west of the Mississippi River.

VA’s own Capital Asset Realignment for Enhanced Services
(CARES) data for SCI/D long-term care reveals a looming gap in
long-term care beds to meet future demand. VA data projects an
SCI/D long-term care bed gap of 705 beds in 2012 and a larger bed
gap of 1,358 beds for the year 2022.

Methods for closing the VA SCI/D long-term care bed gap and re-
solving the geographic service issue are part of the same problem
for PVA.
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VA’s construction budget for 2008 includes plans for new 120-bed
VA nursing homes to be located in Las Vegas, Nevada, and at the
new medical center campus in Denver, Colorado. Also, VA has an-
nounced construction planning of a new 140-bed nursing home care
unit in Des Moines, Iowa.

Mr. Chairman, PVA needs your support to ensure VA nursing
home construction planning includes the percentage of beds at each
new VA nursing home facility for veterans with SCI and D. PVA
requests that Congress mandate that VA provide for a 15 percent
bed set aside in each new VA nursing home construction project to
serve veterans with SCI/D and other catastrophic disabilities.

A 15 percent bed allocation in new VA nursing home construction
projects would be a good first step toward resolving and improving
the VA SCI/D long-term care bed capacity problem.

Mr. Chairman, PVA’s written statement includes important de-
tailed information on other VA long-term care issues that we feel
deserve your consideration, such as the nursing home capacity
mandate, the State Veterans Home life safety issues, and waiting
lists for noninstitutional long-term care services.

PVA supports the Congressional decision to require VA to de-
velop a strategic plan for long-term care. However, for this new
plan to become a success, it must be a living document that con-
tains positive and achievable recommendations and provisions for
accountability. PVA supports a strategic long-term care plan that
monitors the quality, availability and the appropriate balance be-
tween noninstitutional and institutional long-term care programs.

VA’s strategic plan will also enable Congress to make better in-
formed decisions regarding the provision of adequate financial re-
sources to support VA care. If done correctly, VA’s strategic long-
term care plan will assist VA’s planning and monitoring efforts to
ensure appropriate programming, systemwide availability and
quality of services.

Mr. Chairman, that concludes my remarks. I would be happy to
answer any questions you may have.

[The prepared statement of Mr. Cowell appears on p. 47.]

Mr. MicHAUD. Thank you very much.

I really enjoyed the testimony of this panel as well. My first
question for each of you is have your organizations heard of any
problems with veterans not getting access to a bed because of a
shortage of beds?

Mr. CoweLL. Well, our members have problems. There are wait-
ing lists for the four designated SCI/D long-term care facilities, Mr.
Chairman. Those facilities are located in Brockton, Massachusetts,
Castle Point, New York, Hampton, Virginia, and the residential
care facility at Hines, Illinois. It is our understanding that all four
of those facilities have waiting lists for our members.

Also, because of the high acute needs of paralyzed veterans they
are often shunned and denied access to both community nursing
home facilities, VA nursing homes and in some cases State Vet-
erans Homes. So we have an access problem.

Mr. MicHAUD. And do you know how long that waiting list is at
each of the facilities?

Mr. CoweLL. Well, I can’t speak for each facility, but the most
recent information we have at the Hampton facility, that could be
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up to a year and it is kind of an attrition issue. They need a vet-
eran either to leave the facility, or in some cases to die before a
new bed becomes available.

Mr. MicHAUD. Okay. And the DAV, have you heard problems
from your members?

Mr. AT1zADO. Yes, Mr. Chairman, sparingly. But our greater con-
cern is from here on, what is happening with the capacity to pro-
vide institutional long-term care paid for or provided by VA at the
current level. And recent trends really lead us to be greatly con-
cerned about how this is going to fit into the demographic impera-
tive of the aging population. That is really what we are concerned
about.

Mr. MicHAUD. Okay. And the American Legion, have you heard
of problems with your members accessing beds for long-term care?

Ms. MIDDLETON. Mr. Chairman, I haven’t—I am not aware of
any so far. However, I do know that I haven’t had a chance to
speak with the different departments to see whether or not they
have had any situations. And I am sure that there have been in-
stances that I am just not aware of at this point. But I can find
out for you.

Mr. MicHAUD. Great. The next question is for all three of you.
As we heard from the State Veterans Homes, when you look at the
regulations, the VA has certain regulations and the CMS has cer-
tain regulations. From what we are told, the CMS has stronger
regulations. How would the American Legion feel about adopting
the CMS regulations if they are stronger?

Or while you are thinking about that, how about DAV?

Mr. ATizADO. Mr. Chairman, I can’t speak intelligently about
CMS’ standards with regards to the quality of care provided in in-
stitutional settings. But if the State Veterans Homes believes this
to be true, then obviously if it fosters higher quality of care, then
I believe DAV would support that.

Mr. MicHAUD. Okay. PVA.

Mr. COwWELL. I am sure we echo his remarks, Mr. Chairman.
Also, I am not just sure who accredits the States Veterans Homes.
But accreditation of a long-term care facility is an important step.
And if you are just talking about the operational guidelines that
CMS would require, I think that is a positive step. But also accred-
itation is something that should be looked at if it doesn’t currently
happen.

Mr. MicHAUD. Okay. American Legion, have you—are you still
thinking? Okay.

Ms. MIDDLETON. I would agree to agree with what they said,
echo what they said also.

Mr. MicHAUD. Okay. Thank you.

My next question, Mr. Atizado, is in your statement you had
mentioned about the co-payments for hospice care. And if you don’t
know, hopefully the VA will be able to give me the number, what
is the total amount of money those co-payments bring in? Do you
have any idea?

Mr. ATizADO. I have a rough idea, Mr. Chairman. But it is rather
dated, not more than a couple years. I think it is around $5,000
in collections.

Mr. MicHAUD. Five thousand?
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Mr. ATIZADO. In collections.

Mr. MicHAUD. Five thousand dollars in collections?

Mr. AT1ZADO. Yes, sir.

Mr. MicHAUD. Total? Okay. Also relating to that same issue, you
had mentioned that some VA facilities have been aggressive in es-
tablishing end of life programs while others have lagged behind. Do
you have a list of those who are lagging? Or could you provide the
Committee

Mr. AT1zADO. We are talking about hospice?

Mr. MICHAUD. Yes, hospice.

Mr. Atizapo. I apologize. I don’t have that off the top of my
head. I can get that information for you though, sir. So if I could
submit that for the record to you, I would greatly appreciate it.

[The information was subsequently provided by the U.S. Depart-
ment of Veterans Affairs in materials requested during the hear-
ing, which appear here.]

Mr. MicHAUD. Okay. Great. No problem. Thank you very much.

Mr. Brown.

Mr. BROWN OF SOUTH CAROLINA. Thank you, Mr. Chairman. I
just would like to thank the witnesses for their informative testi-
mony and I don’t have any questions. But thank you all for coming.

Mr. MicHAUD. Mr. Hare.

Mr. HARE. Thank you, Mr. Chairman.

I have a question for all three of you folks. You know, we have
a lot of OEF and OIF veterans returning with catastrophic injuries
that are going to require them to get care for the rest of their lives.
And this generation is generally younger. They are computer lit-
erate. They have children and high standards for the type of care
that they need, obviously.

At the same time, you have an aging population with very dif-
ferent needs. So from your perspectives, what goals do you think
the VA should be working toward to provide extended care to this
diverse group of vets?

Mr. CowELL. Well, sir, in our opinion at PVA—and we have done
considerable thinking about this. As you know, many veterans that
are returning from OEF and OIF that have been paralyzed, some
are able to transition to noninstitutional home and community-
based programs fairly well. And I think VA will obviously be doing
a good job in trying to make sure that those programs fit the needs
of a younger population.

It seems to me the greater challenge is how to carve out a niche
in VA institutional programming, nursing home type care that is
going to meet the needs of these individuals. I mean, as you stated
and our testimony talks about institutional care is basically built
around an aging veteran population and how to try to meet the
needs of a younger veteran population and co-mix those two age
groups is going to be a difficult challenge. And I am glad to hear
that the Committee is thinking about that problem and I am sure
VA as well.

We just think that they really need to enlighten their staff. I
know VA has been doing a lot of work for culture change in the
nursing home care program and I think they need to give added
emphasis on the needs of younger veterans.

Mr. HARE. Thank you.




22

Mr. Atizado.

Mr. ATizADoO. Yes, sir. I want to echo my colleague’s statement
with regards to finding age appropriate settings for our younger,
more severely injured soldiers. There is one thing that I think we
can be thankful about with this new population, is that they are
most likely going to have a support network, whereas aging or
older, elder veterans have a higher rate of dependency and nobody
there to assist them with that.

I would like to speak very briefly about—at least mention all in-
clusive and/or assisted living, which is probably a program—in fact,
it was a pilot program in the Mill Bill and it had glowing remarks
both for care and patient satisfaction. But for whatever reason, VA
has decided to decline using those services. That might be also an
avenue that we could look into as far as treating our newer vet-
erans.

Mr. HARE. Ms. Middleton.

Ms. MIDDLETON. In addition to what they have said, I would
think that it also would be important to—as the patients, the
newer, the younger veterans are at the long-term care facilities, to
see, ask them what they feel should be changed. Because their im-
pression, their perception of their place in the facility is also impor-
tant. So to ask them what kind of things they feel should be
changed and how they can be more integrated with the things that
are going on, what kind of needs they feel should be addressed
would be important also.

Mr. HARE. Okay. Thank you very much.

I yield back.

Mr. MicHAUD. Thank you very much. Once again, I would like
to thank the three panelists for your enlightening testimony today.
I look forward to our continuing to work together as we look at
what we can do to help our veterans as they access long-term care
needs. So once again, I thank all three of you very much.

And while the third and final panel is coming forward, we have
Patricia Vandenberg who is the Assistant Deputy Under Secretary
for Policy and Planning from the Veterans Health Administration.
And she is accompanied by Dr. James Burris who is the Chief Con-
sultant for Geriatric and Extended Care for the VHA. So I want to
welcome you hear today and look forward to hearing your testi-
mony.

STATEMENT OF PATRICIA VANDENBERG, MHA, BSN, ASSIST-
ANT DEPUTY UNDER SECRETARY FOR HEALTH POLICY AND
PLANNING, VETERANS HEALTH ADMINISTRATION, U.S. DE-
PARTMENT OF VETERANS AFFAIRS; AND JAMES F. BURRIS,
M.D., CHIEF CONSULTANT, GERIATRICS AND EXTENDED
CARE, VETERANS HEALTH ADMINISTRATION, U.S. DEPART-
MENT OF VETERANS AFFAIRS

Ms. VANDENBERG. Thank you, Mr. Chairman and Members of the
Subcommittee. I am very pleased to be here today accompanied by
Dr. Jim Burris, our Chief Consultant in Geriatrics and Extended
Care.

Mr. Chairman, I want to begin by thanking you for your recogni-
tion in your opening comments regarding the role that VA plays in
being a model in long-term care. My 40 years of experience in
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healthcare, the majority of it in the private sector, have given me
broad exposure to what is happening in the field of long-term care
and I am very pleased with what we will talking about today in
terms of VA’s approach to long-term care.

Our philosophy is to provide patient-centered long-term care
services in the least restrictive setting that is suitable for a vet-
eran’s medical condition and personal circumstances, and wherever
possible in a home and community-based setting. Nursing home
care should be reserved for situations in which the veteran can no
longer be safely maintained in the home or community.

VA expects to meet the growing need for long-term care through
such innovative services as Care Coordination and Home Tele-
health. VA’s Care Coordination involves the use of health
informatics, telehealth and disease management technologies to en-
hance and extend existing care. Care Coordination enables appro-
priate veteran patients with chronic conditions such as diabetes
and congestive heart failure to remain in their own homes and de-
fers the need for institutional care for as long as possible. This
technology enables us to deliver care to veterans living remotely
from VA facilities, including those in rural communities.

Inevitably, veterans will require nursing home care and VA will
continue to provide nursing home care for all veterans for whom
such care is mandated by statute and who seek that care from us.
VA will also continue to provide nursing home care for veterans
with special needs, including those with spinal cord injury, venti-
lator dependence, or serious chronic mental illness.

Transforming the culture of care in nursing homes from the tra-
ditional medical model to a more home-like patient-centered model
is an imperative and we are pursuing this very actively. Recently,
VA has also begun to care for younger veterans who have sustained
polytraumatic injuries during their service in Enduring Freedom
and Iraqi Freedom. But I have to note that this is not the first time
that we have cared for young veterans. We have a history of caring
for them for a number of years.

While the number of these seriously disabled OIF/OEF veterans
is relatively small, the complexity of care they require is higher
and their personal and social needs do differ from those of older
veterans. VA is moving to adapt its long-term care services to meet
the needs of these veterans.

VA is taking steps, first, to recognize the generational differences
of this population and to incorporate appropriate changes into our
care routines. For example, in VA nursing homes, transforming the
culture of care to make the living space more home-like and friend-
ly is an imperative, as is having resources such as an Internet cafe
computer games or age-appropriate music and food. Allowing for
family, and especially children to visit or perhaps stay overnight is
another example of the accommodation that we are already making
to generational differences.

In addition to VA nursing homes, VA supports the State Veteran
Home Program with the provision of grants for construction and
renovation and through per diem payments. Moreover, VA provides
oversight to these homes. VA has developed a system of on-site in-
spections to assure quality of care in State Veteran Homes, includ-
ing the identification of life safety issues.
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In compliance with Public Law 109-461, VA is currently in the
process of developing regulations to implement the provisions of
this law. VA takes great pride in our accomplishments thus far and
looks forward to working with the members of this Subcommittee
to continue the Department’s tradition of providing high quality
care to those who have helped defend our Nation around the world.

This completes my oral statement and I look forward to your
questions.

[The prepared statement of Ms. Vandenberg appears on p. 52.]

Mr. MicHAUD. Thank you very much, Ms. Vandenberg. I really
appreciate your coming here today. Actually, I have several ques-
tions that relate to a lot of the comments that were made from our
previous two panels.

The first one is the co-payment for hospice. What is the total
amount of revenue that the VA brings in for that co-payment?

Ms. VANDENBERG. I will have to defer to Dr. Burris on that topic.

Dr. BURRIS. Actually, I don’t have a number. We will have to get
back to you, sir, for the record.

[The following was subsequently received:]

Deliverable 1: What is the amount of revenue VA received from hospice
co payment?

Response: VA tracks co-payment amounts for inpatient services and out-
patient services collectively rather than by individual services, so it is dif-
ficult to determine the exact amount of revenue VA received from hospice
co-payments. However, VA estimated a total of $343,542 in annual revenue
($183,180 for home hospice and $160,362 for inpatient hospice, calculated
at FY2006 rates).

Mr. MicHAUD. Okay. The DAV commented about the end-of-life
program at many VA facilities, and that some have been aggres-
sively established. But there are some that have been lagging be-
hind. Do you have any idea who is lagging behind?

Ms. VANDENBERG. I can’t tell you that. We can certainly provide
that information for the record. I think I can say with personal con-
viction that this is a facet of our care continuum that I have been
very actively promoting with my colleagues and I think it is one
that we believe deeply and philosophically. And so, what creates in-
ertia in some environments to move in that direction is something
that we continue to look at. But we will supply that information
for the record.

[The following was subsequently received:]

Deliverable 2: Which VA facilities offer Hospice and End of Life Care?
Which do not—why are they lagging?

Response: In FY2006, every VA facility offered some form of hospice and
end of life care service, while a recent survey found that only one-fourth
of other US hospitals had a palliative care program. The VA’s Hospice and
Palliative Care program has transformed much of the end of life care pro-
vided or purchased by VA which has resulted in the following:

a. In FY2006, of all veterans who died in a VA facility, 42 percent re-
ceived prior consultation from a palliative care team (up from 30 per-
cent in FY2003).

b. The number of palliative care consults in our VA hospitals more than
doubled between FY2003 and FY2006 and surpassed 20,000 this past
year.

c¢. The number of veterans receiving VA-paid home hospice care tripled
between FY2003 and FY2005, and has increased another 30 percent in
%? pas‘)c fiscal year (to an average daily census of 427 veterans for

2006).
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While this growth provides evidence of VA’s leadership as a healthcare
system in the provision of end of life care, we recognize there are some
areas in which utilization of hospice and end of life services is absent or
low. Often the low utilization appears to be related to regional and cultural
variations in the desire for hospice services. Overall, Veterans Integrated
Service Networks (VISNs) 1,2,3,12, and 19 report lower levels of VA-paid
home hospice care than other VISNs. While a number of individual facili-
ties report little or no VA-paid home hospice census such as the VA Medical
Centers in Albany and Northport, New York; Chicago; Dallas; Nashville;
Providence, RI; Salt Lake City; San Diego; and Shreveport, LA these facili-
ties have active palliative care programs within their medical centers and
make numerous referrals for hospice care in the community, though not at
VA expense.

To promote and honor veterans’ preferences for remaining in their homes
at the end of life, VA has established minimum levels of VA-paid home hos-
pice as a VISN Directors Performance Measure. Additionally, VA tracks
both home hospice and inpatient palliative care activity and is working
with VISNs and facilities to assure reliable access to quality end of life care
in all settings at every VA facility. To promote reliable access the following
national conferences are planned for this year:

a. A senior leadership conference of Network Directors on July 17th to
develop action plans to disseminate “best practices” in end of life care

b. A national conference of acute care, home care and hospice/palliative
care staff on integrating palliative care across VA will be held July
24th to 26th

Mr. MICHAUD. Since you feel so deeply about this and we heard
a number earlier about the co-payments. You know, it is end of life
and why would we be charging any veteran co-payments?

Ms. VANDENBERG. Sir, I think that is a very relevant question
and one that I can take back and take under advisement.

[The following was subsequently received:]

Deliverable 3: Why does VA charge veterans a hospice co-payment?

Response: Public Law 106-117, the Veterans Millennium Healthcare
and Benefits Act 1999, requires that non-service-connected veterans receiv-
ing extended care services from VA pay a co-payment to the United States.
Inpatient and home hospice services are among the services subject to a
mandatory co-payment, with the exception of hospice services provided in
a nursing home.

Mr. MicHAUD. Okay. Thank you. We heard from the State Homes
about VA regulations versus the CMS and that CMS is more strin-
gent. Have you looked at this issue? And if CMS is more stringent,
would you consider adopting the CMS regulations if appropriate?

Ms. VANDENBERG. Sir, I think our regulations are fairly con-
sistent. Perhaps one difference in the application of the regulations
is the way the survey process is conducted. And we will certainly
take the comments that were made by our colleagues today under
advisement in terms of the rigor of the survey process.

Mr. MICHAUD. And if you could provide the Committee with what
the differences between the two, I would be really interested.

Ms. VANDENBERG. I would be happy to do a side by side compari-
son.

[The following was subsequently received:]

Deliverable 4: Side by Side comparison of Center Medicare Services

(CMS) and VA regulations for State Homes—Which is more stringent—Why
not adopt one?

Response: The CMS standards are a generic set of national standards
that are required to be met for all nursing homes in the United States that
are certified under Medicare and Medicaid. They are used to determine con-
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tinued eligibility for reimbursement and to assure the public that a nursing
home meets at least the minimum standards for quality of care.

Each State is required to apply these standards but may in fact add re-
quirements that are more stringent. The standard that applies is which-
ever—State or national—is the most stringent. For example, CMS stand-
ards do not address a specific nurse staffing requirement. The CMS stand-
ard states that staffing must be adequate. On the other hand States specify
nursing hours per patient day that range in some states from 2.0 hours per
patient day to 3.35 hours per patient day.

VA standards are based on the CMS standards but because the reim-
bursement framework and some other requirements are VA specific, the VA
standards also address VA specific requirements.

The following are similarities and significant areas of difference between
the VA and CMS national standards:

Similarities: In general, the basic clinical standards are similar for both
organizations. There are nuances regarding in how they are written. Both
sets of standards, because they are essentially the same in regard to resi-
dent care, are equally stringent. Both organizations are currently updating
their requirements for Life Safety and intend to deploy the 2006 standards.

Differences: Areas of clear differences are primarily in the responsibilities
of the homes in regard to payment oversight and processes and other sys-
tem related requirements that differentiate the payment sources and mech-
anisms. These are VA Per Diem requirements versus Medicare/Medicaid re-
quirements; oversight responsibilities as they relate to the payers; and an
occasional technical difference. These differences will be pointed out more
spﬁciﬁcally below where a standard is present in one system but not the
other.

Standards Unique to VA

Notification of the Office of Geriatrics and Extended Care regarding changes in
SVH administration is required.

Specification of the percentage of veterans that must occupy the SVH
Requirements for management of a SVH by a contractor

Credentialing and privileging of the Medical Director

Monthly required submission to VA of a request for per diem payment
Reqﬁirements for nursing home with 100 or more beds to have a qualified social
worker

Requirement for RN staffing 24 hours per day 7 days per week

Nurse staffing requirement of 2.5 hours per patient day for all State homes
Specific requirements for reporting and following up on sentinel events includ-
ing conducting a root cause analysis

Specific bed hold and transfer policy

A set of comprehensive standards around the SVH recognition process for new
construction and/or renovation

Standards for withholding per diem

Standards Unique to CMS

Definition of skilled nursing

Requirement to inform residents about Medicare and Medicaid eligibility and
responsibility for certain charges

Instructions regarding public display of information about how to apply for
Medicare or Medicaid benefits

Notification of the amount of money in a resident’s account for SSI limits
Limitations on charges to personal funds for Medicare and Medicaid covered
services

Admission requirements and Medicare and Medicaid eligibility

Prescriptive detail about requirements for activities programming

Automated data processing and transmission requirements for the Minimum
Data Set (MDS)

Penalties for falsification of data

Preadmission Screening for Mentally III and Individuals with Mental Retarda-
tion

Requirements for influenza and pneumococcal vaccine

Disclosure of ownership requirements

Summary and Conclusions:

Although the clinical standards are essentially the same, the standards
regarding admission, payment, transmission of data, ownership, and Med-
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icaid and Medicare requirements differ because of the significantly different
payment mechanisms, requirements for recognition, and accountability.

Another important distinction between the two sets of standards 1s that
the CMS standards are overarching but defer to individual States for defini-
tion in a number of areas including but not limited to nurse staffing, bed
hold days, and follow up on sentinel events so that the most stringent
standard would prevail.

Finally, an important variation in the CMS approach is the nature of the
interpretive guidelines and the survey process itself. CMS’ interpretive
guidelines are more prescriptive and provide more specific guidance than
VA’s. The CMS survey process is very clearly defined including the applica-
tion of survey findings to a grid that distinguishes serious findings and pro-
poses a solution ranging from a mere recommendation to serious monetary
penalties and sanctions until findings are improved. VA intends to rewrite
its own interpretive guidelines to provide clearer and more precise guidance
for application of the VA standards.

VA will continue to utilize the current VA standards for survey of SVH.
The current approach allows for application of the VA standards from the
VA perspective as a payer for services and allows for one standard approach
for all State Veterans Homes. Adoption of the CMS standards would intro-
duce State-to-State variation in standards that is undesirable for the VA’s
integrated healthcare system approach to care. Some State requirements
could be less than what VA would consider acceptable. In addition, since
only approximately 40 percent of State Veterans Homes are CMS certified,
VA would still be required to maintain its own national standards for the
remaining 60 percent.

Mr. MicHAUD. Yes. The other issue, and if you could provide for
the Committee—I know there is a priority list when you look at the
State Homes. I believe it is $250 million, I think, is the backlog for
priority ones. Could you provide the Committee with the priority
one projects out there and the cost, as well as how many priorities
you have?

Ms. VANDENBERG. Dr. Burris, could you please respond to that?

Dr. BURRIS. Yes. There are seven priorities and the priority
group one projects are those for which, as you have already heard,
the States have committed their share of the funding, so that when
VA is able to offer a grant, the State is able to proceed.

Mr. MicHAUD. Okay. Could you provide the Committee with the
different priority lists that you have available?

Ms. VANDENBERG. Yes, sir. We will provide that for the record.

[The following was subsequently received:]

Deliverable 5: List of different priorities for SVS Program.
Response: Priority Group Definitions for the Priority List

Priority Group 1. An application from a State that has certified
Sate matching funds for the project.

Priority Group 1—Subpriority 1. A project to remedy conditions at an ex-
isting facility that have been cited as threatening to the lives or safety of
the residents.

Priority Group 1—Subpriority 2. An application from a State that has not
previously applied for a grant under 38 U.S.C. 8131-8137. Great Need: If
State has no State homes beds.

Priority Group 1—Subpriority 3. An application from a State that has a
great need for the beds. Great Need: If State has an unmet need of 2,000
or more beds.

Priority Group 1—Subpriority 4. An application from a State for renova-
tions not included in Subpriority 1 of Priority Group 1.

Priority Group 1—Subpriority 5. An application from a State that has a
significant need for the beds.

Significant Need: If State has an unmet need of 1,000 to 1,999 beds.

Priority Group 1—Subpriority 6. An application for construction or acqui-
sition of a nursing home or domiciliary from a State that has a limited need
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for the beds that the State, in that application, proposes to establish. Lim-
ited Need: If State has an unmet need of 999 or fewer beds.

Priority Groups 2 through 7. Applications from a State that does
not have certified State matching funds for the project. Ranked
same as Priority Group 1

Priority Group 2—Subpriority 1. A project to remedy conditions at an ex-
isting facility that have been cited as threatening to the lives or safety of
the residents.

Priority Group 3—Subpriority 2. An application from a State that has not
previously applied for a grant under 38 U.S.C. 8131-8137. Great Need: If
State has no State homes beds.

Priority Group 4—Subpriority 3. An application from a State that has a
great need for the beds. Great Need: If State has an unmet need of 2,000
or more beds.

Priority Group 5—Subpriority 4. An application from a State for renova-
tions not included in Subpriority 1 of Priority Group 1.

Priority Group 6—Subpriority 5. An application for construction or acqui-
sition of a nursing home or domiciliary from a State that has a significant
need for the beds that the State, in that application, proposes to establish.
Significant need if State has an unmet need of 1,000 to 1,999 beds. Priority
Group 7—Subpriority 6. An application for construction or acquisition of a
nursing home or domiciliary from a State that has a limited need for the
beds that the State, in that application, proposes to establish. Limited
Need: If State has an unmet need of 999 or fewer beds.
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Example — Prioritization for Priority Group 1

Subprivrity Further Priority Further Prioritv

1. Seisnic
2. Building Construction
Suvpriasity I: 3 Kuress -
—# Remedics For 4, Building Compartmentation Date Avplication

LiferSacery (e.g., Smoke Barricr, Fire Walls) Received In VA
5. Fire AlarmDetection

6. Ashestos/Hazardous Materials

7. All Other
Subpricrity 2:
State Without A N -
Construstion | Pate Application | bo Puther
™ Grent For A State »| Received In VA Priority
Nursing Home

Subpriarizy 3:
Great Need Fer Date Application No Further
» NewBedsn A Recerved In VA Priority

R State .
Statc Has
Matching
Funds 1 Adult Dey Heaith Care Renovation
Replacement
2. Nursing Unit Renovation/Replacerent
(c.g., Patient Privacy)
Subprionity 4 3. Code (ADA) Complance i
Renovat on Other 4. BulldmgISyslcms, Utilizies And Features Date Application
" Than Sunpriority 1 (e.g., Etectrical, HVAC, Boiler, Reccived In VA
Medicul Gases, Roof, Elevators)
5. Clinical Support Facilities (e.g.,
Dieteties, Laundry, Rehabilitatior Therzpy)
6. General Renovations/Uperade {e.g.,
Wareheuse, Starage, Administratve/Office,
Multipurpose)
Subprierity 5: "
Significant Need Date Application No Further
™ For New Beds In Received In VA Priority
A State
Sudpriarity 62
Limited Need Nate Application No Further
S For New Beds Received In VA > Priority
in A State

Mr. MicHAUD. Okay. You have heard from the State Homes in
Maine and I don’t know if you had a chance to look at the testi-
mony of Mr. Nagel, but in the back it showed a veterans complex
that they are looking at doing in the State of Maine that has hos-
pice and the State Home, and is a nice complex. Have you any ini-
tial thoughts on that concept, whether it is a good idea?

Ms. VANDENBERG. Well, I think when you look at the vision that
we have in the VHA of providing patient-centered, integrated care,
on the face of it, that concept makes a great deal of sense, that we
would aggregate resources and have them be as patient-centered
and as integrated as we possibly could.

I didn’t have a chance to look at it from a policy standpoint prior
to the hearing, but we will certainly review that.

Mr. MicHAUD. Okay. Great. We also heard from the previous
panels concerning waiting lists, whether it is trying to get into the
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VA system or a State veterans nursing home. How big of a waiting
list is there for veterans who are trying to get into a home?

Ms. VANDENBERG. I would like to have Dr. Burris respond to that
question.

Dr. BURRIS. As far as we are aware, there is no waiting list in
the VA system for the category P-1-A veterans for whom nursing
home care is mandatory. We don’t maintain information about
waiting lists in the State Homes. They really are owned, operated
and managed by the States. But the State Veterans Home organi-
zation has surveyed their members and I believe the figure that
was cited earlier in testimony was about 10,000.

Mr. MicHAUD. Okay. I don’t know if you have microphones on or
if you can pull it a little bit closer. If there is no waiting list, is
there a surplus of beds? And if so, how many?

Dr. BURRIS. No, we don’t feel there is a surplus. The average
daily census of a little over 11,000 that we have currently rep-
resents the demand for both long-term residential care and for
short-term care for post-acute care for patients who had had a
stroke or an operation, a broken hip, a serious infection and need
a period of restorative care or rehabilitation before they can be dis-
charged back into the community.

Mr. MicHAUD. You heard from PVA earlier that there is a wait-
ing list, in some cases a year, to try to get into—was it the four
facilities?

Dr. BURRIS. Yes. That is something that VA has recognized and
there are four new centers that are under development. But that
is something that VA works very closely with PVA to monitor the
demand for care.

Mr. MicHAUD. And when will the VA be able to eliminate that
waiting list? Particularly when you look at what is happening with
the war in Iraq and Afghanistan, I think we are going to see a
higher need, unfortunately, in that particular area. So when is that
waiting list going to be gone?

Dr. BURRIS. It is a little bit hard to predict. It is a moving target
because there are new patients coming into the system all the time.
I actually would have to defer to Dr. Margaret Hammond who di-
rects that program for a definitive response.

Mr. MICHAUD. And could you provide us with what the waiting
list is at each of those four facilities?

Dr. BURRIS. Yes, sir.

[The following was subsequently received:]

Deliverable 6:
a. What are the waiting times at the 4 SCI centers (PVA asserted
it was up to a year)?
Response:

« Boston: 10 patients with waiting range from July 2005 to April 2007.

« Hampton: 12 patients with waiting range from September 2005 to March
2007.

¢ Castle Point: No wait list. Hines: 6 patients with waiting range from Jan-
uary 2007 to April 2007.
b. What is VA’s timeline to eliminate the waiting list for the 4 SCI

Centers?

Response: Implementation of the CARES Planning Initiatives will be used

to increase geographic access to SCI LTC services. The timeline is depend-

ent upon completion of the Tampa beds for which construction has begun,
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and the implementation of LTC beds at Cleveland, Long Beach and Mem-
phis which are in planning or design phases.

Access to non-institutionalized extended care services is being encouraged
under the Uniform Benefits Package.

c. What is VA’s estimate of the future need for inpatient beds for SCI
patients (PVA cited CARES data projecting an SCI/D long-term care
bed gap of 705 beds in 2021 and 1,358 beds in 2022)?

Response: The CARES spinal cord injury planning model for institu-
tional care projected a demand for 1,388 available beds in FY2012 and for
1,575 beds in FY2022. Using existing workload data, the demand was met,
in part, by SCI long term care center beds, by the average daily census of
veterans with SCI in VA nursing home care units, in contract nursing
homes, and other VA LTC settings. The model provided the basis for rec-
ommendations approved by the Secretary for 30 SCI LTC beds at Tampa,
20 at Memphis, 20 at Cleveland, and 30 at Long Beach.

Subsequently in 2004, VA was requested to revalidate the original 2001
SCI LTC planning model using a revised approach. This tentative model
supported the original CARES recommendations to enhance access. This
model projected a demand for 1,969 available beds in FY2012 and 2,622
beds in FY2022 for a 100 percent market share of veterans with SCI in pri-
ority group 1 a. Utilization data and inclusion of the CARES recommenda-
tions resulted in a projected gap of 705 as recently reported by PV A. Incor-
porating 2006 workload data of 154 SCI long term care beds, an average
daily census of 905 in VA Nursing Home Care Unit, 293 in contract care,
42 in other VA LTC settings, and with full implementation of the CARES
recommendations, there is a projected gap of 475 in FY 2012. Internal dis-
cussion and planning are needed to address this projected gap.

Mr. MicHAUD. And what would the VA estimate the future need
will be, particularly when you look at what is happening with the
war in Iraq and Afghanistan?

[The Priority List of Pending State Home Construction Grant Ap-
plications for FY 2007 appears on p. 60.]

My last question—I know I have run over time. But in the clos-
ing remarks of the DAV, they talked about the lack of a strategic
plan that involves stakeholders input. It is discouraging to DAV
and others in this community. I have always been one who will try
to bring in—if you are trying to solve a problem, you bring in those
who are really affected by it. Whether you agree or disagree, at
least it gives you a broad perspective of what is going on.

What is VA doing to—when you look at these strategic plans, to
bring in those who are going to be using the facilities?

Ms. VANDENBERG. I will refer to Dr. Burris who has had the lead
in the formulation of the strategic plan.

Dr. BUrris. Well, first of all, I would say that the long-term care
strategic planning is part, really an integral part of the broader VA
and VHA strategic planning. It is not a free-standing event. And
so what we have done is to pull together the elements of those larg-
er strategic plans, VA and VHA, that reflect long-term care needs
and are developing a report for Congress as required by the law.

Public Law 109-461 provided really a very short turnaround
time for this so that we haven’t had a very extensive planning proc-
ess as we did in the report that followed the Millennium Act. But
we do consult with the stakeholders. The veterans service organiza-
tions, for example, are represented on our Geriatrics and Geron-
tology Advisory Committee, which is a Federal advisory Committee
of folks external to VA. It meets twice a year. It just met last
month here in Washington and we really had very extensive dis-
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cussion with the Advisory Committee about where our long-term
care programs are going.

We also consult regularly with the State Veterans Homes organi-
zations, both the National Association of State Directors of Vet-
erans Affairs and the National Association of State Veterans
Homes. There is a liaison Committee that meets formally twice a
year and we have informal communications throughout the year.

So we do make an effort to get input from stakeholders and those
we collaborate with in providing care to veterans.

Mr. MicHAUD. Well, I would strongly encourage you to make sure
that that input is taken in and taken seriously, because I feel—
even though it might add a little extra time or energy, I feel very
strongly that the more people you get involved in the process hear-
ing their input, the better product that you will have in the end.
And hopefully, it will definitely bring a lot more support for what-
ever programs that the VA brings forward to dealing with our vet-
erans.

Mr. Hare.

Mr. HARE. Thank you, Mr. Chairman. I had a whole list of ques-
tions and you asked them all but one.

And again, I appreciate your taking the time to come this morn-
ing. Real time health information is critical to providing high qual-
ity healthcare. And the VA currently has the best electronic med-
ical records available. Has there been any consideration given to
sharing those electronic medical records with the State Veterans
Homes? If not, could you tell me if that something that you might
consider doing?

Ms. VANDENBERG. We have had extensive internal conversations
regarding the parameters that we have to operate within in order
to maintain patient privacy. And so the actual electronic medical
record software is available in the public domain and we have
talked to the State Veteran Home representatives about how we
could collaborate with them using that tool. Direct interoperability
does not seem to be legally feasible at this time given the param-
eters of the privacy laws that we operate under.

Mr. HARE. Okay. Thank you very much.

I yield back, Mr. Chairman. Thank you for this important hear-
ing this morning.

Mr. MicHAUD. Thank you very much, Mr. Hare. And thank you
for your advocacy for our veterans.

For those of you who don’t know, Congressman Hare is a former
staffer of the Ranking Member of this Committee for a number of
years, Lane Evans. And he definitely has taken on where Mr.
Evans has left off in dealing with veterans’ issues.

Mr. Brown, unfortunately, had another commitment so he was
unable to stay, but I would ask counsel if he has any questions.

Mr. TUCKER. Yes. I actually have a couple of questions. And it
is always good to see a staffer do well there, Mr. Hare.

A question for Dr. Burris and a question for Ms. Vandenberg.

Dr. Burris, you state that the 11,000 average daily census which
you are currently estimating for FY 2008 does not provide any sur-
plus and it does not give you any problems with a waiting list. If
2,391 nursing home beds suddenly appeared across the country,
would you be able to find veterans to fill those beds?
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Dr. BURRIS. We might be able to find people to put in the beds,
yes. One of the problems we were having, though, with the 13,391
requirement was that our medical centers were having trouble
finding appropriate patients to admit to the nursing home, who
met the eligibility requirements for that level of care. So I think
we would have difficulty filling those beds, frankly.

Mr. TUCKER. And Ms. Vandenberg, VA spends approximately 90
percent of its long-term care budget on institutional care. For Med-
icaid, it is nearly 60 percent. Do you believe this differential is due
to the unique qualities of the veterans’ population, that you are
going to always have to have more institutional care than non-
institutional care?

Ms. VANDENBERG. Well, I think that as was evidenced in some
of the prior comments, what contributes to the cost in our facilities
is a function of the complexity of the care that we are providing.
And so when we look at the funds that are allocated for institu-
tional care, that complexity is reflected in that. If the question un-
derlying your question is are we devoting sufficient funds to pro-
mote the noninstitutional care, at this point in time we believe we
are making steady progress in reaching our targets for noninstitu-
tional care and we are constantly monitoring that. Does that re-
spond to the question?

Mr. TUCKER. Yes. I think we are getting to a point where the VA
needs to provide more home and community-based care and I think
our concern up here is that those funds should not just be shifted
from institutional care to noninstitutional programs, that we actu-
ally grow the home and community-based funding streams and pro-
grams, as well as maintain a capacity and a capability of providing
nursing home care.

Ms. VANDENBERG. Thank you.

Mr. TUCKER. Okay. Thank you.

Mr. MicHAUD. Once again, I would like to thank this panel and
the previous two panels for your coming here this morning. I en-
joyed the testimony and look forward to working with all of you as
we move forward dealing with this very important issue of long-
term care for our veterans. So once again, thank you very much.

Ms. VANDENBERG. Thank you, sir.

Mr. MiCHAUD. The hearing is adjourned.

[Whereupon, at 11:30 a.m., the Subcommittee was adjourned.]



APPENDIX

Prepared Statement of Hon. Michael H. Michaud
Chairman, Subcommittee on Health

I would like to thank everyone for coming today.

This morning, the Subcommittee on Health will examine the state of VA’s long-
term care programs and services.

In terms of demographics, the veteran population is aging and will require a
greater amount of long-term care services. Out of a veteran population in this coun-
try of 25 million, nearly 45 percent are over the age of 65, and the number over
the age of 85 is expected to reach 1.3 million by 2010.

In addition, the veteran population is poorer, sicker and older than their non-vet-
eran counterparts.

The VA will also be facing an entirely new generation of veterans in need of long-
term care services—some of our wounded returning OEF/OIF veterans, who have
different needs than those of our older veterans.

Medicaid is the principal financer of long-term care. In 2004, Medicaid spent $90
billion on long-term care services, of which $57.6 billion, or 64 percent, was for insti-
tutional care.

The VA has requested $4.6 billion for long-term care services in FY 2008. Nearly
90 percent is for institutional care.

The VA must, in my view, maintain its nursing home capacity while vigorously
expanding its non-institutional care capabilities.

Contrary to the plain evidence of an increasing long-term care demand, this year
the VA will again ignore its clear legal responsibility to maintain its nursing home
bed capacity. The VA’s FY 2008 budget estimates a further drop in the average
daily census to 11,000, nearly 20 percent below the required level.

I am concerned that VA is not doing enough to maintain its nursing home capac-
ity, while not moving fast enough to provide more home and community-based care.

An integral component to VA’s institutional care services is The State Veterans
Home Program. Currently, State Veterans Homes handle over 50 percent of the
VA’s overall patient work load in nursing homes.

I believe we must maximize this existing resource as well as other resources with-
in our communities to ensure the best possible care for our veterans.

The VA has a long history of providing long-term care services, and I believe that
the VA has many lessons it can teach other areas of the Federal Government, and
the private sector, on how best to provide these services. The VA can indeed be a
long-term care model for others.

VA continues to have an obligation to meet the long-term care needs of our vet-
erans. I look forward to hearing from our witnesses as to how VA should meet this
obligation in the future.

———

Prepared Statement of Hon. Henry E. Brown, Jr.

Thank you Mr. Chairman for holding this hearing to examine how the Depart-
ment of Veterans of Affairs is providing a mix of extended care services and how
VA intends to address the provision of long term care in the future.

Today, one of the biggest challenges in both VA and the private sector healthcare
systems is providing long-term care to a growing aging population. This challenge
is amplified for VA, which must facilitate care for the special needs of our disabled
and aging veterans. The Department is also facing an emerging new need to care
for seriously injured younger veterans returning from the Global War on Terror.

I appreciate that at our hearing today we have witnesses representing the State
Veterans Homes. On Veterans Day last year, I had the privilege of dedicating a new
State Veterans Home in Walterboro, South Carolina. This 220 bed facility, the Vet-
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erans’ Victory House, is one of the most modern of its kind in the United States,
and includes a 52 bed secured dementia unit.

In partnership with the VA, State veterans’ homes can help provide a broad range
of services to meet the long-term care needs of our veterans. Last year, with the
enactment of Public Law 109—461, the Veterans Benefits, Healthcare, and Informa-
tion Technology Act of 2006, Congress expanded the authorities for State veterans’
homes. The law requires VA to reimburse State veterans’ homes for the full cost
of care for a veteran with a 70 percent or greater service-connected disability rating
and in need of care for service-connected conditions. It also ensures that veterans
with a 50 percent or greater service-connected disability receive, at no cost, medica-
tions they need through VA.

Additionally, Public Law 109-461, requires VA to publish a strategic plan for
long-term care. Hopefully, this plan that has been a long time in coming will provide
a clear map of the Department’s future plans for delivering long term care for those
veterans who rely on VA to provide these services. I look forward to the delivery
of this plan as required by law. We have allowed VA to drag its feet on this issue
for far too long.

Mr. Chairman, we need to remember that the quality in which we provide long-
term care is a reflection on how this country honors the sacrifices of our Nation’s
veterans.

I look forward to our discussion today and to explore innovative steps we can take
to provide the best patient-centered care to enhance the quality of life of veterans
in need of long-term care services. Knowing what a busy day today is, I yield back

———

Prepared Statement of Raymond A. Nagel, Chief Executive Officer
Main Veterans’ Homes, Augusta, ME

Mr. Chairman and Members of the Committee, thank you for the opportunity to
testify today on behalf of the Maine Veterans’ Homes (“MVH”) on the topic of “The
State of VA’s Long-Term Care Program: Present and Future,” including the impor-
tant issue of access by rural veterans to quality long-term nursing care.

I am the Chief Executive Officer of MVH. I have 23 years of healthcare manage-
ment experience including 19 years of experience as a Medical Services Officer with-
in the United States Army and the United States Army Reserves. I am a combat
veteran of Operations Desert Shield and Desert Storm. I recently retired from the
U.S. Army Reserves as a Lieutenant Colonel and commander of a 296-bed Combat
Support Hospital. I have been the chief executive officer of the Maine Veterans’
Homes for nearly 1 year.

MVH is a public body corporate created by the State of Maine to provide long-
term nursing care to Maine veterans. MVH operates six long-term nursing care fa-
cilities for veterans at Augusta, Bangor, Caribou, Machias, Scarborough, and South
Paris. In the aggregate, MVH currently operates 640 skilled nursing, long-term
nursing, and domiciliary beds for Maine veterans. This makes MVH one of the larg-
est systems of long-term nursing facilities in the State of Maine, and we are very
proud of the quality long-term care nursing services that we provide to Maine vet-
erans.

Also, as one of the largest and most successful State Veterans Homes systems in
the nation, MVH provides a crucial portion of the healthcare continuum for Maine
veterans. Our facilities are each relatively small in size, 30 to 150 beds each, and
this allows them to be located not only at one or two locations, but throughout the
State of Maine, allowing greater ease of access to our facilities by veterans living
in the most rural parts of Maine. In the future, we hope to develop additional in-
patient and out-patient services at all of our six locations in order to offer rural
Maine veterans greater access to all of the services that the Maine Veterans’ Homes,
the Maine Bureau of Veterans Services, and the United States Department of Vet-
erans Affairs (“VA”) provide.

MVH is part of a national system of State Veterans Homes. The State Veterans
Homes system is the largest provider of long-term care to our Nation’s veterans.
There are 126 veterans homes in all 50 States and the Commonwealth of Puerto
Rico. Nursing home care is provided in 121 homes, domiciliary care in 53 homes,
and hospital care in 5 homes. These homes presently provide over28,000 resident
beds for veterans of which almost 22,000 are nursing home beds. These beds rep-
resent about 50 percent of the long-term care workload for the VA.

The State Veterans Homes play an irreplaceable role in assuring that eligible vet-
erans receive the benefits, services, and quality long-term healthcare that they have
rightfully earned by their service and sacrifice to our country. We greatly appreciate



36

the Veterans’ Affairs Committee’s commitment to the long-term care needs of vet-
erans, your understanding of the indispensable function that State Veterans Homes
perform, and your strong support for our programs. We especially appreciate the
consistent support of the Veterans’ Affairs Committee, working with the Appropria-
tions Committee, to ensure that per diem payments by the VA will continue under
current eligibility criteria.

The Maine Veterans’ Homes is a leader in the national system of State Veterans
Homes and a leader in the National Association of State Veterans Homes
(“NASVH”). The membership of NASVH consists of the administrators and staff of
State-operated veterans homes throughout the United States. We work closely with
the VA, State governments, the National Association of State Directors of Veterans
Affairs, veterans service organizations, and other entities dedicated to the long-term
healthcare of our veterans. Our goal is to ensure that the level of care and services
provided by State Veterans Homes meet orexceed the highest standards available.

Role of the State Veterans Homes

State Veterans Homes first began serving veterans after the Civil War. Faced
with a large number of soldiers and sailors needing long-term care, several States
established veterans homes to care for those who had served in the military.

In 1888, Congress first authorized Federal grants-in-aid to states that operated
homes in which American soldiers and sailors received long-term care. At the time,
such payments amounted to about 30 cents per resident per day. In the years since,
Congress has made several revisions to the State Veterans Homes program to ex-
pand the base of payments to include nursing home, domiciliary, and adult day
healthcare.

For nearly half a century, State Veterans Homes have operated under a program
administered by the VA which supports the Homes through construction grants and
per diem payments. Both the VA construction grants and the VA per diem pay-
ments are essential components of this support. Each State Veterans Home must
meet stringent VA-prescribed standards of care, which exceed standards mandated
by Federal and State governments for other long-term care facilities. The VA con-
ducts annual inspections to assure that these standards are met and to assure the
proper disbursement of funds. Together, the VA and the State Veterans Homes rep-
resent a very effective and financially efficient Federal-State partnership in the
service of our Nations veterans.

VA per diem payments to State Homes are authorized by 38 U.S.C. §1741-1743.
The per diem payments are intended by Congress to assist the States in providing
for the level of care and treatment required for eligible veterans residing in State
Veterans Homes. As you know, the per diem rates are established by the VA annu-
ally and may not exceed 50 percent of the cost of care. They are currently $67.71
per day for nursing home care, $40.48 per day for adult day healthcare, and $30.31
per day for domiciliary care. Our State Veterans Homes cannot operate without re-
ceipt of per diem payments from the VA under current eligibility criteria.

Construction grants are authorized by 38 U.S.C. §§8131-8137. The objective of
such grants is to assist the States in constructing or acquiring State Veterans Home
facilities. Construction grants are also utilized to renovate existing facilities and to
assure continuing compliance with life safety and building codes. Construction
grants made by the VA may not exceed 65 percent of the estimated cost of construc-
tion or renovation of facilities, including the provision of initial equipment for any
project. State funding covers at least 35 percent of the cost. Our program cannot
meet our veterans’ needs without an adequate level of construction grant funding.

In recent years, State Veterans Homes have experienced a period of controlled
growth in response to the increasing number of elderly veterans who require long-
term healthcare. In fact, as a nation we face the largest aging veterans population
in our history. By the end of this decade, the number of veterans aged 85 and older
will have tripled from 422,000 to 1.3 million. If the State Veterans Homes program
is to fill the need for additional long-term care beds required in certain States and
to respond to the increase in the number of veterans eligible for long-term care na-
tionally, it is critical that the State Veterans Home construction grant program be
sustained at adequate levels.

The State Veterans Home program now provides about 50 percent of the VA’s
total long-term care workload. The VA has estimated that nursing care beds in the
State Veterans Homes nationwide are 87 percent occupied. The beds at our homes
in Maine are approximately 96 percent occupied. Many of the State Veterans Homes
nationally have occupancy rates near 100 percent, and some have long waiting lists.
The State Veterans Homes provide long-term medical services to frail, elderly vet-
erans at a cost to the VA of less than $68 per day, well below the cost of care in
a VA nursing home, which is over $560 per day.
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Although there are no national admission requirements for the State Veterans
Homes, there are State-by-State medical requirements for admission to such homes.
Generally, a State will require a medical certification confirming several significant
deficits in activities of daily living (an assessment of basic living functions) that to-
gether require 24-hour nursing care. Moreover, no per diem is paid by the VA unless
and until a VA official certifies that nursing home care is required. Veterans quali-
fying for long-term nursing care at a State Veterans Home are almost always very
ill and elderly, and many are afflicted with mental health conditions.

State Veterans Homes as a VA Resource

The Veterans’ Millennium Healthcare Act (“Mill Bill”), Pub. L. No. 106-117, en-
acted significant changes to veterans’ long-term healthcare. Significantly, the VA is
directed to provide long-term care for all veterans who have a 70 percent or greater
service-connected disability or who need nursing care for a service-connected dis-
ability. The State Veterans Homes should play a major role in meeting these re-
quirements and be treated as a resource that is integrated much more fully with
the VA’s own long-term care program.

The State Veterans Homes have proposed that our beds be counted toward the
VA’s overall long-term care census. Doing so would allow the VA to meet the Mill
Bill’s long-term care bed requirements. A nursing home bed in a State Veterans
Home is a very cost-effective alternative to a nursing home bed in a VA-operated
facility. Congress’s goal should be to provide long-term care to veterans in a manner
that expands the VA’s capacity to provide services, while paying the lowest available
per capita cost for each eligible veteran. Including State Veterans Homes nursing
beds in the mandated VA long-term care totals would allow the VA to meet its legis-
lative mandate, shift some of its long-term care services to the State Veterans
Homes, and ultimately increase the capacity of the VA to provide greater short-stay,
highly specialized, post-acute rehabilitative care.

This goal can be accomplished by the State Veterans Homes at substantially less
cost to taxpayers than other alternatives. The average daily cost of care for a vet-
eran at a long-term care facility run directly by the VA has been calculated nation-
ally to be $563.45 per day. The cost of care to the VA for the placement of a veteran
at a contract nursing home, which is not required to meet more stringent State Vet-
erans Home standards, is approximately $225.30 per day. The same daily cost to
the VA to provide quality long-term nursing care at a State Veterans Home is far
less—only $67.71 per day.

This substantially lower daily cost to the VA of the State Veterans Homes com-
pared to other available long-term care alternatives led the VA Office of Inspector
General to conclude in a 1999 report: “the SVH [State Veterans Home] program pro-
vides an economical alternative to Contract Nursing Home (CNH) placements, and
VAMC [VA Medical Center] Nursing Home Care Unit (NHCU) care” (emphasis
added). In this same report, the VA Office of Inspector General went on to say:

A growing portion of the aging and infirm veteran population requires domiciliary
and nursing home care. The SVH [State Veterans Home] option has become increas-
ingly necessary in the era of VAMC [VA Medical Center] downsizing and the in-
creasing need to discharge long-term care patients to community based facilities.
VA’s contribution to SVH per diem rates, which does not exceed 50 percent of the
cost to treat patients, is significantly less than the cost of care in VA and commu-
nity facilities.

Innovative Programs at the State Veterans Homes

Although several states have either a “great” or “significant” need, as defined by
Federal law, to build new State Veterans Homes immediately, the State of Maine,
with 640 beds already in successful operation, has built all of the long-term care
beds for veterans that we expect to build. We are limited by Federal law to the 640
long-term care beds for veterans that we currently operate. Furthermore, the State
of Maine operates our long-term care beds for veterans at over 96 percent of capac-
ity, and this is virtually full occupancy, since veterans continually are admitted to
or discharged from the homes.

If the State of Maine is to provide greater levels of services to its veterans, MVH
must expand the types of services we offer to Maine veterans. Therefore, MVH has
initiated an ambitious new program to expand the delivery of additional health-care
related services at locations clustered around its existing State Veterans Homes.

For example, at the 150-bed MVH nursing and domiciliary facility located at Ban-
gor, Maine, MVH is proposing to construct an integrated “veterans campus” con-
taining an 18,500 square foot Community Based Outreach Clinic (“CBOC”), a seven-
bed hospice facility, and an 18-unit elderly veterans housing facility. Attached to my
testimony are proposed site plans for this veterans’ campus. The CBOC (to be oper-



38

ated by the VA) will provide primary healthcare to Maine veterans and house State
offices providing veterans services. The hospice (to be operated by MVH) will pro-
vide critically needed end-of-life and palliative care services to Maine veterans. Fi-
nally, the elderly housing facility will provide short and long-term housing to Maine
veterans who may be using the other health-related services provided at the vet-
erans’ campus.

This veterans’ campus can be constructed using solely the financial resources of
MVH, and at no cost to Maine taxpayers. Later, if appropriate, the services provided
at such a veterans campus could be expanded to include assisted living and con-
gregate housing, adult daycare services, and home healthcare services for veterans.
In this manner, MVH will provide, within an integrated setting, comprehensive
healthcare services to Maine veterans covering the full continuum of care. Further-
more, this concept could be replicated at the sites of each of the other five existing
MVH facilities, in order to provide veterans throughout the State of Maine with
easy access to comprehensive healthcare in both urban and rural settings. Attached
to my testimony is a map of the State of Maine showing the locations of all six exist-
ing MVH facilities. This concept, if successful in Maine, can be replicated elsewhere
in the country.

Conclusion

Mr. Chairman and Members of the Subcommittee, thank you for your commit-
ment to quality long-term care for veterans and for your support of the State Vet-
erans Home system as a central component of that care. We believe that the State
Veterans Homes can play a much more substantial role in meeting the long-term
care needs of veterans. MVH recognizes and supports the national trend toward de-
institutionalization of healthcare and the provision of long-term healthcare in the
most independent and cost-effective setting. We have previously proposed to the VA
that we explore together creative ways to provide a complete and conveniently lo-
cated continuum of healthcare to our veterans, both rural and urban, at State Vet-
erans Home-sponsored facilities and in the community. We would be pleased to
work with the Committee and the VA to explore options for developing pilot pro-
grams for innovative long-term healthcare solutions and for more closely integrating
the State Veterans Home program into the VA’s overall healthcare system for vet-
erans.

————

Prepared Statement of R. Roy Griffith, Chairman, Liaison Committee
National Association of State Veterans Homes, and
Administrator, Oklahoma Veterans Center, Talihina, OK

Chairman Michaud, Ranking Member Miller, Members of the Subcommittee:

I want to commend you for holding today’s hearing and thank you very much for
inviting the National Association of State Veterans Homes (NASVH) to testify on
the role of State Homes in the provision of long term care to our Nation’s veterans.
I especially want to thank you for allowing me to substitute for our national Legisla-
tive Chair, Bob Shaw, who was unable to make it to today’s hearing due to the re-
cent death of his mother.

This morning I am speaking as a member of NASVH’s Executive Committee and
Chairman of our VA Liaison Committee, where I am responsible for interfacing with
the Department of Veterans Affairs. In addition, I am here as the Administrator of
the Oklahoma Veterans Center in Talihina, Oklahoma, which provides long term
care for 175 veterans, including a 48 bed wing for ambulatory Alzheimer’s patients.

Mr. Chairman, the State Home program dates back to the post-Civil War era
when several States established homes in which to provide shelter and care to oth-
erwise homeless, sick and maimed Union soldiers and sailors. In 1888 Congress first
authorized Federal grants-in-aid to the States that maintained these homes, includ-
ing a per diem allowance for each veteran of twenty-seven cents ($100 per year per
veteran). Over the years since that time, the State Home program has been ex-
panded and refined to reflect the improvements in standards of medical practice, in-
cluding the advent of nursing home, domiciliary, adult day health, and other spe-
cialized geriatric care for veterans.

For example, as I mentioned, the facility that I manage in Talihina has a 30-bed
secure unit for Alzheimer’s patients, a growing need in this veterans’ population. At
least two State Homes are providing adult day healthcare, and a number of others
are developing programs or plans for this discipline and other emerging approaches
to delivering care in less restrictive settings. In fact we are presently working with
VA and State officials in a task force established by Deputy VA Secretary Gordon
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Mansfield to examine ways to establish more veterans adult day healthcare pro-
grams through auspices of the States and their State Veterans Homes.

Mr. Chairman, with the aging of our “baby boomer” generation, America faces a
looming long term care crisis, one that many of our Nation’s veterans are already
facing. Although the veteran population is declining, their needs are still rising. VA
projects that today’s veteran population of 24.5 million will continue to decline
through 2020, but that the number of veterans over 65 years of age will rise and
ultimately peak in the year 2014, driven by the very large number of Vietnam vet-
erans. Most alarming, the number of veterans over the age of 85 is projected to in-
crease by 173 percent by 2020, creating an ever greater number of veterans seeking
long term care services.

Another important factor to consider is that we are seeing extraordinarily dis-
abled veterans coming home from Iraq and Afghanistan with levels of injury and
disability unheard of in past wars. Our incredible military medical triage and its
applied technology has saved them, and many of them are now in VA polytrauma
centers, but they present a medical and social challenge the likes of which we have
never seen before. We are grateful that the numbers of these polytraumatic” injured
are relatively small, but we must be cognizant that they will need extraordinary
care and shelter for the remainder of their lives. While VA is doing an excellent job
to address their immediate needs, neither VA nor these veterans’ families are fully
prepared today to deal with their longer term needs. I am hopeful that our partner-
ship with VA might be a basis for the State Veterans Homes to play a small but
vital role in aiding these catastrophically injured veterans by providing them a
home-like atmosphere, a caring environment and the level of clinical services they
are going to need for the remainder of their lives.

Finally, the newest generation of veterans, from the Persian gulf war until today,
exhibits different expectations than their counterparts of the past. In general they
are computer literate, well educated, want more involvement in their own care and
want to control their own destinies. As these veterans age into later life and begin
fo need long-term care services, this will make VA’s and our jobs much more chal-
enging.

Mr. Chairman, today State Homes provide the bulk of long term care for our Na-
tion’s veterans. Last year GAO reported that State Homes provide more than 50
percent of VA’s overall patient workload in nursing homes, while consuming just 12
percent of VA’s long term care budget. And the trend over recent years shows that
State Homes are increasing their share of workload while their share of VA’s budget
continues to decline. VA pays just $67.71 as a per diem payment for each veteran
residing in a State Home, which is less than one-third of the average cost of that
veteran’s care. The remaining two-thirds is made up from a mix of funding, includ-
ing State support, Medicaid, and other public and private sources.

Compare this to VA’s cost when contracting out with community nursing homes
where VA covers 100 percent of the cost of care, often upward of $200 per day, or
when VA provides the care through one of its own nursing homes, where the aver-
age cost of care is in excess of $400 per day.

In addition to this per diem support, VA also helps cover the cost of construction,
rehabilitation, and repair of State Veterans Homes on a matching basis with States.
VA will provide up to 65 percent of the cost with the State providing at least 35
percent of the project’s costs. The program was refined in 1999 under the Veterans
Millennium Healthcare and Benefits Act, which created a series of priority cat-
egories for pending construction projects. At the top of the priority list are life and
safety projects, and new home construction in States without any State Home beds.

Unfortunately, in FY 2006, the construction grant program was cut from $104.3
million down to $85 million after a decade of stable funding marked by modest Con-
sumer Price Index-type increases. In FY 2007 the administration proposed and suc-
ceeded in holding down this funding at the reduced level of $85 million, continuing
the $20 million reduction below the established 2005 baseline. The total funding re-
duction over 2 years is approximately $40 million.

As a result of these real-dollar reductions, as well as the effects of inflation and
rapidly rising construction costs, the backlog of State Home construction projects is
rapidly rising. There are currently $242 million in pending “priority 1” State Home
projects, and NASVH estimates that the total backlog of all potential qualifying
State Home projects, including new and replacement bed and new home proposals
in Texas, North Carolina, North Dakota, California, Florida and other States, could
soon surpass $1 billion.

Last month, NASVH testified before the Appropriations Subcommittee and re-
quested that funding for the State Home construction grant program be increased
to at least $160 million in FY 2008 in order to reduce the rising backlog, address
the most serious life and safety issues, and protect the State Home system for the
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future. We would be grateful for any support you and this Committee can offer in
that regard.

I believe it is important to note for the Subcommittee that, since the Civil War,
States have assumed the burden of care for veterans and today spend over $3 billion
annually to provide this care, despite the fact that veterans of our armed forces are
serving the whole nation, not just their States. Seen this way, the care rendered
to veterans by the States actually constitutes a subsidy to the Federal Government,
even though the rhetoric you may hear makes the opposite argument—that VA sub-
sidizes the States. In fact, if the States were to choose to abandon the State Home
program, the burden of care for these veterans would revert to the Federal Govern-
ment, either through the VA directly, or to Medicare and Medicaid.

Finally, Mr. Chairman, like all healthcare facilities, State Homes are not immune
from human errors and operational problems, such those recently reported in Ari-
zona and Minnesota When such problems are discovered, they must not only be ag-
gressively investigated and corrected, but the State Home has an obligation to take
additional measures to ensure that such problems do not recur. As a system, how-
ever, NASVH is quite proud of the record of State Homes in providing quality care.
One reason for this record is the extremely tough regulatory and oversight controls
placed on State Homes—by both Federal and State agencies.

Most State Veterans Homes are part of a State’s departments of veterans’ affairs,
public health, or other State agency. Some Homes operate under the governance of
a Board of trustees, a Board of Visitors, or other body made up of prominent citi-
zens, retired senior military personnel, former state and Federal public officials and
veterans. In addition, State financial and management agencies and offices will
often perform extensive audits of State Homes every two to 3 years.

Each State is responsible for ensuring veterans receive quality long term and
healthcare services and achieve high patient satisfaction, safe environmental condi-
tions, and sound financial management. The primary responsibility resides in the
State agency or office that manages State Homes, although other State agencies
may share some oversight responsibilities, such as for finances. State Homes that
are overseen by Boards also face direct scrutiny from their appointed Board Mem-
bers. As State-owned public buildings, State Homes are subject to State and local
fire marshal and life-safety inspections on a routine basis to examine for fire haz-
ards and life-safety issues.

In addition, the Department of Veterans Affairs holds State Homes to the same
high standards as are applied to nursing homes that VA owns and operates. State
Homes are inspected annually by teams of VA examiners, including physicians,
nurses, social workers, dieticians, activity specialists and mechanical and structural
engineers. These visits typically consume a week, with more time involved for re-
solving any issues VA’s examiners identify. VA’s Inspector General also audits and
inspects State Homes whenever and wherever it is determined necessary.

In addition, States Homes authorized to receive Medicaid and Medicare reim-
bursement are subject to unannounced inspections by the Centers for Medicare and
Medicaid Services (CMS), usually consuming three or more workdays, and staffed
by a variety of long term care experts. State Homes are also subject to announced
and unannounced inspections by HHS’s Inspector General. Furthermore, the De-
partment of Justice’s Civil Rights Division is fully authorized to conduct investiga-
tions and takes necessary legal action to correct any complaints of neglect or abuse
found to exist at State-run nursing homes. Finally, in some State Homes national
veterans service organizations (VSOs), such as The American Legion, will regularly
inspect State Homes, looking at both operational and management issues.

Mr. Chairman, State Veterans Home provide safe, high-quality and affordable
care to our Nation’s veterans. This successful Federal-State partnership is an indis-
pensable component of our nation’s long term care resources, and we are grateful
for your continued support. Millions of American veterans are going to need long-
term care in the years ahead and the State Veterans Home system must continue
to be an important component of the solution.

Mr. Chairman, this concludes my testimony. I would be pleased to answer any
questions you may have.

————

Prepared Statement of Shannon L. Middleton, Deputy Director, Veterans
Affairs and Rehabilitation Commission, American Legion

Mr. Chairman and Members of the Subcommittee:
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Thank you for this opportunity to submit The American Legion’s views on VA’s
strategic direction and plans to address the aging veteran population and the needs
of the recently separated veterans.

AGING VETERAN POPULATION

A July 1984 study, Caring for the Older Veteran, predicted that a “wave” of elder-
ly World War II and Korean Conflict veterans would occur some 20 years ahead of
the elderly in the general U.S. population and had the potential to overwhelm the
VA Long Term Care (LTC) system if not properly planned for. The most recent
available data from VA, 2000 Census-based VETPOP 2001 Adjusted, show there
were 25.6 million veterans in 2002 and 9.76 million, or 37 percent, are aged 65 or
older. According to the 2003 National Survey of Veteran Enrollees’ Health and Reli-
ance on VA, 14 percent of the veteran population was under the age of 45, 39 per-
cent were between the ages of 45 and 64, and 47 percent of veterans were 65 years
or older. Compared to the 2001 Survey, in which age distribution was 21, 41 and
39 percent respectively, it is clear that the “demographic imperative” predicted in
1984 is now upon us.

The study cited an “imminent need to provide a coherent and comprehensive ap-
proach to long-term care for veterans.” Twenty-three years hence, the coherent and
comprehensive approach called for has yet to materialize. The American Legion sup-
ports a requirement to mandate that VA publish a comprehensive Long Term Care
Strategic Plan.

The Veterans Millennium Healthcare and Benefits Act 1999 provided VA the au-
thority to act on these projections. Based on an “aging in place” continuum of care
model, VA was mandated to begin providing a variety of non-institutional services
to aging veterans, including; home-based primary care, contract home healthcare,
adult day healthcare, homemaker and home health aides, respite care, telehealth
and geriatric evaluation and management.

On March 29, 2002, the government Accountability Office issued a report that
stated that nearly 2 years after the Millennium Acts passage, VA had not imple-
mented its response to the requirements that all eligible veterans be offered adult
day healthcare, respite care and geriatric evaluation. At the time of GAQ’s inquiry,
access to these services was “far from universal.” While VA served about one-third
of its 3rd Quarter 2001 LTC workload (23,205 out of an Average Daily Census of
68,238) in non-institutional settings, VA only spent 8 percent of its LTC budget on
these services. Additionally, VA had not even issued final regulations for non-insti-
tutional care, but was implementing the services by issuing internal policy direc-
tives, according to GAO. Of 140 VAMCs, only 100 or 71 percent were offering adult
day healthcare in non-institutional settings.

By May 22, 2003, over 1 year later, GAO testified before this Subcommittee that
things had not improved and that veterans’ access to non-institutional LTC was still
limited by service gaps and facility restrictions. GAO’s assessment showed that for
four of the six services, the majority of facilities either did not offer the service or
did not provide access to all veterans living in the geographic service area. GAO
summarized the problem nicely when it testified that “[flaced with competing prior-
ities and little guidance from headquarters, field officials have chosen to use avail-
able resources to address other priorities.”

In the area of nursing home care, VA is equally recalcitrant in implementing the
mandates of the Millennium Act. The Act required VA to maintain its in-house
Nursing Home Care Unit (NHCU) bed capacity at the 1998 level of 13,391. In 1999
there were 12,653 VA NHCU beds, 11,812 in 2000, 11,672 in 2001, 11,969 in 2002
and 12,339 beds in 2003. VHA estimates it had 11,000 beds in 2004 and projected
only 8,500 beds for fiscal year 2005. The American Legion believes that VA should
be required to restore its nursing home care unit capacity as intended by Congress
to the 1998 level. Additionally, VA should be prohibited from counting any but their
own nursing home care unit beds for the purpose of compliance with the provisions
of the Millennium Act.

VA claims that it cannot maintain both the mandated bed capacity and implement
all the requirements of the Millennium Act. Providing adequate inpatient LTC ca-
pacity is good policy and good medicine. The American Legion opposes attempts to
repeal 38 U.S.C. »+ 1710B(b).The American Legion believes VA should provide the
quality of care mandated by Congress for the long term care of America’s veterans.
Congress should provide adequate funding to VA to implement its mandates.

State Extended Care Facility Construction Grants Program

Since 1984, nearly all planning for VA inpatient nursing home care has revolved
around State Veterans’ Homes (SVHs) and contracts with public and private nurs-
ing homes. The reason for this is obvious; for fiscal year 2004 VA paid a per diem
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of $59.48 for each veteran it places in SVHs, compared to the $354.00 VA said it
cost in FY 2002 to maintain a veteran for 1 day in its own NHCUs.

Currently, VA is authorized to make payments to states for construction and
maintenance of SVHs. Today, there are 109 SVHs in 47 states with over 23,000 beds
providing nursing home, hospital, and domiciliary care. Grants for construction of
state extended care facilities provide funding for 65 percent of the total cost of build-
ing new veterans’ homes. Recognizing the growing long-term healthcare needs of
older veterans, it is essential that the State Veterans’ Home Program be maintained
as a viable and important alternative healthcare provider to the VA system. State
authorizing legislation has been enacted and state funds have been committed. The
West Los Angeles State Veterans’ Home, alone, is a $125 million project. Delaying
this and other projects will result in cost overruns from increasing building mate-
rials costs and may lead states to cancel these much-needed facilities.

The American Legion supports increasing the amount of authorized per diem pay-
ments to 50 percent for nursing home and domiciliary care provided to veterans in
State Veterans’ Homes. The American Legion also supports providing prescription
drugs and over-the-counter medications to State Homes Aid and Attendance pa-
tients, along with the payment of authorized per diem to State Veterans’ Homes.
Additionally, VA should allow for full reimbursement of nursing home care to 70
percent service-connected veterans or higher, if the veteran resides in a State Vet-
erans’ Home.

COMMISSION ON THE FUTURE FOR AMERICAN’S VETERANS

In testimony delivered in 2006 addressing VA Long Term Care, GAO identified
a major challenge in VA’s ability to plan for nursing home care as estimating which
veterans will seek care from VA and what their nursing home needs will be. The
unpredictability of the long term care needs of those suffering from polytrauma,
blast injuries and lasting mental health conditions as a result of participation in the
ongoing Global War on Terror will no doubt make planning even more challenging.

The Commission on the Future for America’s Veterans was established in Sep-
tember 2006. The Commission’s purpose is to ascertain the needs of veterans 20
years in the future. The Commissioners are experts on veterans’ issues and include
Past National Commanders of the largest veterans service organizations, those who
have treated combat veterans, as well as a former VA administrator and a former
Congressman. The Commission was created by the Veterans Coalition, which in-
cludes The American Legion, Veterans of Foreign Wars (VFW), Disabled American
Veterans (DAV), Paralyzed Veterans of America (PVA), AMVETS, Vietnam Veterans
of America, Blinded American Veterans, Jewish War Veterans, and Military Order
of the Purple Heart

The Commission has been conducting townhall meetings around the country to
allow veterans, family members and caregivers an opportunity to express their
views on the future needs of servicemembers, especially those who have been in-
jured in the current Global War on Terror. At the conclusion of this fact finding ini-
tiative, the Commission will create a report that will include recommendations for
addressing the needs identified. The Commission plans to deliver recommendations
to the President, Congress, and the American public by Memorial Day 2008.

The American Legion supports this timely and proactive endeavor and hopes VA
and Congress utilize the findings to prepare for the long-term needs of the newest
era of war veterans.

MANDATORY FUNDING FOR VETERANS HEALTH CARE

A new generation of young Americans is once again deployed around the world,
answering the nation’s call to arms. Like so many brave men and women who hon-
orably served before them, these new veterans are fighting for the freedom, liberty
and security of us all. Also, like those who fought before them, today’s veterans de-
serve the due respect of a grateful nation when they return home.

Unfortunately, without urgent changes in healthcare funding, new veterans will
soon discover their battles are not over. They will be forced to fight for the life of
a healthcare system that was designed specifically for their unique needs. The
American Legion believes that the solution to the Veterans Health Administration
(VHA) recurring fiscal difficulties will only be achieved when VA funding becomes
mandatory. Funding for VA healthcare currently falls under discretionary spending
within the Federal budget. VA’s healthcare budget competes with other agencies
and programs for Federal dollars each year. VA’s ability to treat veterans with serv-
ice-connected injuries is dependent upon discretionary funding approval from Con-
gress each year.
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Under mandatory funding, VA healthcare would be funded by law for all enrollees
who meet the eligibility requirements, guaranteeing yearly appropriations for the
earned healthcare benefits of enrolled veterans.

The Veterans Health Administration is now struggling to meet its requirement to
provide timely access to healthcare with funding methods that were developed in
the 19th century. The American Legion believes that healthcare rationing for vet-
erans must end. It is time to guarantee healthcare funding for all veterans.

Mr. Chairman, that concludes my testimony.

——

Prepared Statement of Adrian M. Atizado, Assistant National Legislative
Director, Disabled American Veterans

Mr. Chairman and Members of the Subcommittee:

On behalf of the more than 1.3 million members of the Disabled American Vet-
erans (DAV) and its Auxiliary, I wish to express my appreciation for this oppor-
tunity to present the Subcommittee our views on the present and future state of
long-term care programs in the Department of Veterans Affairs (VA). Mr. Chair-
man, as you know, DAV is an organization devoted to advancing the interests of
service-connected disabled veterans, their dependents, and survivors. For the past
eight decades, the DAV has devoted itself to a single purpose: building better lives
for our Nation’s disabled veterans and their families.

The DAV is cognizant of VA’s need to plan strategically how best to use its re-
sources to provide equitable access for veterans needing acute care services, while
also providing a growing elderly veteran population with institutional and non-insti-
tutional long-term care services. However, the present state of VA’s long-term care
program is now lagging behind its rich history as an early leader in caring for aging
veterans, and is in danger of falling behind non-VA healthcare systems. We are con-
cerned that the last published strategic plan for long-term care was prepared over
7 years ago. That strategic plan was intended to implement a number of rec-
ommendations from a 1998 report of VA’s Federal Advisory Committee On the Fu-
ture of VA Long-Term Care, entitled VA Long-Term Care At the Crossroads. This
Crossroads report took a critical look at VA’s long-term care program and high-
lighted the growing gulf between VA and non-VA long-term care systems. To ad-
dress this disparity the report recommended swift and definitive action for VA to
“ .. retain its core of VA-operated long-term care services while improving access and
efficiency of operations. Most new demand for care should be met through non-insti-
tutional services, contracting, and where available, State Veterans Homes.” In 1999
a number of the Crossroads recommendations to expand and enhance VA’s long-
term care programs were incorporated in Public Law 106-117, the Veterans Millen-
nium Healthcare and Benefits Act, but much of the promise of the Millennium Act
remains unfulfilled.

The number of service-connected disabled veterans rated 70 percent or higher for
whom VA is required to provide extended care services has been increasing every
year and experienced the highest growth from fiscal year 1999 through 2005. Ac-
cordingly, the delegates to the 2006 DAV National Convention, held in Chicago, Illi-
nois, once again approved a resolution calling for the expansion of a comprehensive
program of long-term care services for service-connected disabled veterans, regard-
less of their percentages of disability ratings.

Many elderly and infirm veterans, particularly those with service-connected dis-
abilities, use the VA for their healthcare needs in post-acute and long-term care set-
tings. Today, nearly 45 percent of the over 24 million veterans and nearly 50 per-
cent of the almost 8 million veterans enrolled in VA healthcare are over the age
of 65. The number of veterans over age 85 is expected to reach 1.3 million by 2011.
In addition, the majority of VA enrollees plan to use VA as their primary source
of healthcare. Given these projections, the wave of aging veterans will become a
geriatric imperative with which VA will likely see a steadily rising and significant
demand for long-term care services in the near future.

We are appreciative that in section 206 of P.L.. 109-461 Congress required VA to
develop a new strategic long-term care plan; however, we are concerned about the
limited time the Act afforded VA in preparing such a critical plan. Furthermore, a
March 20, 2006, report by the VA Office of Inspector General indicated VA is devel-
oping a Capital Asset Realignment for Enhanced Services (CARES) based strategic
plan to address nursing home infrastructure inequities and realignments; however,
the DAV is concerned that VA has not sought involvement, input or advice from vet-
erans service organizations with any of these initiatives, unlike the 1999 VA stra-
tegic plan for long-term care in which this community was directly involved.
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VA’s long-term care program received significant modification with the passage of
Public Law 106-117, which brought some degree of parity between long-term care,
which was considered discretionary care, and acute care, which was considered
“mandatory;” however, some tension remains. Furthermore, this tension has trans-
lated down and between institutional and non-institutional extended care, where VA
is required to provide non-institutional services to all enrolled veterans in need of
such care but only requires VA to provide institutional services to a subset of en-
rolled veterans. Coupling this with the push for VA to drive down the cost of care
while increasing the number of veterans served puts long-term care at a disadvan-
tage, and all the more for institutional extended care. The DAV believes that long-
term care is a fundamental part of the continuum of VA medical care. We therefore
urge Congress and VA to address this aspect of the current state of VA long-term
care as you consider the future of this essential program.

Non-Institutional Long-Term Care

As referenced above, VA’s enhanced authority to use and make available non-in-
stitutional services, including respite care, assisted living and residential care such
as adult day healthcare, skilled home nursing, home-based care models, home-
maker/home health aide services, was added to VA’s medical benefits package by
the Millennium Act. However, nearly four years post-enactment, the government Ac-
countability Office (GAO) testified and reported these enhanced VA services re-
mained highly variable from facility to facility, and from Veterans Integrated Serv-
ices Network (VISN) to VISN. The information noted existing variations in avail-
ability of non-institutional services across VA due to, among other reasons, the lack
of existence of particular programs at a given VA facility and whether the veteran
resides within a facility’s geographic service area.

More recently VA has reported large year-to-year increases in non-institutional
long-term care activity, but VA’s data conventions for reporting this workload, which
assists VA’s ability to manage this program’s patient population, are problematic for
the purposes of oversight and may misstate that activity.

While we applaud VA leadership in reinforcing the elimination of local restrictions
limiting eligible veterans’ access to non-institutional care, we continue to receive re-
ports that service-connected disabled veterans are not receiving the care they need
for their service-connected conditions because they do not reside in a VA facility’s
geographic service area. Moreover, we are concerned by the lack of systematic over-
sight to capitalize and advance the progress made in addressing this issue.

Hospice and Palliative Care

To address the number of veteran deaths that has been increasing by about 8 per-
cent annually to a current average of 1,800 per day, VA has emphasized providing
hospice and palliative care to honor personal preferences for care at the end of life.
While hospice and palliative care are covered benefits available to all enrolled vet-
erans in all settings, VA must offer to provide or purchase hospice and palliative
care that VA determines an enrolled veteran needs.

Unfortunately, VA is the only public healthcare system that charges co-payments
to hospice patients. Veterans who utilize this benefit may be subject to inpatient
and outpatient co-payments if hospice is not provided in a VA nursing home bed.

The DAV recommends the fulfillment of Congress’s original intent in Public Law
108-422 that VA provide equitable and compassionate end of life services to vet-
erans by exempting them from the requirement to pay co-payments when they re-
ceive VA hospice care in any setting. We also urge greater Subcommittee oversight
on VA’s end of life programs as many VA facilities have been aggressive in estab-
lishing end of life programs while others have lagged behind.

Institutional Long-Term Care

VA Nursing Home Care Units

A common description of nursing home care is that it is the most restrictive and
the least flexible mode of providing extended care services. Further, much like hos-
pice care in its infancy, nursing home care is seen as an antithesis to medical care—
a form of care in which patients will never recover or stabilize to the point where
they can take care of themselves, or with a support system would be able go return
home. While seemingly accurate, these observations do not fairly or entirely rep-
resent the value of institutional care, particularly for the veteran patient that suf-
fers from serious chronic mental illness, spinal cord injury, behavioral problems, or
is ventilator dependent and thus poses a significant problem for community place-
ment.
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On average, elderly enrolled veterans have a higher divorce rate, a higher rate
of marital separation, lower incomes, savings and other personal assets than age-
matched non-veteran populations. They are more likely to live alone, be estranged
from families, less likely to engage in social and community activities, more likely
to exhibit unhealthy lifestyles with respect to exercise, alcohol, tobacco, and nutri-
tion, and exhibit more tendencies to chronic mental illnesses. Caring for an aging
veteran population with some of these characteristics in the least restrictive setting
may well be in VA nursing home care units, rather than in community settings.

Furthermore, the DAV believes that in addition to serving a specific patient popu-
lation providing invaluable service such as indefinite self-care support, rehabilita-
tive, and recuperative care, nursing home care is an integral component to VA’s ex-
tended care benefits package as a part of that continuum. Moreover, VA’s “Culture
Transformation” initiative for nursing home care is centered on such core concepts
as personal autonomy, privacy, dignity, flexibility, and individualized services. The
culture change movement, which is well underway, is changing the old philosophy
of patient centered care, which operates in a medical model of technical service de-
lilx(fiery and intervention, and toward the new thinking of patient centered living in
old age.

State Veterans Homes

The DAYV is concerned about the obvious shift in VA’s long-term care workload
away from meeting its statutory mandate to maintain VA nursing home capacity.
This policy is unconscionable considering VA’s own projected demand that the an-
ticipated capacity in all three institutional settings (VA nursing home care units,
community nursing homes, and State Veterans Homes) will not be sufficient to meet
the total demand of enrolled veterans for institutional nursing services.

While it is laudable that VA seeks to provide care to veterans who need VA the
most by shifting more of its institutional care workload into State Veterans Homes,
we applaud Congress for taking the first step to provide equitable relief for service-
connected disabled veterans in State Veterans Homes through passage of section
211 of P.L. 109-461. This provision authorizes direct VA placement of service-con-
nected veterans in State Veterans Homes, with VA reimbursement to the homes for
the full cost of that care. We understand VA is moving forward rapidly to implement
that provision with statutory regulations, and we commend VA for that action.

The Crossroads report included important recommendations dealing with State
Veterans Homes, but one that VA has not implemented nor recommended that Con-
gress authorize. The Crossroads report enthusiastically endorsed VA facilities’ mak-
ing significantly greater use of State veterans facilities to meet enrolled veterans’
institutional care needs, rather than building additional VA in-house capacity for
that purpose. Unfortunately, VA has done neither. It is true that State capacity has
increased to about 21,000 average daily census (ADC) compared to the 1997 level
of 14,039 ADC, but proportionately the workload remains at about 52 percent of
VA’s total nursing home capability. There are ample reasons for this stagnation, re-
lated to individual State financial conditions; lack of a formal relationship providing
incentives for VA facilities to refer veterans directly to State care; lack of resources
to address the growing State home construction backlog (now nearing $500 million);
and, VA legal interpretations that block better relations between State and VA fa-
cilities. VA has long articulated a “partnership” with the States in long-term care,
but DAV recommends some of these obstacles be surmounted or legislatively re-
moved in order for a true long-term care partnership to be established between VA
and the States.

Community Nursing Home Care

Mr. Chairman, in July 2001, GAO reported to Congress the results of its review
of VA inspections of community nursing homes caring for VA-referred patients. As
a general rule, VA requires its facilities to inspect State Veterans Homes and con-
tract community nursing homes on an annual basis, and to make staff visits to com-
munity nursing homes on a monthly basis. While GAO was satisfied that State
home oversight was sufficient at that time, GAO recommended additional oversight
by VA Central Office over inspection activities of community nursing homes. DAV
recommends the Committee ask GAO to repeat its review of the inspection and
monitoring of State Veterans Homes and community nursing homes caring for vet-
erans under VA auspices.

Operation Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF) Veterans
Mr. Chairman, when we think of long-term care, we assume that these programs
are reserved for the oldest veterans, near the end of life. Today, however, we con-
front a new population of veterans in need of specialized forms of long-term care—
a population that will need comfort and care for decades. These are the veterans
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suffering from polytraumatic injuries and traumatic brain injuries as a consequence
of combat in Iraq and Afghanistan. In discussion with VA officials, including facility
executives and clinicians now caring for some of these injured veterans, it has be-
come apparent to DAV and others in our community that VA still needs to adapt
its existing long-term care programs to better meet the individualized needs of a
truly special and unique population, VA’s existing programs will not be satisfactory
or sufficient in the long run. In that regard, VA needs to plan to establish age-ap-
propriate residential facilities, and additional programs to support these facilities,
to meet the needs of this new population. While the numbers of veterans sustaining
these catastrophic injuries are small, their needs are extraordinary. While today
they are under the close supervision of the Department of Defense and its health
agencies, their family members, and VA, as years go by, VA will become a more cru-
cial part of their care and social support system, and in many cases may need to
provide for their permanent living arrangements in an age-appropriate therapeutic
environment.

Unresolved Policy Issues

Nearly a decade after issuance of the Crossroads report and enactment of the Mil-
lennium Act, and despite encouragement from this Subcommittee and others, VA re-
mains without a clearly articulated policy on long-term care. We commend VA for
adding new long-term care programs over those years, especially those dealing with
home—and community-based approaches, but we were concerned in 2005 when the
VA proposed that Congress further restrict long-term care eligibility and to probably
deny access to VA long-term care to major segments of the veteran population, at
a moment when the elderly veteran population was peaking. We thank this Sub-
committee for its support of a continuation of current eligibility for these services.

As VA has ramped up community-based, non-bed programs such as home-based
primary care, it has not changed its reporting conventions such that it still equates
a day of care in a community-based or home-based program to that of a day of care
in a nursing home or other institutional setting. This type of data collection and re-
porting may produce a distortion of activity or workload when in fact none may be
present.

While VA has become highly efficient at converting its nonservice-connected com-
munity nursing home placements to Medicaid status, it has established no formal
tie to the Centers for Medicare and Medicaid Services (CMS) or with the States to
oversee that unwritten policy. Also with regard to institutional and home hospice,
despite offering to purchase hospice VA refers thousands of veterans from its own
program to those of Medicare without acknowledging it is doing so, while charging
co-payments to dying veterans in its own hospice programs.

In the State Veterans Home program, VA claims to be participating in a “partner-
ship” but only provides a per diem payment to the States as they deal with their
veterans’ long-term care burdens. Some VA facilities even deny access to enrollment
and to specialized VA care for residents of State Veterans Homes on the basis that
the homes are responsible for comprehensive care, not VA.

All these informal policies are working their will, but we question whether they
are working to the betterment of the care of elderly veterans or simply are mani-
festations of ways to shift VA costs for long-term care to other willing payers. DAV
does not expect VA to provide long-term care to every American veteran, but to the
degree VA holds itself out as a provider of these services, DAV believes the policies
under which it operates ought to be transparent and well understood. Neither case
is true today.

Closing

Mr. Chairman, the future of VA long-term care planning remains uncertain. The
lack of a strategic plan that involves stakeholder input is discouraging to DAV and
others in this community. Also, as this Subcommittee conducts needed hearings on
VA long-term care services, we urge the Subcommittee to provide stronger oversight
of VA’s unwritten long-term care policies to be sure they are equitable for veterans
who need such care.

Although DAV advocates for a more comprehensive geriatric and extended care
benefits package for service-connected disabled veterans regardless of their percent-
ages of disability ratings, it is clear that VA’s current policy reflects a struggle be-
tween what is expected and what it can deliver based on available resources. As the
late Dr. Paul Haber said of VA in 1975 on the occasion of the establishment of the
VA Office of Extended Care, “As the number of aging veterans increases over the next
decades, the Department will need to expend more resources for their care. Expand-
ing services for old, chronically ill patients will cause disquietude among some in the
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Department.” Although he was referring to the “Department of Medicine and Sur-
gery,” now known as the Veterans Health Administration (VHA), Dr. Haber’s words
still ring true today. The VHA is forced to choose between emphasizing institutional
or non-institutional modes of long-term care, both of which are not available to the
same population of enrolled veterans. These needs must compete internally with the
funding of VA acute care and primary care services. Moreover, VA is operating with
limited overall healthcare resources, making allocation decisions ever more difficult,
and further hampered by the absence of clear direction due to inequities in existing
authority in the eligibility criteria for institutional and non-institutional VA long-
term care.

A continuum of care is essential to effectively meet the healthcare needs of our
aging veteran population who live with complex medical, social, behavioral, and
functional impairments, as well as to fully meet the needs of the newest generation
of veterans injured by war. To ensure that veterans receive the benefits of these pro-
grams in a coordinated, integrated manner, a full array of non-institutional ex-
tended care services complemented with institutional geriatric care services must be
available throughout each VISN, and accessible to all enrolled veterans.

Mr. Chairman, 25 years ago VA published a report entitled Care for the Aging
Veteran. This was a landmark study and set the stage for many of the programs
VA uses today to care for elderly veterans. One of the premises of that era was that
VA would take the lead in the “graying of America,” by establishing models of care
in geriatrics and gerontology that would be emulated and replicated in other public
and private systems of care. While we applaud the obvious progress VA has made,
we observe most of the promise that was in the “Aging Report” has not materialized
in long-term care policy in the United States. While we hope other Congressional
Committees will eventually address the larger picture of an aging America and how
to meet those needs, we urge this Subcommittee to establish clear guidelines for
prioritizing among VA’s existing and emerging programs and the eligibility of vet-
erans to receive care in such programs. We hope the Subcommittee and your col-
leagues on the Appropriations Committees of both Chambers will ensure VA has the
resources to meet the expectation to provide sick and disabled veterans the levels
of care they need, including the needs of the programs we have addressed today in
this testimony. Equally important, we urge Congress to continue to hold VA ac-
countable in providing a full complement of high quality, cost effective geriatric and
extended care services to aging veterans.

Mr. Chairman, we thank you for holding this important hearing to discuss the
state of the VA’s long-term care programs. While I have tried to bring forward rel-
evant issues in long-term care that are important to DAV, the complexity, mag-
nitude and impact of this program compel additional hearings. We urge the Sub-
committee to consider holding those hearings in order for Congress to gain a fuller
understanding on what needs to be done, for veterans and for all of our citizens as
we a%e. As of today, much still remains despite the obvious progress we have ob-
served.

This concludes my statement, and I will be happy to address any questions the
Subcommittee may have.

———

Prepared Statement of Fred Cowell, Senior Associate Director, Health
Analysis, Paralyzed Veterans of America

Mr. Chairman and Members of the Committee, the Paralyzed Veterans of Amer-
ica (PVA) is pleased to present its views concerning access to, and the availability
of, quality long-term care services for our Nation’s veterans. PVA’s testimony is fo-
cused in three areas. First, we would like to draw your attention to the long-term
care needs of America’s returning heroes from Operation Iraqi Freedom (OIF) and
Operation Enduring Freedom (OEF). Thousands of these brave young men and
women are facing lifelong challenges because of the severity of their wounds and
will depend on VA non-institutional and VA institutional long-term care programs
for much, if not all, of their lives. Second, our testimony will address the unique
long-term care needs of veterans with spinal cord injury or disease (SCI/D) and the
looming gap in providing specialized care for these men and women. Finally, we will
address broad long-term care issues affecting all aging veterans and how a VA long-
term care strategic plan can make a difference in their care.

Currently, VA provides an array of non-institutional (home and community-based)
long-term care programs designed to support veterans in their own communities
while living in their own homes. Additionally, VA provides institutional (nursing
home) care in three venues to eligible veterans and others as resources permit. VA



48

provides nursing home care in VA operated nursing homes, under contract with pri-
vate community providers, and in State Veterans Homes.

Mr. Chairman, PVA is a long time supporter of non-institutional long-term care
programs because they have, in many cases, enabled aging veterans, our members,
and other veterans with catastrophic disabilities to live independent and productive
lives in the least restrictive setting. PVA has always believed that nursing home
care must always be a choice of last resort and that no veteran should be forced
into a nursing home just because of his/her spinal cord injury, spinal cord disease
or other catastrophic disability.

However, many aging veterans and veterans with catastrophic disabilities live on
a slippery slope even with the support of non-institutional long-term care. Slight
changes in function associated with aging, a serious episode related to a secondary
condition, or the loss of a care giver can plunge even a young veteran with a cata-
strophic disability down that slippery slope from independent living at home into
institutional nursing home care. Therefore, it is imperative that VA continue to pro-
vide quality nursing home care not only for aging veterans but for those younger
catastrophically injured veterans who cannot benefit from non-institutional long-
term care services.

Young OIF/OEF Veterans

Mr. Chairman, PVA believes that age-appropriate VA non-institutional and insti-
tutional long-term care programming for young OIF/OEF veterans must be a pri-
ority for VA and your Subcommittee. New VA non-institutional and institutional
long-term care programs must come online and existing programs must be re-engi-
neered to meet the various needs of a younger veteran population.

VA’s non-institutional long-term care programs will be required to assist younger
injured veterans with catastrophic disabilities who need a wide range of support
services such as: personal attendant services, programs to train attendants, peer
support programs, assistive technology, hospital-based home care teams that are
trained to treat and monitor specific disabilities, and transportation services. These
younger veterans need expedited access to VA benefits such as VA’s Home Improve-
ment/Structural Alteration (HISA) grant, and VA’s adaptive housing and auto pro-
grams so they can leave institutional settings and go home as soon as possible. PVA
also believes that VA’s long-term care programs must be linked to VA’s new
polytrauma centers so that younger veterans can receive injury specific annual med-
ical evaluations and continued access to specialized rehabilitation, if required, fol-
lowing initial discharge.

VA’s institutional nursing home care programs must change direction as well.
Nursing home services created to meet the needs of aging veterans will not serve
young veterans well. As pointed out in The Independent Budget, VA’s Geriatric and
Extended Care staff must make every effort to create an environment for young vet-
erans that recognizes they have different needs. Younger catastrophically injured
veterans must be surrounded by forward-thinking administrators and staff that can
adapt to youthful needs and interests. The entire nursing home culture must be
changed for these individuals, not just modified. For example, therapy programs, liv-
ing units, meals, recreation programs, and policy must be changed to accommodate
young veterans entering the VA long-term care system.

Veteran with Spinal Cord Injury or Disease (SCI/D)

PVA is concerned that many veterans with spinal cord injury and disease are not
receiving the specialized long-term care they require. VA has reported that over 900
veterans with SCI/D are receiving long-term care outside of VA’s four SCI/D des-
ignated long-term care facilities. However, VA cannot report where these veterans
are located or if their need for specialized medical care is being coordinated with
area VA SCI/D centers.

Today’s VA SCI/D long-term care capacity cannot meet current or future demand
for these specialized services. Waiting lists exist at the four designated SCI/D facili-
ties. Currently, VA only operates 125 staffed long-term care (nursing home) beds for
veterans with SCI/D. These facilities are located at: Brockton, Massachusetts (30
beds); Castle Point, New York (15 beds); Hampton, Virginia (50 beds); and 30 beds
at the Hines Residential Care Facility in Chicago, Illinois. Geographic accessibility
is a major problem because none of these facilities are located west of the Mis-
sissippi River. New designated VA SCI/D long-term care facilities must be strategi-
cally located to achieve a national geographic balance to long-term care to meet the
needs of veterans with SCI/D that do not live on the East coast of the United States.

VA’s own Capital Asset Realignment for Enhanced Services (CARES) data for
SCI/D long-term care reveals a looming gap in long-term care beds to meet future
demand. VA data projects an SCI/D long-term care bed gap of 705 beds in 2012 and
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a larger bed gap of 1,358 for the year 2022. VA’s proposed CARES SCI/D long-term
care projects would add needed capacity (100 beds) but are very slow to come online.
CARES proposes adding 30 SCI/D LTC beds at Tampa, Florida; 20 beds at Cleve-
land, Ohio; 20 beds at Memphis, Tennessee; and 30 beds at Long Beach, California.
The CARES Tampa project is currently under construction but is not scheduled to
open for another 2 years and the Cleveland project is currently in the design phase
but remains years from completion. The Memphis and Long Beach projects have not
even entered the planning stage at this time.

Methods for closing the VA SCI/D long-term care bed gap and resolving the geo-
graphic access service issue are part of the same problem for PVA. VA’s Construc-
tion Budget for 2008 includes plans for new 120 bed VA nursing homes to be located
in Las Vegas, Nevada and at the new medical center campus in Denver, Colorado.
Also, VA has announced construction planning of a new 140 bed nursing home care
unit in Des Moines, Iowa.

Mr. Chairman, PVA needs your support to ensure VA construction planning dedi-
cates a percentage of beds at each new VA nursing home facility for veterans with
SCI/D. PVA requests that Congress mandate that VA provide for a 15 percent bed
set-aside in each new VA nursing home construction project to serve veterans with
SCI/D and other catastrophic disabilities. These facilities will require some special
architectural design improvements and trained staff to meet veteran need. However,
much of the design work has already been accomplished by PVA and VA’s Facility
Management team. This Congressional action will help reduce the SCI/D bed-gap
and help meet the current and future demand for long-term care. While a 15 per-
cent bed allocation in new VA nursing home construction plus the proposed CARES
LTC projects do not solve the looming bed gap problem in the short run it is a good
first step and these additions will improve VA’s SCI/D long-term care capacity in
the western portion of the country.

Public Law 109-461 required VA to develop and publish a strategic plan for long-
term care. PVA congratulates Congress on understanding the importance of this
issue to ensure that America’s catastrophically disabled and aging veteran popu-
lation is well cared for. During the organization of VA’s strategic long-term care
plan PVA, calls on VA and Congress to pay careful attention to the institutional and
non-institutional long-term care needs of veterans with SCI/D and other cata-
strophic disabilities. We request that PVA and other veteran service organizations
have an opportunity to provide input and assist VA as it moves forward in the de-
velopment of this important document.

Mr. Chairman, in the past and even today many veterans with spinal cord injury
or disease and other catastrophic disabilities have been shunned from admittance
to both VA and community nursing homes because of their high acuity needs. PVA
believes that catastrophic disability must never be grounds to refuse admittance to
VA or contract VA long-term care services. PL. 109—461 requires VA to include data
on, “the provision of care for catastrophically disabled veterans; and the geographic
distribution of catastrophically disabled veterans.” This information is critical if
VA’s strategic plan is to adequately address the needs of this population.

VA’s Nursing Home Capacity Mandate

Congress has mandated that VA maintain its nursing home average daily census
(ADC) at the 1998 level of 13,391 but VA has not done so (Chart 1.). Instead, VA
has been steadily shifting its institutional long-term care workload to State Vet-
erans Homes and to contract community (private sector) providers (Chart 2.). Ac-
cording to the government Accountability Office (GAO) (GAO Report # 06-333T),
VA’s overall nursing home workload for 2005 is split as follows: 52 percent State
Veterans’ Homes, 35 percent VA nursing homes, and 13 percent Contract Commu-
nity nursing homes.

Chart 1. ADC for VA’s Nursing Home Care Program

Year Average Daily Census
1998 13,391
2004 12,354
2005 11,548
2006 11,434
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Chart 1. ADC for VA’s Nursing Home Care
Program—Continued

Year Average Daily Census

Decrease 1998-2006 1,957

Chart 2. ADC Increases in VA’s Contract Community Nursing Home
Program and in the State Veterans Homes Program

Contract Community Providers
Year ADC Year ADC
2004 4,302 2004 17,328
2005 4,254 2005 17,794
2006 4,395 2006 17,747
Increase 2004—2006 93 Increase 2004-2006 419

Despite clear VA data that highlights the aging of the veteran population and an
associated increasing demand for services, the ADC for VA nursing home care con-
tinues to trend downward. This is especially concerning because of the nation’s large
elderly population. According to VA data, (VA Strategic Plan FY 2006-2011) vet-
erans 85 and older represent 4.5 percent of the total veteran population and VA
projects that by 2011, the number of veterans age 85 and older will grow to more
than 1.3 million. Veterans 65 to 84 years old represent 33.9 of the total veteran pop-
ulation; and veterans 45 to 64 years old represent 41.4 percent of the total veteran
population. VA goes on to say that the median age of all living veterans today is
60 years old.

Mr. Chairman, PVA calls upon Congress to enforce and maintain the nursing
home capacity mandate as outlined in the Millennium Benefits and Healthcare Act.
This capacity mandate sets a minimum floor of VA nursing home care at a critical
time in our Nation’s history. This is a critical point in time because members of
America’s “greatest generation” our World War II veterans, desperately require
quality nursing home care and because of the demand being created today as Amer-
ica’s newest and most severely wounded heroes are returning from Iraq and Afghan-
istan.

State Veterans Home’s Life-Safety Issues

PVA’s testimony has pointed out that State Veterans’ Homes have been shoul-
dering an increasing share of VA’s nursing home care workload over the last few
years. VA has found it cost-effective to utilize State Veterans’ Homes because the
expense of this care is shared by both VA and the States. However, as increased
numbers of veterans utilize the State Veterans’ Homes program VA must accept in-
creased responsibility for the up-keep of these facilities. Congress and VA must
move quickly to provide needed funding to address life-safety construction issues
that exist in these State Veterans’ Homes. The Independent Budgetet supports an
appropriation that provides $150 million to correct these

facility deficiencies. While $150 million does not meet the $250 million overall cost
needed to correct the entire priority-1 life-safety problem list, it is a good first step
toward bringing these facilities into a safer condition.

Wiating Lists for VA Non-Institutional Long-Term Care

PVA is concerned about reports from our members and from VA officials that long
waiting lists exist for aging veterans who need access to VA’s non-institutional long-
term care programs. Many of VA’s Home-Based Primary Care programs have ex-
tended waiting lists for veterans who need the range of services associated with that
program. Some waiting times are approaching almost a year before a veteran can
enter the program and receive nursing visits at home. PVA also understands that
VA’s Adult Day Care Program, its Contract Adult Day Care Program, and it Home-
n(liakerlHome Health Aide Services programs also have extended waiting periods for
admission.
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These are the types of VA non-institutional long-term care programs that can pre-
vent, in many cases, or delay more expensive and more restrictive nursing home
care. Mr. Chairman, in plain economical terms the return on investment related to
VA’s non-institutional long-term care programs is overwhelmingly positive. Addi-
tionally, these programs are exactly what veterans want. America’s aging veterans
want to remain in their own homes and communities as long as possible. We call
on your Subcommittee to review the demand, availability and associated waiting
lists for VA non-institutional long-term care programs and to provide the resources
necessary to enable VA to expand these valuable programs that are favored by vet-
erans.

VA’s Care Coordination Program

VA’s Care Coordination/Home Telehealth (CCHT) Program provides a range of
services designed to help older veterans with chronic conditions such as diabetes,
heart failure, and Post Traumatic Stress Disorder to remain in their own homes and
receive non-institutional VA care services.

CCHT is a relatively new VA program that resulted from a VA pilot program in
VISN 8 between 2000 and 2003. VA implemented its national care coordination pro-
gram in July of 2003. Each veteran patient being supported by CCHT has a care
coordinator who is usually a nurse practitioner, a registered nurse or a social work-
er. In some complex cases physicians coordinate the patients care.

PVA believes that care coordination is an important element in VA’s medical serv-
ice toolkit that can help reduce expensive episodes of inpatient hospital care and en-
able aging veterans with chronic conditions to remain in their homes longer than
ever before. This valuable VA program’s reach should be extended and closely linked
to VA’s Geriatric and Extended Care Program to reach additional chronic care pa-
tients and bring the advantages of modern medical technology to their doorstep.
VA’s strategic plan for long-term care should find ways to integrate its CCHT pro-
gram into a comprehensive mix of services for older veterans and veterans with cat-
astrophic disabilities.

Assisted Living

Assisted Living has proven itself to be a desired alternative to nursing home care
for many Americans. Consequently, Congress mandated that VA, via the Millen-
nium Benefits and Healthcare Act, conduct a pilot project to provide assisted living
services for veterans. VA did so between January of 2003 and June of 2004. The
pilot project was conducted in VISN-20 and included seven medical centers in four
states. VA’s subsequent report on the project was forwarded to Congress by Sec-
retary Principi in November of 2004. The report revealed a number of positive find-
ings including information on cost, quality of care and veteran satisfaction.

The Independent Budget has called for the Assisted Living Pilot Project to be rep-
licated in at least three VISN’s with high concentrations of elderly veterans. VA’s
strategic long-term care plan must explore all available programs and services that
provide quality community-based long-term care. An extension of VA’s original as-
sisted living project is one of those opportunities.

Conclusion

Mr. Chairman, PVA believes that one of the most positive moves by Congress in
recent years has been to require VA to develop a strategic long-term care plan. How-
ever, for this new VA plan to be a success it must have positive and achievable rec-
ommendations and provisions for accountability. Performance measures, program
evaluation, wait times, patient satisfaction surveys, and outcome measures are all
elements that must be used in the development, monitoring and periodic revision
of a strategic plan for long-term care. PVA believes that VA’ strategic plan for long-
term care must not just be a static, one time, report but one that is a living docu-
ment that receives constant review and up/dates to be capable of responding to
changing veteran needs and innovations in long-term care services.

PVA supports a VA strategic long-term care plan that monitors the appropriate
balance between non-institutional and institutional long term care programs. When
periods of projected peak program demand exist, VA and Congress must be flexible
enough to concentrate resources to meet that demand. For example, the growing
number of veterans 85 and older is well documented and their increased need for
nursing home care must force VA to maintain adequate levels of nursing home bed
space to accommodate that need. Correspondingly, when veteran demographics and
demand shift, resources should follow demand and flow to alternative services.

PVA believes that VA’s strategic plan will enable Congress to make bet-
ter informed decisions regarding the provision of adequate financial re-
sources to support VA care. Additionally, the strategic plan will assist VA’s
planning and monitoring efforts to ensure appropriate programming,
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systemwide availability and quality of services. We hope that both your
Subcommittee and VA utilize the knowledge and experience of America’s
Veterans Service Organizations in the development of a strategic plan for
VA long-term care.

————

Prepared Statement of Patricia Vandenberg, MHA, BSN
ASSISTANT DEPUTY UNDER SECRETARY FOR HEALTH FOR POLICY AND PLANNING
VETERANS HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS

Mr. Chairman and Members of the Subcommittee, I am pleased to be here today,
accompanied by James F. Burris, MD, Chief Consultant Geriatrics and Extended
Care to discuss the strategic direction and plan for the future of long term care in
the Department of Veterans Affairs (VA). I would like to take this opportunity to
give an overview of VA’s long-term care services and programs.

Growing Need For Long-Term Care

VA has testified previously that there is a great and growing need for long-term
care services for elderly and disabled veterans. Between 2005 and 2012, the number
of enrolled veterans aged 65 and older is projected to increase from 3.45 million to
3.92 million. The number of enrolled veterans aged 85 and older will increase from
337,000 to 741,000 during the same period. This latter group, those aged 85 and
older, are the most vulnerable of the older veteran population and are especially
likely to require not only long-term care services, but also other healthcare services
along the continuum of care such as acute care and preventive care.

VA is addressing the mandates for nursing home care for service-connected vet-
erans with a disability rated at seventy percent or greater and veterans who need
nursing home care for their service-connected disability and for selected home and
community based care services for all enrolled veterans, as set by Congress in the
Veterans Millennium Healthcare and Benefits Act, Public Law 106-117, and
prioritizing care for those veterans most in need of our services including:

e veterans returning from Operation Enduring Freedom and Operation Iraqi
Freedom (OEF/OIF) service,

* veterans with service-connected disabilities,

¢ veterans with lower incomes, and

¢ veterans with special healthcare needs such as serious chronic mental illness
and spinal cord injury and disease

Since many enrolled veterans are also eligible for long-term care through other
public and private programs, including Medicare, Medicaid, State Veterans Homes,
and private insurance, it is in the interest of both the government and veterans to
coordinate the benefits of their various programs and work together toward the goal
of providing compassionate, and high-quality care. VA staff have extensive experi-
ence in coordinating services among agencies for the benefit of veterans, within stat-
utory limitations and in accordance with desires of patients and their families. I
want to emphasize that our efforts in long-term care case management are driven
by the clinical needs of each patient, the patient’s preferences, and the benefit op-
tions available to that patient. VA healthcare providers work closely with patients
and family, on a case-by-case basis, to coordinate the veteran’s various Federal and
State benefits, and to maximize options for that veteran. Among those programs
within VA that address coordinating veteran care needs are Social Work Service,
Home Based Primary Care Program, community health nurse coordinators, and
Care Coordination/Telehealth.

SPECTRUM OF VA LONG-TERM CARE SERVICES

VA’s philosophy of care, in keeping with practice patterns throughout the public
and private sectors, is to provide patient-centered long-term care services in the
least restrictive setting that is suitable for a veteran’s medical condition and per-
sonal circumstances, and whenever possible, in home and community-based settings.
This approach honors veterans’ preferences at the end of life and helps to maintain
relationships with the veteran’s spouse, family, friends, faith and community. Nurs-
ing home care should be reserved for situations in which the veteran can no longer
be safely maintained in the home and community. VA long-term care is composed
of a dynamic array of services provided in residential, outpatient, and inpatient set-
tings that can be deployed as needed to meet a veteran’s changing healthcare needs
over time. In addition to direct patient care services, VA supports important re-
search and education related to the healthcare needs of elderly and disabled vet-
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erans through the work of its 21 Geriatric Research, Education, and Clinical Cen-
ters, or GRECCs.

Non-institutional Care Programs

VA’s strategic goal is to make non-institutional long-term care services available
to every enrolled veteran who needs them and seeks them from VA. The spectrum
of non-institutional home and community-based long-term care services supported
by VA includes:

Home Based Primary Care,

Contract Skilled Home Care,

Homemaker/Home Health Aide,

Adult Day Healthcare,

Home Respite,

Home Hospice, Spinal Cord Injury Home Care, and
Care Coordination/Home Telehealth.

VA also provides quality oversight of care purchased by veterans in Community
Residential Care and Medical Foster Home facilities through an annual review proc-
ess and monthly or more frequent monitoring by VA staff.

The workload in the non-institutional care programs included in Long-Term Care
has grown from an average daily census 19,810 in 1998 to 29,489 through the end
of FY 2006. More than 9 out of 10 VA Medical Centers now offer some or all of these
services, substantially enhancing veterans’ access to non-institutional long-term care
services. VA continues to have a VISN performance measure to increase the average
daily census of veterans receiving home and community-based care. Each VISN has
been assigned targets for increase in their non-institutional long-term care work-
load. VA is expanding both the services it provides directly and those it purchases
from providers in the community.

Care Coordination Initiative/Home Telehealth

VA expects to meet a substantial part of the growing need for long-term care
through such innovative services as Care Coordination/Home Telehealth. Care Co-
ordination in VA involves the use of health informatics; telehealth and disease man-
agement technologies to enhance and extend existing care; and case management
activities. VA’s national Care Coordination initiative commenced in 2003 and is sup-
ported by a national program office. Care Coordination enables appropriately se-
lected veteran patients with chronic conditions such as diabetes and congestive
heart failure to remain in their own homes, and it defers or obviates the need for
long-term institutional care. Care Coordination services are linked not only with
services for the elderly such as Home Based Primary Care, but also with other serv-
ices including Mental Health Intensive Case Management and General Primary and
Ambulatory Care. Care Coordination/Home Telehealth enables delivery of VA
heal%hcare to veterans living remotely from VA medical facilities, including those in
rural areas.

Nursing Home Care

Inevitably, some veterans will be unable to continue to live safely in the commu-
nity and will require nursing home care. VA will continue to provide nursing home
care for all veterans for whom such care is mandated by statute, who need such care
and seek it from VA. In addition, VA will continue to provide post-acute care for
veterans who have suffered an accident or illness such as a broken hip or stroke,
who require a period of recovery and rehabilitation before returning to the commu-
nity. VA will also continue to provide nursing home care for veterans with special
needs, including those with spinal cord injury or disease, ventilator dependence, and
serious chronic mental illness. VA expects to sustain existing capacity in its own
Nursing Home Care Units and in the Community Nursing Home Program and to
support continued expansion of capacity in the State Veterans Home Program.
Transforming the culture of care in nursing homes from the traditional medical
model to a more home-like, patient-centered model is an important initiative in all
of our nursing home programs.

State Veterans Homes

VA’s State Veterans Home Program assists states in providing care to veterans
in State Veterans Homes. Veterans’ eligibility for each state’s program is deter-
mined by the individual state using the state’s own criteria. There are State Vet-
erans Homes in operation or under construction in all 50 states and Puerto Rico.
VA supports construction and renovation of State Veterans Homes through the
State Home Construction Grant Program, which provides matching funds to assist
states in purchasing, constructing, and renovating properties to serve as nursing
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homes, domiciliaries, and adult day healthcare centers. Projects are funded in pri-
ority order until available funds for each fiscal year are exhausted, with highest pri-
ority given to renovation projects needed to correct life safety deficiencies and for
construction of new capacity in geographic areas of need.

The second component of the State Veterans Home is the Per Diem Program. VA
pays a per diem to assist the states in providing care for eligible veteran residents.
Recently, Public Law 109-461, section 211 provided VA authority to pay State Vet-
erans Homes the prevailing rate or the home’s daily cost of care, whichever is less,
for veterans in need of such care for a service-connected disability and for veterans
who have a service-connected disability rated at 70 percent or more. VA is currently
in the process of developing regulations to implement the provisions of this author-
ity.

Thirdly, we provide medication at VA expense to eligible veterans residing in
State Veterans Homes.

The fourth component of the State Veterans Home program is VA’s oversight
function. VA has developed a system of on-site inspections to assure quality of care
in State Veterans Homes, including the identification of life safety issues.

The VA Deputy Secretary charged a VA Task Force earlier this year to explore
opportunities for State Veterans Homes to provide non-institutional care for vet-
erans. The Task Force solicited the views of representatives of the State Veterans
Homes and State Departments of Veterans Affairs, who indicated that the most im-
portant need is to lower barriers to their participation in the Adult Day Healthcare
program. VA will revise the regulations for the State Home Adult Day Healthcare
program accordingly. Also, VA increases the per diem payment for this program an-
nually, which should encourage greater participation by the states. VA staff respon-
sible for the State Home Program communicate frequently with State Veterans
Home and State Department of Veterans Affairs personnel to answer questions,
share information, and solicit stakeholder input on VA policies and programs.

FUTURE NEEDS

The total FY 2008 budget request for long-term care is $4.6 billion, of which 90
percent will support institutional services and 10 percent non-institutional home
and community-based care. This request will provide the resources necessary for VA
to strengthen our position as a leader in providing high-quality services for a grow-
ing population of elderly and disabled veterans, as well as those veterans returning
from service in OEF/OIF, veterans with service-connected disabilities, veterans with
lower incomes, and veterans with special healthcare needs.

As you know, the population of veterans who are enrolled for healthcare in the
VA are, on average, older, poorer, and sicker than the general population. VA is al-
ready seeing the kinds of demographic changes that are projected for the nation as
a whole in coming decades. Recently, VA has also begun to care for younger vet-
erans who have sustained polytraumatic injuries during their service in Operation
Enduring Freedom and Operation Iraqi Freedom. While the number of seriously dis-
abled OEF/OIF veterans is relatively small, compared to the total number of vet-
erans requiring extended care services, the complexity of care they require is high
and their personal and social needs differ from those of older veterans. VA is moving
to adapt its long-term care services to meet the needs of all veterans.

Many returning veterans are presenting with multiple and severe disabilities in-
cluding speech, hearing and visual impairment as well as loss of limbs and brain
injuries, and behavioral issues due to the stress of combat. In addition, they have
families, including children, who want to be actively involved in their care. Unlike
other cohorts of veterans in long-term care, this cohort thrives on independence, is
physically strong, and is part of a generation socialized differently than their older
counterparts. These generational differences pose unique challenges in the institu-
tional and long-term care environment.

VA is taking measures to first recognize the generational differences of this popu-
lation and incorporate them into the care routines. For example, in VA nursing
homes, transforming the culture of care to make the living space more home friend-
ly is important, as is having an “Internet cafe”, computer games, or age appropriate
music and videos available for nursing home residents. Allowing for family, espe-
cially children, to visit and perhaps even stay over when needed is another example
of accommodating generational differences. Personalizing care routines such as
bathing and dining times and offering food items that are palatable to younger per-
sons are examples of the changes that are occurring in long-term care.

Conclusion

VA takes great pride in our accomplishments, and looks forward to working with
the members of this Subcommittee to continue the Department’s tradition of pro-
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viding timely, high-quality healthcare to those who have helped defend and preserve
freedom around the world.

Mr. Chairman, this completes my statement. I will be happy to address any ques-
tions that you and other Members of the Subcommittee may have.

————

Statement of American Healthcare Association

On behalf of the nearly 11,000 long term care facilities represented by the Amer-
ican Healthcare Association (AHCA), we salute the Veterans’ Affairs Committee for
not only recognizing the needs of America’s frail, elderly, and disabled veterans, but
also for continually seeking to optimize the quality of their care in the face of sub-
stantial budgetary and demographic challenges.

In light of the increasing number of aging baby boomer veterans now seeking to
access VA healthcare services, the increased care needs for older veterans already
enrolled, and younger wounded veterans now in need of care, we recognize and are
extremely sympathetic to the fact the VA’s resource base and capacity are stretched
to the maximum limit, and then some.

Consequently, it may not have the resources to address the existing and projected
needs for skilled nursing and rehabilitative care—especially in light of the type and
nature of injuries being sustained in Iraq and Afghanistan. From this important
standpoint, Mr. Chairman, we want to support the VA’s essential mission one hun-
dred percent—not somehow impede or supplant it in a manner that prevents our
returning heroes from receiving the best care our grateful nation has to offer. Our
nation’s community nursing homes (CNHs) stand ready to help veterans and the VA
through this crisis.

CNHs are a vital component of the VA long term care system. Whereas VA med-
ical facilities tend to provide care to residents with high acuity levels, CNHs are
an excellent choice for veterans who either have acuity levels that do not warrant
placement in a VA facility, but are too high for home healthcare—or for veterans
who would be too far from their families if placed in one of their state’s VA Medical
Facilities or State Veterans Nursing Homes. In 2006, over 13 percent of all veterans
receiving nursing home care were in CNHs. That percentage should increase, given
the VA’s stated plan in the FY 2008 Budget Submission to focus its long term care
efforts on the “best setting for the [veteran] ... and providing that care closer to
where the veteran lives.” Given that there is a skilled nursing facility in almost
every county in the nation, AHCA remains ready to help the VA continue providing
high quality, clinically appropriate long term care to our Nation’s veterans through
CNH placements.

By 2012, there are expected to be approximately 1.3 million veterans over 85
years of age, and it is imperative that we work together to insure that both the vet-
eran and civilian populations receive the best possible care, and that one population
should not receive care at the expense of another.

One key issue negatively impacting our ability to serve veterans and others in
need of long term care is the ongoing staffing crisis, and we need to ensure that
we do not compete against one another for the shrinking pool of qualified workers
who serve as the backbone of our Nation’s long term care system. In that context,
we should fundamentally reevaluate elements of the Veteran’s Millennium Health-
care and Benefits Act 1999—which established new standards for evaluating a
state’s need for constructing new facilities for veterans.

Specifically, the methodology for establishing the need for new veterans’ beds does
not take into account the number of available community nursing home (CNH) beds
in each state—beds immediately available, and which may be far closer to home.
CNHs provide the option of living closer to one’s family while receiving health bene-
fits from the VA. As we all know, proximity to loved ones is critical in maintaining
quality of life for any nursing home resident.

For the record, Mr. Chairman, AHCA does not discourage in any way funding nec-
essary improvements to veteran’s homes. But we ask that prior to appropriating
millions in construction costs for additional facilities, the VA should work to deter-
mine whether there are existing quality facilities in proximity to the proposed new
homes that could otherwise provide high quality care.

In an era of limited resources, especially at the VA, we should as a matter of in-
telligent public policy work to provide care in homes that currently exist, rather
than constructing new facilities that, again, compete for staff and weaken our Na-
tion’s entire long term care infrastructure.

AHCA looks forward to working with you, Mr. Chairman, and the rest of the
Committee, in examining this issue in greater detail going forward. Our members
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are proud to serve America’s veterans in their time of need and we look forward
to working with the Committee and the Department to continue doing so in the fu-
ture.

Thank you again Mr. Chairman, and Members of this Committee, for holding this
important hearing. With our Nation’s soldiers and veterans in both the national and
international spotlight, our concern for their care and safety today as well as tomor-
row has never been more important to the soul and conscience of the American peo-
ple. They deserve the best we have to offer.

——

Statement of American Occupational Therapy Association

The American Occupational Therapy Association (AOTA) submits this statement
for the record of the May 9, 2007 hearing. We appreciate the opportunity to provide
this information regarding the use of occupational therapy in long-term care in the
Department of Veteran Affair’s long-term care programs. With the aging of our Na-
tion’s veterans, quality long-term care programs to assist those who are in need
should be a priority for our country. Occupational therapists and occupational ther-
apy assistants work in long-term care settings, including home and community
based settings, to increase the independence and quality of life of their patients.

AOTA is the nationally recognized professional association of 35,000 occupational
therapists, occupational therapy assistants, and students of occupational therapy.
Occupational therapy is a health, wellness, and rehabilitation profession working
with people experiencing stroke, spinal cord injuries, cancer, congenital conditions,
developmental delay, mental illness, and other conditions. It helps people regain, de-
velop, and build skills that are essential for independent functioning, health, and
well-being. Occupational therapy is provided in a wide range of settings including
daycare, schools, hospitals, skilled nursing facilities, home health, outpatient reha-
bilitation clinics, psychiatric facilities, and community programs.

Occupational therapy professionals assist those with traumatic injuries—young
and old alike—to return to active, satisfying lives by showing survivors new ways
to perform activities of daily living, including how to dress, eat, bathe, cook, do laun-
dry, drive, and work. It helps older people with common problems like stroke, ar-
thritis, hip fractures and replacements, and cognitive problems like dementia. In ad-
dition, occupational therapists work with individuals with chronic disabilities in-
cluding mental retardation, cerebral palsy, and mental illness to assist them to live
productive lives. Occupational therapy practitioners also provide care to veterans
who suffer from traumatic brain injuries, post-traumatic stress disorder, spinal cord
injuries, and other conditions. By providing strategies for doing work and home
tasks, maintaining mobility, and continuing self-care, occupational therapy profes-
sionals can improve quality of life, speed healing, reduce the chance of further in-
jury, and promote productivity and community participation for veterans.

The Department of Veterans Affairs (VA) offers a spectrum of geriatric and ex-
tended care services to veterans enrolled in its healthcare system. More than 90 per-
cent of VA’s medical centers provide home- and community-based outpatient long-
term care programs. This patient-focused approach supports the wishes of most pa-
tients to live at home in their own communities for as long as possible. In addition,
nearly 65,000 veterans will receive inpatient long-term care this year through pro-
grams of VA or state veteran’s homes.

Occupational Therapy’s Role for veterans in Long-term Care Programs

Occupational therapy practitioners provide care in a number of settings and pro-
grams, including both institutional and non-institutional programs. Veterans long-
term care programs include options to receive care in the home and community as
well as in nursing homes. Regardless of setting or program, it is proven that elderly
individuals benefit from occupational therapy services [Journal of the American
Medical Association (JAMA) “Occupational therapy for independent-living older
adults: A randomized controlled trail.” JAMA, Vol. 278, No. 16, p. 1321-1326. 1997].
Occupational therapy practitioners can provide a unique and valuable service in
supporting veterans in long-term care programs, in their occupations and activities
of dlaily living, and in their efforts to remain independent and to successfully age
in place.

Activities of Daily Living (ADLs) are basic self-care activities that need to be com-
pleted on a daily basis (for example self-feeding, grooming, bathing, dressing, and
toileting). Instrumental activities of daily living (IADLs) such as reading and man-
aging money are also critical. Occupational therapy practitioners work with vet-
erans to gain the skills that are needed to accomplish their ADLs and pursue IADLs
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as appropriate. Occupational therapists and occupational therapy assistants are ex-
perts at identifying the causes of difficulties limiting participation. Their expertise
enables them to consider client needs and environmental factors to develop effective
strategies that will maximize quality of life as well as independence in those daily
activities that are important to each Veteran.

Veterans who wish to age in place in their home or community look toward occu-
pational therapy as a means to achieve their goals. Occupational therapy plays a
key role in identifying strategies that enable individuals to modify their homes and
environment to meet their goal of aging in place at home and in the community.
Aging in place refers to the ability to remain in the home even if the client’s abilities
have declined.

Home modifications are adaptations to living environments intended to increase
usage, safety, security, and independence for the user. As part of the home modifica-
tion process, occupational therapy services include assessing needs, identifying solu-
tions, implanting solutions, training in the use of solutions, and evaluating out-
comes that contribute to the home modification product. Occupational therapy prac-
titioners may recommend the installation of chair lifts for stairs or adding railings
or grab bars to bathrooms or other walls to provide support. Occupational therapy
practitioners can enhance Veteran’s well-being and participation by serving as a re-
source in home modification.

Occupational therapy is also recommended to help keep individuals mobile and
independent, helping to ensure meaningful participation in the community. For
some people, some forms of transportation, such as driving, become less safe, and
many veterans will need to address alternatives to driving at some point in their
lives. Occupational therapy can optimize and prolong an older driver’s ability to
drive safely, and ease the transition to other forms of transportation if driving ces-
sation becomes necessary. By identifying strengths as well as physical and cognitive
challenges, occupational therapists can evaluate an individual’s overall ability to op-
erate a vehicle safely and recommend assistive devices or behavioral changes to
limit risks. The goal of assessing individuals for driving is to enable them to stay
in the community and reduce the need for nursing home care.

Veterans who receive care in nursing homes also benefit from occupational ther-
apy services. Occupational therapy starts where the person is, looks at their desires
and potential, and facilitates diminishment of frailties and support of abilities. As
veterans are treated in nursing homes, their needs range widely. Occupational ther-
apy is there to assist and enable them to overcome or heal from disability and ill-
ness. It is a critical component to achieving quality of life which is the goal of the
Veteran Affair’s long-term care programs. The veteran population will continue to
grow and nursing homes will remain an important site of care for veteran’s who re-
iluire constant nursing care and have significant deficiencies with activities of daily
iving.

People in the United States are living longer, and that includes our Nation’s vet-
erans. For some, a consequence of increased longevity is increased frailty and de-
pendency. Many veterans live alone, have limited resources, and require special
services for meeting everyday needs. Helping elderly persons to maximize their
independence and enabling them to continue to perform activities of daily living is
crucial. The Department of Veterans Affairs long-term care programs are structured
to provide care to our country’s veterans as they age and need help with various
areas of their lives. Occupational therapy is a unique and valuable service that can
help veterans achieve their goals of living a healthy and independent life.

AOTA hopes that Congress will continue to look at occupational therapy as a serv-
ice that benefits all Americans. We look forward to discussing how we can better
serve our Nation’s veterans and all aging Americans.

Contact: Daniel R. Jones

———

Statement of Kimo S. Hollingsworth, National Legislative Director
American Veterans (AMVETS)

Mr. Chairman and Members of the Subcommittee:

I am pleased to offer testimony on behalf of American veterans (AMVETS) regard-
ing the Department of Veterans Affairs long-term care program.

The Department of Veterans Affairs (VA) offers a fairly robust variety of inpatient
long-term care services for veterans enrolled in the VA healthcare system. VA serv-
ices are generally divided into non-institutional care and institutional care. More
than 90 percent of VA medical centers provide home and community-based out-
patient long-term care programs. Overall, eligible veterans can receive home-based
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primary care, contract home healthcare, adult day healthcare, homemaker and
home health aide services, home respite care, home hospice care and community res-
idential care. In addition, VA nursing home programs include VA-operated nursing
home care units, contract community nursing homes and state homes.

As this Committee is aware, AMVETS hosted the “National Symposium for the
Needs of Young Veterans” in Chicago, Illinois last year. More than 500 veterans,
active duty and National Guard and reserve personnel, family members, and others
who care for veterans examined the growing needs of our returning veterans. One
of they Symposium findings revealed a general lack of knowledge about VA long-
term care programs among veterans and their family members.

Mr. Chairman, the changing dynamics within the enrollee population, such as
aging, changes in morbidity, and VA enrollees shifting to a higher cost priority level
will continue to impact medical care expenditures. In testimony before the House
Committee on Appropriations, VA recently reported, “that there is a great and grow-
ing need for long-term care services for elderly and disabled veterans.” VA projects
that between 2005 and 2012, the number of enrolled veterans aged 65 and will in-
crease from 3.45 million to 3.92 million, and the number of enrolled veterans aged
85 and older will increase from 337,000 to 741,000 during the same period. The lat-
ter group will most likely require long-term care services and other healthcare serv-
ices along the continuum of care such as acute care and preventive care.

Public Law 106-117 mandated that VA prioritize care for those veterans most in
need of VA services, to include veterans returning from OEF/OIF service, veterans
with service-connected disabilities, those with lower incomes, and veterans with spe-
cial healthcare needs such as serious chronic mental illness and spinal cord injury
and disease. It is within the guidelines of this mandate that VA is currently focused.
AMVETS reaffirms its commitment that service-disabled veterans should have the
highest priority access to VA healthcare services and these services should be of the
highest quality. AMVETS believes that service-connected veterans currently have
that level of access and quality in VA today.

In 2004, VA commissioned a study on VA Long-Term Care Patients’ Medicare and
Medicaid Expenditures. The study concluded that three quarters of VA long-term
care patients rely to some extent on the national Medicare and Medicaid programs.
The study also found that VA funds approximately 90 percent of the care provided
for these veterans. Given these dynamics of cross enrollment, AMVETS believes
that it is in the interest of both the government and veterans to coordinate the ben-
efits of their various programs and work together toward the goal of providing com-
passionate, and high-quality care.

Overall, the Veterans Health Administration’s efforts in long-term care case man-
agement are driven by the clinical needs of each patient, the patient’s preferences,
and the benefit options available to that patient. As part of this process, VA health-
care providers work closely with patients and family to ensure veterans receive ap-
propriate care. Despite VA’s best efforts to coordinate care through its many pro-
grams and with other federal, state and private organizations, the cost of long-term
care is expensive and continues to rapidly increase.

To VA’s credit, the department has effectively managed its healthcare expendi-
tures and it provides a significant dollar cost value compared to other Federal and
private programs. From 1996 through 2004, the Medical Consumer price index in-
creased by approximately 40 percent. During this same period, the average Medi-
care cost per payment per enrollee increased by almost 45 percent. The VA cost per
patient during this same time period increased less than 1 percent, yet VA customer
service and satisfaction ratings have increased. Ultimately, good business practices
make sense, but VA is in the people business and taking care of veterans remains
paramount. VA has done both!

AMVETS will continue to support VA long-term care programs and believes that
the department continues to set the standard for excellence in care and dollar cost
value per patient. AMVETS would continue to urge Congress to support VA long-
term care programs and seriously consider allowing VA to recoup Medicare and
Medicaid reimbursements as a way to save money for the Federal Government.

Mr. Chairman, this concludes my testimony.

———

Statement of Hon. Jeff Miller
Ranking Republican Member, Subcommittee on Health

Thank you, Mr. Chairman. I appreciate having this important hearing to look at
the performance of the Department of Veterans Affairs (VA) in meeting the existing
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long-term care needs of our disabled and aging veterans and assess the Depart-
ment’s strategy for addressing long-term care challenges in the future.

The number of enrolled veterans most in need of long-term care services, those
85 years and older, will dramatically increase by the year 2012, growing from
337,000 to 741,000 veterans, a 120 percent increase. In addition to a large elderly
veteran population, VA is facing a new demographic of veterans who are limited in
their capacity to care for themselves due to multi-trauma injuries incurred during
the Global War on Terror. It is vital that the generational differences of these young
veterans be taken into consideration and that VA provides age-appropriate services
in the right setting.

In 2003, 2004, 2005 and 2006 the government Accountability Office analyzed var-
ious aspects of VA’s long-term care programs at both the House and Senate Commit-
tees’ direction. It is of great concern that in these GAO reviews, we continue to find
that access to a complete continuum of VA long-term care services remains mark-
edly variable from network to network.

VA’s lack of a reliable long-term care planning model not only led to a glaring
gap in the Capital Asset Realignment for Enhanced Services (CARES) plan, but was
also a major factor in the budget formulation problems this Committee uncovered
in 2005. For more than five years, VA has been promising to adopt a strategic plan
for long-term care, but has failed to establish one. Last year, in Public Law 109-
461, Congress showed its resolve by requiring VA to publish a strategic plan for the
provision of long-term care not later than 180 days after enactment of the law. Let
me put VA on notice that the date is near and we expect VA to submit that plan
in mid-June, on time, with no excuses.

I want to also remind all of us that the way VA delivers long-term care very deep-
ly affects each individual veteran patient and their families. Important to enhancing
a veteran patient’s quality of life is ensuring that care is provided in the least re-
strictive setting and that the personal dignity and emotional well-being of the pa-
tient is the top priority. In this regard, I am a strong advocate for supporting new
and innovative programs to meet these needs.

I look forward to the testimony our witnesses will provide today to assist us in
confronting the unresolved issues related to meeting the long-term care needs of all
our veterans and improving the management and direction of VA’s long-term care
mission.

Thank you Mr. Chairman, I yield back.
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Priority List of Pending State Home

Construction Grant Applications for FY 2007

Priority

FY 2007 i Group Est. VA
List FAI No. State (Locality) Description PG) Grant Cost
Rank Ranking (000}
Application Subject to 38 CFR §9.50(b)
Priority Group 1
CA (Greater LA
1 06-044 Complex) ** P 520-Bed NHC/DOM (New) 1,3 163,421
Applications Subject to 38 CFR 59
Priority Group 1
2 32-002 NV (Boulder City) L/S Dietary Facillty Corrections 1,1,2 1,429
3 13-008 GA (Milledgeville) ** LIS NFPA Code Correction (Sprinkler Russell Building) 1,1,2 9
4 20-004 KS {Ft, Dodge) L/S Back-Up Generators 1,1,2 401
5 13-012 GA {Milledgevilie) L/S NFPA Code Carrection (Sprinkler Russell Bldg), Phase 2 1,1,2 939
[ 13-013 GA {Milladgeville) L/S NFPA Code Correction (Sprinkler Vinson Bldg., Phase 2 1,12 536
L/S Campus Emaergency Electrical Egress & Back-Up Generator
7 27-037 MN (Minneapolis) Upgrade 1,1,2 1,597
L/S Membar Services ing Fire Safety Impr &
8 06-059 CA (Yountville} Renovation 1,1,2 13,831
L/S Fire Safety Facility Renovations, Install Overhead Sprinkler
9 20-006 KS (Ft. Dodge) System 3 Buildings, Tornado Shelter, etc. 1,1,3 810
10 50-008 VT (Bennington) ** LIS Code Impr , Mold & Asb: Removal, Phase 1 1,1,4 1,394
b 13-010 GA (Milledgeville) ** L/S NFPA Code Correction (Sprinkler Vinson Bldg. 1,14 955
12 44-010 RI (Bristol} ** L/S Fire Safoty Improvements 1, 1,4 732
13 20-005 'Ks (Winfield) L/S Back-Up Generator, Install Spriklers in DOM, etc, 1,1, 4 940
14 34028 NJ {Paramus) LIS Replace Fire Alarm System 1,1,5 307
15 17-037 IL {Quiney) LS Replace Fire Alarm System 1,1,5 260
16 18-002 IN {Lafayette) L/S Replace Fire Alarm System, Install Sprinkler Sys. etc. 1,15 1,066
17 40-024 OK (Sulphur) L/S General Renovations - Hazardous Materials 1,186 12,675
18. 01-006 AL (Alexander City) L/S Moisture Remediation, Phase 2 1,16 1,363
19 17-036 IL (Quincy) LS Mold Remediation 1,1,6 1,336
20  47-008 TN {Murfreesboro) = L/S Moaisture Remediation - 36 Bathrooms 1,17 748
21 33-006 NH (Tilton) ** L/S Facllity Upgrades-Backup Generator, Fire Alarm, A/C etc. 1,17 1,814
22 37-008 NC {Salisbury) L/S Potable Water, Steam/Chilied Water and Camera Sys. 1,1,7 1,006
23 17-041 IL (Manteno} L/S Emergency Generator Replacement 1,17 455
CA (Greater LA
24 06-044 Complex) =™ P 520-Bed NHC/DOM (New) 1,3 163,421
25 12-007 FL (St. Augustine) 120-Bed NHC (New} 1,3 11,637
26 06-052 CA (Redding) 150-Bed NHC/DOM (New) 1,3 17,572
27  06-053 CA {Fresno) 300-Bed NHC/DOM (New) 1,3 25,864
28  55-025 WI (Unfon Grove) Adult Day Health Care Renovation 1,41 586
29 27-018 MN (Minneapolis) Adult Day Health Care Renovation 1,4,1 1,914
30 27-019 MN (Luverne) Dementia Unlt Renovation 1,4,2 568
31 27-021 MN (Sitver Bay) Nursing Care Space Renovation 1,42 499
32 08-014 CO (Homelake) Upgrade Resldent Support and Activity Areas 1,4,2 3,394
33 12014 FL (Lake City) Facility Renovation, Phasa 2 1,4,2 2,043
34 13-009 GA (Mi ) lon and Upgrade Wheeier Bullding 1,42 269
35 04-004 AZ (Phoenix) Renovation, Phase 2 1,42 1,040
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Priority List of Pending State Home

Construction Grant Applications for FY 2007

FY 2007 2:‘;::’ Est. VA
List FAINo. State (Locality) Description Grant Cost
Rank {PG) (000)

Ranking
Applications Subject to 38 CFR 59
Priority Group 1 {continued)
36 21-008 KY (Wilmore) Renovate 3 Nursing Units 1,4,2 975
37 23-011 ME (Scarborough} Renovate Alzheimer's Unit 1,4,2 404
38 17-035 L {(Manteno) Replace Nurse Call System 1,4,2 295
39 18-032 IA (Marshalltown) Sheeler and Loftus Buildings Replacement 1,4,2 15,600
40  55-044 WI (Unlan Grove) ADA Renovation - Fairchild and Shemanske Halls 1,4,3 710
41 06-051 CA (Yountville} Steam Distribution System Renovation 1,4, 4 1,729
42 34-026 NJ (Paramus) HVAC Replacement 1, 4,4 356
43 06-054 CA (Vi Tel fons and Natwork Upgrade 1,4,4 1,950
44 17-032 IL {(LaSalle) Replace Roof and Water System 1,4, 4 306
45 25-060 MA (Holyoke) Masonry Restoration 1,4, 4 478
46 39-020 OH {Sandusky) Roof Replacement - Secrest Hall 1,4,4 552
47 39-022 OH { Ky} M System Upgrade 1,4,4 1,560
48 55-03% Wi {King) Replace Windows - Olson Hall 1,4,4 267
49 55-041 Wi (King) 2nd Water Supply Well 1,44 860
50  04-005 AZ {Phoanix) Facility Renovation, Phase 3 1,4, 4 780
51 29-016 MO (Cape Girardeau) Replace Roof 1,4,4 639
52 36012 NY (Stony Brook) Renovate Building Systems and Utllities 1,4,4 725
53 45-004 SC (Anderson) Roof Replacement 1,4,4 748
54 17-042 IL. (Manteno) Alr Conditioning Chiller and Tower Replacement 1,4, 4 761
55  55-045 Wi (King) Replace Domestic Water Pipes - Olson Hall 1,4,4 975
56  09-013 CT (Rocky Hill) Domiciliary i - 2,3and 4 1,4,4 5,397
57  13-005 GA {Milledgeville) Dietary Facllity 1,4,5 715
58  39-023 OH (Sandusky) Kitchen Upgrade - Secrest Hall 1,45 260
59 29015 MO (St. Louls) Sprinkler Pipe Replacement 1,4,5 775
60  23-013 ME (Caribou) Multipurpose Room Addition 1,4,5 354
61 18-031 1A {Marshalltown) Dining & Activity Room Expansion 1,4, 5 2470
62 17-027 iL (LaSalle) Bus & Ambulance Garage 1,4,6 566
63 34-025 NJ {Paramus) Multipurpose Room Addition 1,4,6 1,415
64  27-030 MN (Hastings) Water Supply Replacament 1,4,6 325
65  55-035 WI (Union Grove) Aboveground Buliding Connectors 1,46 2,217
66  17-030 1L (Manteno) Construet Storage Building 1,48 1,810
67  17-033 It {(Manteno) Convert and Upgrade Courtyards 1,4, 8 2,320
68 04003 AZ (Phoenlix) Facility Renovation, Phase 1 1,46 364
69 39-021 OH (Sandusky) Corridor Renovation 1,4,6 325
70 19-030 1A {(Marshalltown) F Medical Clinic Space 1,4,6 520
71 08015 CO (Walsenburg) General Renovations 1,4,6 2,085
72 23-012 ME (South Paris) Replace Flooring 1,4,6 353
73 55-043 Wi (King) Ceiling Resident Lift System 1,4,6 1,892
74 49003 UT (Salt Lake City) General Renovations 1, 4,8 454
75 36-013 NY (Stony Brook) Kltchen, Laundry, Elevator Upgrades 1,4,6 1,575
76 44011 RI (Bristol) General Renovations 1,4,6 1,204
77 51-007 VA (Roanoke} General Renovations 1,4,6 341
78  48-D08 TX.(PendIng} 160-Bed NHC (New) 1,5 11,144
79  4B-009 TX (Pending) 160-Bed NHC {New}) 1,5 11,144
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Priority List of Pending State Home

Construction Grant Applications for FY 2007

Priority

FY 2007 . Group Est. VA
List FAl No. State (Locality) Description Grant Cost
Rank (Pg) (000)

Ranking
Applications Subject to 38 CFR 59
Priority Group 1 (continued)
80  37-004 NC (Pending - Eastern)  $00-Bed NHC (New} 1,5 8,147
81  37-005 NC (Pending - Western} ~ 100-Bed NHC (New) 1,5 8,147
82  55-032 WI (Union Grove) 24-Bed DOM Addition {New) 1,86 1,625
83 49-002 UT (Ogden) 120-Bed NHC {New) 1,86 10,994
84  04-002 AZ (Tucson} 186-Bed NHC (New) & 35 Participant ADHC 1,6 18,671
85  17-031 IL {LaSalle} 80-Bed NHC Addition (New) 1,6 4,881
86  55-036 WI (Chippewa Falls) 120-Bed NHC, Plus 40-Bsd DOM (New} 1,6 15,925
TN (Montgomery

87  47-009 County) 120-Bed NHC, Plus 20-Bed Alzheimer's Unit (New) 1,6 11,105
88  51-005 VA {Richmond} 80-Bed DOM (New) 1,6 5,200
89  51-006 VA (Hampton) 240-Bed NHC/DOM (New) 1,6 23,400
90 21-009 KY {Hanson) 40-Bed NHC (Addltion} 1,6 6,000
91 48-010 TX {Pending)} ** 1 160-Bed NHC (New) 1,5 11,144
92 48-011 TX (Pending) ™ 1 160-Bed NHC (New) 1,5 11,144

Subtotal All Priority Group 1 Applicati (Has State Funds): 491,330

FY 2007 ';':ZL’:’ Est. VA
List FAl No. State {Locality) Description re) Grant Cost
Rank Roniing %0

Applications Subject to 38 CFR 59
Priority Groups 2-7
93  50-008 VT {Bennington) L/S Code Impr , Mold & Removal, Phase 2 2,2 2,308
94 50-010 VT (Bennington) US Code Impr , Mold & Removal, Phase 3 2,2 2,200
95  40-026 OK {Claremore) LIS HVAC Renovation 2,2 16,250
96  42-020 PA {Holidaysburg) US Electrical & Pumbing Renovation 2,2 3,970
97 22-010 LA (Monroe) L/S Shelter-In Place Ganerator Upgrade 2,2 610
98 224011 LA {Bossier City) LS Shelter-In Place Ganerator Upgrade 2,2 610
93 25-063 MA (Chelsea) LS New Sprinkler System - 6 Bulidings 2,5 510
100 48-013 8D (Hot Springs} L/S Facility Renovations 2,5 2,295
101 34-027 NJ {Vineland) LS Install Emergency Generator 2,7 341
102 39-024 OH {Georgetown) L/S Security Upgrades, Phase 1 2,7 230
163 39-025 OH (Georgetown) L/S Security Upgrades, Phase 2 2,7 331
104  22-009 LA {Jennings) ’ L/S Emergency Generator, Laundry and Alz. Wandering System 2,7 863
105 12-008 FL {Pending} 120-Bed NHC {New} 4 9,418
106 12009 FL (Pending) 240-Bed NHC (New) 4 16,980
107 12-010 FL (Pending) 120-Bed NHC {New) 4 9,857
108 12-011 FL {(Pending) 240-Bed NHC (New) 4 17,780
109 26-015 Mi (Marquette) Renovate Nursing Unit and Roof Replacement 52 557
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Priority List of Pending State Home

Construction Grant Applications for FY 2007

FY 2007 z:::::y Est. VA
List FAl No. Stata (Locality)} Description (PG) Grant Cost
Rank Ranking %)

Applications Subject to 38 CFR 59
Priority Groups 2-7 (continued}
110, 39-027 OH (Sandusky) Renovate Griffin Hall - First Floor 52 418
111 27-032 MN (Minneapolis) Bullding 17 Resident Room Upgrade 5,2 1,196
112 39030 OH {Sandusky) Tub Room/Nurse Call System - Secrast & Griffin Bldgs. 5,2 936
113 39-031 OH y) D ic Water Lines Upgrade 52 417
114 39-032 OH (Sandusky) Floor Replacement - Secrest & Griffin Buildings 52 579
115 17-040 I (Quincy) Renoavations, Phase 3 5,2 3,250
118 72-004 PR (Juana Diaz) Facility Renovations - Patient Areas 52 488
117 40-027 OK (Talihina) Speclal Care Unit Renovations 5,2 517
118 25-062 MA (Holyoke) Renov. Resident Toilet/Baths 53 439
119 25-061 MA {Holyoka) Window Replacement, Phase 1 5.4 325
120 06-056 CA (Yountvilie) Central Power Plant Renovation 54 740
121 55-040 Wi (King) Replace Lock and Key System 5,4 2,008
122 55-042 WI (King) Renovate Burns Clemons Hall 54 5,574
123 39-026 OH (Sandusky) HVAC Upgrade - Veterans Hall 5,4 997
124 35028 OH (Sandusky) Mechanical System Upgrades, Phase 2 5.4 275
125  39-029 OH (Sandusky) Replace Exterior Lighting, Phase 2 5,4 1368
126  17-038 IL (Quincy) Powaer Plant Renovation 54 1,496
127 17-039 1L (Quincy) Replace HVAC System 5,4 975
128 21010 KY (Wilmore) Facliity Renovatians 5,4 1,203
129 25-064 MA {Chelsea) Water Tower Project 54 650
130 22-007 LA {Jackson} Generator, Mechanical & Sewer Treatment Renov. 54 3,543
131 08-0M6 CO (Florence) Roof and Exterior Finish Replacement 54 523
132 06-047 CA (Yountvllle) Chapel Renovation 55 1,013
133 27-020 MN {(Minneapolis) Kitchen/Dining Room Renocvation. 5,5 2,844
134 06-058 CA (Chula Vista) Expand Dining Room 55 585
135 27-033 MN {(Minneagolis) New Chapsl 5,5 335
136 46-011 SD (Hot Springs) General Renovations 5,6 802
137 36-010 NY (St. Albans) General Renovations 5,6 4,470
138 27-028 MN (Minneapolis} Renovation, Phase 2 56 8,366
139 46012 SD (Hot Springs) Construct Chapel 5.6 520
140 72-003 PR {Juana Diaz) General Renovations 5,6 650
141 06-057 CA (Yountvilie) A istration 5,6 2,946
142 27-034 MN (Mis polis) F i 13 5,6 646
143 27-036 MN (Ml polis) F iiding 16, Phase 2 56 13,068
144  22-008 LA {Jackson General Renovatlons 56 2,893
145 13011 GA (Milledgeville} Alzheimer's Unit Addition 6 1,962
146 42-021 PA {Spring City) 112-Bed DOM Replacement + 8 Additional Beds 6 14,102
147  55-021 WI {King) 45-Bed Dom {New} 7 2,294
148 24005 MD ( Pending - Western) 120-Bed NHC (New) 7 7,684
149 38-017 OH (Pending) 168-Bed NHC (New) 7 7,800
150 39-018 OH {Pending) 168-Bed NHC (New) 7 7,800
151 53-030 WA {Orting) 120-Bed NHC (97 Replacement and 23 Naw) 7 8,316
152 27-022 MN (Fergus Falls) Dementia - Spaclal Care Unit - (24 Beds) 7 4,799
153 17-028 L {Pending) 200-Bed NHC (New) 7 18,200
154 47-010 TN {Memphis) 126-Bed NHC, Plus 20-Bed Alzheimer's Unit (New) 7 11,533
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Construction Grant Applications for FY 2007

Priority

FY 2007 ) Group EShVA
List FAIl No. State (Locality) Description Grant Cost
Rank (Pe) (000)
Ranking

Applications Subject to 38 CFR §9

Priority Groups 2-7 (continued)
155 27-035 MN {Wiltmar) 90-Bed NHC (New) 7 11,765
156 32-003 NV (Reno) 90-Bed NHC (New) 7 30,461
157 18-001 IN {Lafayetie) 50-Bed Alzhelmer's Unit, Plus 15-Bed NHC Unit 7 7,990
158 21-011 KY (Pending) 160-Bed NHC {New) 7 14,625
159 43-004 UT (St, George) 80-Bed NHC (New) 7 7,373
160 48-005 UT (Lehi) 100-Bed {New) 7 9,004
Subtotal All Pricrity Groups 2 - 7 Apy (No Stats Funds); 317,061
Totat All Pending Applications; 808,391

“* These projects were cornditionally approved after August 15, 2006. This provides a 180-day time extension
authorized in 38 UCS 8135.

** P This California project was conditionally approved for a partial grant after August 15, 2006. This provides
a 180-day time extension authorized in 38 UCS 8135. In accordance with 38 CFR 59.50(b), this project is
ranked # 1 and also at # 24. Under the # 1 ranking, the conditionally approved partial grant would recelve the
highest ranking and receive 30 percent of the available funds for FY 2007. The second ranking of the

project does not provide any special priority and is ranked in accordance with 38 CFR 58.50.

“ { The State of Texas requested FY 2007 funding consideration for two bed-producing projects (FAl 48-008
and FAI 48-009). Projects FAI 48-010 and FA! 48-011 have PG-1 certification of 35% State matching funds.

These applications will bo funded in FY 2007 in the order which they appear on this list, subject to the

availability of Federal funds and compliance with all Federal requirements, Conditionally approved projects
have been ranked and will be awarded grants subject to meeting the remaining Federal requirements.

) - %?/&@

R. JaMﬂh%un Mate
Secratary, Depatment of Veterans Affairs
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