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DEPARTMENT OF VETERANS AFFAIRS POLI-
CIES AFFECTING THE MILLIONS OF VET-
ERANS WHO WILL NEED LONG-TERM CARE 
IN THE NEXT TEN YEARS 

WEDNESDAY, JANUARY 28, 2004

U.S. HOUSE OF REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 

Washington, DC 
The committee met, pursuant to notice, at 12 p.m., in room 334, 

Cannon House Office Building, Hon. Chris Smith (chairman of the 
committee) presiding. 

Present: Representatives Smith, Stearns, Moran, Baker, Sim-
mons, Miller, Bradley, Beauprez, Renzi, Murphy, Evans, Michaud, 
Hooley, Strickland, Berkley, Udall, Davis, and Ryan. 

OPENING STATEMENT OF CHAIRMAN SMITH 

The CHAIRMAN. The committee will come to order, and I want to 
wish everyone a good afternoon. 

Our hearing today is focused on a very important part of the 
VA’s mission, caring for older veterans. There is little dispute about 
the significant growth in the number of aging veterans who will 
need some sort of medical assistance over the next 10 to 15 years. 
Despite these clear projections, however, it is not clear whether or 
how the VA will meet this challenge. 

Last year, planners in the Veterans Health Administration com-
piled a national assessment of veterans’ future demand for VA 
health care services and the facilities needed to deliver those serv-
ices. To the dismay of many of us, the VHA CARES plan contains 
not a single proposal to deal with veterans’ long-term care needs. 
VA planners justified this outcome on the basis that VA lacked a 
reliable planning model. They promised to come up with a plan to 
meet veterans’ long-term care needs at a later date. However, VA 
prepared and adopted a long-term care planning model in 1997 to 
help a prestigious federal advisory committee conclude its work on 
this very topic. Congress and veteran advocates believe it is abso-
lutely critical for the CARES Commission to address this glaring 
gap in VA’s mission planning. And we look forward to reviewing its 
report next month. 

In 1999, following the issuance of the Final Report of the Federal 
Advisory Committee on Long Term Care, Congress enacted legisla-
tion consistent with its recommendations to give impetus to VA’s 
efforts to meet the health care needs of older Americans—veterans. 
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The Millennium Health Care and Benefits Act (Public Law 106–
117) requires the Veterans Administration to: maintain its own 
long-term care programs; sustain a defined number of nursing 
home beds; and enhance other long-term care such as geriatric 
evaluation, domiciliary, adult day health care, respite, palliative 
and hospice programs in both institutional and non-institutional 
settings. All these authorities were recently extended in Public Law 
108–170, our 2003 veterans health bill, reconfirming Congress’ 
clear intent that VA fully implement these programs. 

I believe that VA’s single biggest challenge in health care today, 
and for the next decade or more, is how to best address the grow-
ing number of elderly veterans who need care for chronic and com-
plicated health problems. 

Although Dr. Roswell has testified repeatedly that VA should 
provide more care in settings other than nursing home beds, VA 
has struggled to expand alternatives to institutional care in recent 
years and has not kept pace with the rising demand for such serv-
ices. In an effort to learn more about what is driving VA’s long-
term care decisions, we asked GAO to undertake a thorough review 
of the number of veterans receiving VA services and the cost to VA. 

When GAO began its work, it was confronted by a dearth of reli-
able information on VA’s long-term care programs. it was many 
months before the VA could compile data useful to GAO. GAO’s 
testimony illuminates some fundamental issues: VA cannot verify 
its actual capacity to deliver long-term care, and some of the indi-
cators VA uses are misleading. Moreover, VA is unable to accu-
rately report on the cost of services provided to veterans. These 
findings raise fundamental questions, who is actually managing 
VA’s provision of long-term care, and how is it being done without 
basic performance and cost data? 

The testimony of the VA and the VA inspector general led to a 
conclusion that stronger guidance and direction is sorely needed if 
VA is to fulfill its long-term care mission. Although VA has a series 
of policies in place covering different aspects and initiatives in 
long-term care, it seems that there are few consequences if man-
agers ignore these policies. 

As I mentioned, the VA’s inspector general for health care in-
spections will testify about recent oversight and review of VA man-
agement of long-term care. For many years, the IG has been crit-
ical of the management programs VA uses to contract for veterans 
long-term care needs. In a report issued last month, the IG found 
an all-too familiar lack of policy guidance and overspending in 
these programs. In addition, the IG documented disturbing and in-
explicable placement decisions that resulted in some veterans re-
ceiving homemaker and home-health aide services who did not 
need them, while large numbers of veterans who needed such serv-
ices could not obtain them. VA has identified homemaker and home 
health aides as an important non-institutional service for home-
bound chronically-ill veterans. There is certainly a great demand 
for these services, and VA needs to examine the administration of 
this program far more closely. 

I look forward to the witnesses and the statements they will 
make. And we are especially grateful that Under Secretary Roswell 
is here and will provide testimony to the committee. 
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I would like to at this point yield to my good friend, Mr. Evans, 
the ranking Democrat, for any opening comments he might have. 

OPENING STATEMENT OF HON. LANE EVANS, RANKING 
DEMOCRATIC MEMBER, COMMITTEE ON VETERANS’ AFFAIRS 

Mr. EVANS. Thank you, Mr. Chairman. And thank you for choos-
ing this topic of long-term health care as the first hearing of this 
year. The committee has had a long history of passing beneficial 
long-term care legislation for veterans, such as the Millennium bill. 
We don’t want to see it undermined by policy changes which do not 
comport with congressional intent. The bill requires the VA to 
maintain the capacity of its in-house, long-term care health pro-
grams. We also ask the VA to completely consider innovative pilots 
of assisted living and case management. It requires the VA to offer 
lifetime care to highly service-connected veterans. In many ways 
this is a monumental bill. 

So what other changes have we seen in the VA’s programming 
since this monumental legislation was enacted? According to a re-
port VA sent to this committee just a few weeks ago, very few. Mr. 
Chairman, we have some serious questions to raise regarding VA’s 
implementation of this bill and other policies that are seriously af-
fecting the provision of long-term care for our veterans. 

I look forward to working with you to continue to address these 
concerns and thank you for holding this hearing. I appreciate it. 

[The prepared statement of Congressman Evans appears on p. 
45.] 

The CHAIRMAN. Thank you very much, Mr. Evans. Mr. Moran. 
Mr. MORAN. Mr. Chairman, thank you very much. I have no 

opening statement but do appreciate the opportunity to listen and 
learn about this particular issue and the challenge the VA faces in 
meeting the needs of our aging veteran population. Thank you, Mr. 
Chairman. 

The CHAIRMAN. The gentleman from Kansas, Mr. Michaud? 
Mr. MICHAUD. Thank you, Mr. Chairman. I have no opening 

statement. I do want to thank you, Mr. Chairman, and Ranking 
Member Evans for having this hearing. It is timely and it is an 
issue that I am really concerned about. Thank you very much. 

The CHAIRMAN. Thank you very much. Mr. Beauprez? 
Mr. BEAUPREZ. Thank you, Mr. Chairman. I, too, find this to be 

a very timely topic. We have got an issue very much on the front 
burner in Colorado right now with the state veterans nursing home 
and long-term care for all our veterans is very much of interest to 
me. So thank you for the timeliness and the selection of this topic 
for a hearing. 

The CHAIRMAN. Thank you very much. Mr. Renzi? Mr. Miller? 
Chairman Simmons? 

OPENING STATEMENT OF HON. ROB SIMMONS, CHAIRMAN, 
SUBCOMMITTEE ON HEALTH 

Mr. SIMMONS. Thank you, Mr. Chairman, for holding this hear-
ing. It is a follow-on of hearings that we have had in the Health 
Subcommittee last year. And, as we know from the statistics, it is 
an incredibly important issue. In I believe 1998, 387,000 veterans 
were 85 years or older. In fiscal year 2002, 640,000 veterans were 
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85 years or older. And this year it is 870,000. And so these are dra-
matic increases. And this is essentially the population that I see 
that would be seeking long-term health care. So in anticipation of 
the growth of this population, I think this hearing is very appro-
priate. 

I also want to make a brief comment about the fact that in Con-
necticut in 1864 we founded the first state home for veterans, 1864. 
It was originally started by a wealthy businessman who promised 
to care for all soldiers who were wounded in the Civil War and all 
widows and orphans whose husband or father was killed. And that 
was the first time I think in the history of the country that a state 
stepped up to the plate and established a state home. 

We still have that state home. It is currently at Rocky Hill. It 
has been at that location for over 100 years. And we have a devel-
oping partnership with the VA where Linda Schwartz, who is our 
state commissioner of veterans’ affairs, working with Roger John-
son, who heads the VA in Connecticut, are actually partnering so 
that the VA focuses on primary care and a high-quality of health 
care, surgeries, this sort of thing. 

And then the Connecticut DVA focuses on taking some of the 
long-term or chronic care patients. And it works extremely well be-
cause the citizens of Connecticut are able to step up to the plate 
and support these long-term care patients in a home environment, 
a home environment. Meanwhile, the VA can focus on its resources 
on having one of the best hospitals, the West Haven VA Hospital 
and a system of CBOCs to deal with the more acute or more crit-
ical health care needs of our veterans. 

So I would simply say that in the State of Connecticut that 
works as a very fine model. It may not work elsewhere in the coun-
try, but I would be interested to hear what the witnesses have to 
say about this issue, and I thank the Chair. 

The CHAIRMAN. Thank you, Chairman Simmons. Mr. Strickland, 
the gentleman from Ohio? 

Mr. STRICKLAND. No opening statement. 
The CHAIRMAN. Mr. Udall. 
Mr. UDALL. Thank you, Mr. Chairman, but I don’t have an open-

ing statement. Thank you very much. 
The CHAIRMAN. Ms. Hooley. 

OPENING STATEMENT OF HON. DARLENE HOOLEY 

Ms. HOOLEY. Thank you, Mr. Chairman. In very recent years—— 
The CHAIRMAN. Could you put on your microphone, please? 
Ms. HOOLEY. Thank you. I thought I had a loud voice, okay? 
In very recent years we have seen an increase in the number of 

veterans age 85 and older—mostly our World War II veterans—re-
quiring some type of long-term care. The number of veterans in 
this age group is expected to rise dramatically in the next decade. 
I am pleased the VA has expanded upon its non-institutional focus 
as a means of reaching more veterans in need of care. Through 
home-based primary care, homemaker/home health aides, adult 
day care, skilled home care, and home respite and hospice care, the 
VA, hopefully where appropriate, has shifted the focus of care to 
a more cost-effective and to a generally more welcome setting in 
the minds of our veterans and their families. 
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In all types of non-institutional long-term care we see approxi-
mately a 75 percent increase in the average daily census workload 
over the last 6 years. We are reaching more veterans but is the 
level of care adequate? Does one three hour visit from a home-
maker each week adequately support an 85-year-old veteran at 
home with an ailing spouse? The program has advantages, but it 
must be robust enough to be meaningful. How would this once a 
week visit count during the average daily census count? Are in-
creasing numbers an indication of meaningful support and care or 
do they indicate that we are just reaching more veterans? As cost-
effective and welcome as non-institutional options may be for all 
concerned, there are times when this option is not the best option 
and institutional care is warranted. 

This institutional option does not diminish as the population of 
85-year-olds grows. With the number of those likely requiring long-
term care in a nursing home setting growing, why did this adminis-
tration in its 2004 budget request propose closing some 5,000 beds? 
Why does VA propose limiting access by veterans it is required to 
treat? 

Mr. Chairman, in our oversight role, this committee must con-
sistently look over the horizon and help VA identify potential prob-
lems they may have missed in their planning and budgeting proc-
ess. Thank you for calling this hearing. I believe it is important to 
have a VA plan for adequate care for our veterans. 

Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Ms. Hooley. I would like to welcome 

our first panel of witnesses to the table. I am sorry, I would like 
to recognize Congressman Stearns, who is the author of the Millen-
nium Health Care Act, for any comments he would like to make. 

OPENING STATEMENT OF HON. CLIFF STEARNS 

Mr. STEARNS. Thank you, Mr. Chairman. I got in in the nick of 
time here. I appreciate that. And, again, I want to thank you for 
holding this hearing on VA long-term care programs. As you men-
tioned, I was very proud to author the Millennium Health Care 
Benefits Act, Public Law 106–117. And important components in it 
were to expand long-term care options for veterans and their care 
givers. I see that the 2000 census-based veteran population 2001 
shows there were 25.6 million veterans in 2002. I think a lot of 
them obviously live in Florida. In fact, actually, Florida has the 
second-largest veterans population and the number one, Mr. Chair-
man, oldest. So long-term care needs are of tremendous interest to 
our state. 

The VA points out that the most new demand for LTC is being 
met through non-institutional services. And there is also a rise in 
home and community health care-based care. As the author of a 
provision in the new Medicare law that conducts a demonstration 
project for consumer-directed care, which is currently done in the 
Medicaid program, with great emphasis in home care services, I am 
intrigued to hear what might be some options for veterans here 
today. 

So, again, I thank you, Mr. Chairman, for holding this hearing, 
and I look forward to hearing from our panelists. 
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The CHAIRMAN. Thank you very much, Mr. Stearns. I would like 
to welcome Ms. Cynthia Bascetta, who is the director of the Vet-
erans’ Health and Benefits Issues at the General Accounting Office. 
For the past 4 years, she has led reviews of VA budget and plan-
ning process and evaluations of specific programs in the Veterans 
Health Administration and the Veterans Benefits Administration. 
Before that, she directed GAO’s work on the Social Security Admin-
istration’s disability programs. Her work resulted in billions of dol-
lars in savings and supported bipartisan legislation to improve the 
disability insurance and Supplemental Security Income programs. 

Ms. Bascetta joined GAO in 1983 after beginning her career at 
the U.S. Department of Labor’s Occupational Safety and Health 
Administration where she prepared regulatory impact analyses of 
major workplace health standards. She has been a frequent and 
very valuable witness before this committee, and we welcome her 
today. 

She is joined by Dr. John Daigh, who is the Assistant Inspector 
General for Health Care Inspections in the Office of the Inspector 
General at the VA. Dr. Daigh has a distinguished career as a colo-
nel with the United States Army. He attended the United States 
Military Academy in West Point, New York and graduated with a 
Bachelor of Science degree in 1974. He obtained his medical degree 
from the University of Texas Medical School in Dallas, Texas in 
1978. He also has a degree in accounting and a master’s degree in 
taxation. 

Dr. Daigh held various positions from 1983 to 1998 at Walter 
Reed Army Medical Center. Most recently he was the chief of the 
Department of Neurology. He has also spent time at the Uniformed 
Services University of Health Sciences in Bethesda, MD as assist-
ant professor of neurology and assistant professor of pediatrics 
from 1984 to 2002. He retired from active duty in 2002. And Dr. 
Daigh, you are welcome, as well. 

Ms. Bascetta, if you could begin and introduce the remainder of 
your panel, if you would. 

STATEMENTS OF CYNTHIA A. BASCETTA, DIRECTOR, 
HEALTHCARE, VETERANS’ HEALTH AND BENEFITS ISSUES, 
GENERAL ACCOUNTING OFFICE, ACCOMPANIED BY JIM 
MUSSELWHITE, ASSISTANT DIRECTOR, HEALTHCARE, VET-
ERANS’ HEALTH AND BENEFITS ISSUES, GENERAL AC-
COUNTING OFFICE; AND JOHN D. DAIGH, JR., M.D., ASSIST-
ANT INSPECTOR GENERAL FOR HEALTH CARE INSPEC-
TIONS, OFFICE OF INSPECTOR GENERAL, DEPARTMENT OF 
VETERANS AFFAIRS, ACCOMPANIED BY VICTORIA COATES, 
DIRECTOR, ATLANTA REGIONAL OFFICE OF HEALTHCARE 
INSPECTIONS, OFFICE OF INSPECTOR GENERAL, DEPART-
MENT OF VETERANS AFFAIRS 

STATEMENT OF CYNTHIA A. BASCETTA 

Ms. BASCETTA. Thank you, Mr. Chairman. I am accompanied 
today by Jim Musselwhite, who led this work. We appreciate the 
invitation to testify today about VA’s long-term care services. I 
won’t repeat the projections we know so well, but I would like to 
point out that for the last 6 years the aging veteran population has 
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already posed a pressing demographic challenge for VA. During 
this time, the ranks of these elderly veterans rose dramatically by 
about 100 percent. As you know, these are the veterans most in 
need of long-term care services. And now and for the foreseeable 
future we can expect many of them to seek a range of long-term 
care services from VA. 

Our current findings provide a clear picture of changes in work-
load for both nursing home care and non-institutional services. But 
they also raise important questions yet to be answered. In a nut-
shell, has access to VA services been sufficient to meet the needs 
of elderly veterans so far and will it be sufficient in the future? An-
swering this fundamental question will require better analysis and 
data from VA than we have seen so far. 

My testimony today is based on our ongoing review for this com-
mittee of VA’s nursing home care and non-institutional services 
workload, measured in terms of average daily census. Our work re-
quired extensive data verification efforts because VA could not pro-
vide reasonable assurance that its data were complete and accu-
rate. In particular, information from headquarters was often de-
layed and inconsistent with network data. Workload numbers for 
some services took VA over 6 months to provide with sufficient doc-
umentation, and we are still waiting for complete documentation of 
VA’s non-institutional services workload. Although we are con-
fident in the findings we are reporting to you today, we continue 
to be concerned about VA’s ability to provide basic management in-
formation about long-term care in a timely and reliable manner. 

Let’s look first at what happened to nursing home workload over 
the last 6 years. In 2003, nursing home workload was 33,214, 1 
percent below its fiscal year 1998 workload, with a dip in fiscal 
year 2000 of 8 percent below the 1998 level. Dis-aggregating the 
data by network reveals much greater increases and decreases in 
this workload. The sharpest decline was 19 percent in one network 
and the steepest increase was 42 percent in another. VA needs to 
explain what this variation might mean for meeting veterans’ 
needs in different parts of the country. 

Where veterans receive nursing home care also changed during 
this period. The average daily census in VA’s own nursing homes 
and in community nursing homes combined dropped by more than 
2,400. In contrast, average daily census in state veterans homes 
rose steadily, almost offsetting the declines in the other settings. 
By 2003, fully half of all nursing home care was provided in state 
homes, up from 43 percent in 1998. 

To evaluate this change, we need to better understand the impli-
cations for access, quality, and cost of this shift to using state vet-
erans homes. And we need to know if the slice of the nursing home 
pie going to state veterans homes is going to grow even larger. 

VA’s own homes now account for about 37 percent of the work-
load, down from 40 percent in 1998. This is largely explained by 
our analysis of length of stay trends, which shows that fewer vet-
erans with stays of 90 days or longer were in VA’s own homes. 
Short stay patients increased but not enough to offset the decline 
in long-stay patients. Again, a network level analysis shows vari-
ation in this trend. While most networks showed declines, long stay 
patients in VA’s own homes did increase in five networks. 
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VA officials attribute the overall decline in long stay patients to 
the priority given to post-acute care, the type of skilled nursing 
home care financed by Medicare. We need a better understanding 
of the effect of this priority on VA’s ability to provide long-term 
nursing home care. VA can help by making transparent its strategy 
for providing the full continuum of long-term care services to eligi-
ble veterans. 

The workload in community nursing homes paralleled the decline 
in VA’s own homes, dropping from 17 to 13 percent of workload by 
2003. Many fewer veterans received care in this setting. VA offi-
cials told us that compared to the past, they used shorter-term con-
tracts, often 30 days or less, to transition to veterans to nursing 
home care financed by other payers, such as Medicaid. 

Turning to non-institutional services, we found that average 
daily census increased by 75 percent over the last 6 years, although 
these services still constitute a much smaller proportion of the total 
long-term care workload. Much of the growth was in skilled home 
health care and homemaker home health aide services, which are 
key to preventing or delaying nursing home care. 

As in our prior work, once again the prominent theme of vari-
ation, this time among facilities, was a key finding for us. Some fa-
cilities did not offer some of the non-institutional services at all or 
offered them only in certain parts of the geographic area they 
served. But, as I mentioned in my initial remarks, we have not 
been able to analyze the potential variation in this workload be-
cause of significant delays in obtaining data from VA. 

Mr. Chairman, I would also like to point out that the workload 
numbers we present for home-based primary care are substantially 
lower than those reported by VA in the budget and in previous tes-
timony. This is because we re-calculated them for comparability 
with the measures of all other non-institutional services and to bet-
ter reflect utilization. As you can see, our estimate of this workload 
is 944, much less than the 8,370 figure reported by VA for 2003. 

To summarize, because of the striking demographic changes that 
have already occurred, and the further aging of the population ex-
pected over the next decade, it seems clear that you and other 
stakeholders need answers to several important questions. We be-
lieve such information is necessary for more effective oversight of 
both VA’s performance so far and its plans to meet the long-term 
care challenge in the future. 

We look forward to continuing our work for you on these very im-
portant matters. 

[The prepared statement of Ms. Bascetta appears on p. 51.] 
The CHAIRMAN. Ms. Bascetta, thank you very much for your tes-

timony. Dr. Daigh. 

STATEMENT OF JOHN D. DAIGH, JR. 

Dr. DAIGH. Mr. Chairman, I am pleased to have Ms. Victoria 
Coates here beside me. She is the regional director from Atlanta 
from our office. 

Mr. Chairman and members of the committee, I am pleased to 
be here today to discuss programs that directly impact the quality 
of life of millions of veterans who need long-term care services. 
Today, I will present you with the results of our evaluation of the 
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Department of Veteran’s Affairs Veterans Health Administration 
Community Nursing Home Program and the Homemaker and 
Home Health Aide Program. The Department of Veterans Affairs 
Office of Inspector General, Office of Healthcare Inspections con-
ducted an evaluation of the community nursing home program to 
follow up on the Veteran’s Health Administration’s efforts to 
strengthen their monitoring of the program and to ensure that vet-
erans receive appropriate care in a safe environment. 

We visited eight VA medical facilities nationwide that contracted 
with 302 community nursing homes in their jurisdiction. We visited 
25 of these nursing homes where we selected a sample of 111 vet-
erans who were residents in these facilities, and we visited these 
veterans at these nursing homes. We reviewed their medical 
records at the nursing home and at the referring VA medical facil-
ity. At each VA medical facility, we interviewed the community 
nursing home program directors and staff, the relevant contract of-
ficials, and VA facility managers. 

We also reviewed data from the Department of Health and 
Human Services, Center for Medicaid and Medicare Services. We 
found that while veterans we visited in the community nursing 
homes were generally well cared for, 8.1 percent of the veterans in 
our sample had been the subject of reported cases of abuse, neglect, 
or financial exploitation. Twenty-seven percent of the veterans in 
our sample were placed in nursing homes where CMS data showed 
that the nursing home had placed residents in harm’s way or in 
immediate jeopardy. Quality assurance data from community nurs-
ing homes was often not incorporated into the VA medical facility’s 
decision-making process. Contract procedures and inspection prac-
tices varied among VA facilities. Community nursing home review 
teams do not meet annually with Veterans Benefit Administration 
fiduciary and field examination examiners to discuss veterans of 
mutual concern. 

We made 11 recommendations to the VHA and one to VBA in 
this report. The under secretary for health concurred with all rec-
ommendations except one affecting community nursing homes more 
than 50 miles away from parent facilities. The under secretary for 
benefits concurred with the recommendation to improve the infor-
mation exchange between VBA and VHA personnel. 

Let me now move on to our evaluation to determine whether the 
homemaker and home health aide programs at VHA medical facili-
ties were in compliance with VHA policy and whether homemaker 
and home health aide services provided to patients were clinically 
appropriate, cost-effective, and met customer expectations. 

As part of the Office of the Inspector General’s combined assess-
ment program reviews, we inspected homemaker and home health 
aide programs at 17 VA facilities. We selected 142 patients as a 
sample population. Our reviews showed that 20 of these 142 pa-
tients had medical records that indicated that the patients did not 
meet clinical eligibility requirements to receive homemaker and 
home health aide services. Twelve the 142 patients did not have 
any activities of daily living dependencies documented in their ini-
tial assessments for homemaker and home health aidee services. 
Fifty-nine percent of the VA medical facilities we visited had wait-
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ing lists for placements in their homemaker and home health aide 
programs. 

Only 18 percent of the community health agencies we visited pro-
vided quarterly documentation of performance improvement activi-
ties back to the VA program managers. And 24 percent of the vet-
erans receiving homemaker and home health aide services also re-
ceived basic special monthly compensation or pension benefits from 
VBA due to their need for agent attendance. 

We recommended that the under secretary for health issue a pol-
icy replacing the expired VHA Directive 96–031 and provide addi-
tional guidance requiring that patients receive thorough initial 
inter-disciplinary assessments prior to homemaker and home 
health aide program placement. We also recommended that pa-
tients receiving homemaker and home health aide services meet 
clinical eligibility requirements and that benchmark rates for these 
services be established. We further recommended that the under 
secretary seek general counsel opinion on whether veterans basic 
monthly compensation from the Veterans Benefit Administration, 
due to their need for aid in attendance, status be considered when 
prioritizing these services and determining the frequency visits. 
The under secretary of health concurred with the findings and rec-
ommendations. VHA subsequently published guidance for bench-
mark rates to be used for this program. 

This concludes my testimony. I would be pleased to answer any 
questions that you and the members of this committee may have. 

[The prepared statement of Dr. Daigh appears on p. 70.] 
The CHAIRMAN. Thank you very much, Dr. Daigh. Let me just 

begin the Federal Advisory Committee Report in 1998 made this 
comment in their conclusion section, ‘‘Without changes to the sys-
tem, VA is at risk of eventually dismantling its long-term care sys-
tem. Despite high quality and continued need, long-term care is 
perceived to be an adjunct entity unevenly funded and under val-
ued. Continued neglect of the long-term care system will lead to 
further marginalization and disintegration and have costly unin-
tended consequences throughout the VA health care system.’’ 

And I was wondering as you have made your recommendations 
and as I have read your reports, you paint, I think, a very dis-
turbing picture of the unanswered questions about whether or not 
the shift to the state homes has indeed has led to any demise in 
the area of access or quality, not to mention the fact that we have, 
as you pointed out in your testimony, Dr. Daigh, a significant rise 
in those who will be eligible peaking in the year 2013. The num-
bers are staggering when you look at need. And yet we seem to be 
ebbing if not in decline. Mention was made earlier about the 5,000 
beds that might have been idle had the recommendation for fund-
ing gone through for 2004. 

In a bipartisan way, this committee, working very, very hard in 
a tortuous legislative process that only within days concluded, 
upped the amount of money available for health care, medical care 
by $2.9 billion year over year for a big increase. So the hope is that 
at minimum those 5,000 beds not only will not be idle, they will 
remain robust and available, but that we will also add to them. 

If you could comment on that question: have we made any 
progress? There was a very dire observation made back in 1998 
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about the corrosive effect of neglect, the idea of being undervalued. 
And then we look at VISN–2 where there is the Partners for De-
mentia and they are working side by side with the Alzheimer’s As-
sociation, and we will hear about that later on. There is a recogni-
tion that much could be done where there is the will, if you might 
want to comment on that, Ms. Bascetta? 

Ms. BASCETTA. Well, I think we are definitely making progress, 
particularly in the non-institutional area, but the burning question 
is what is the need, what is the range of services that veterans 
need and in what parts of the country and how are the services 
matching up with the need. That is what has been lacking for a 
long time. And without that fundamental information, I don’t know 
how we will ever be able to decide how much progress we have 
made and whether the steps that we are taking are ones that we 
agree are appropriate. 

The CHAIRMAN. Are there reasons why you have been unable to 
get that basic data? 

Ms. BASCETTA. Well, that basic data that we are talking about 
now as opposed to the information on program review that we have 
been trying to get is their long-term planning model, which is sepa-
rate from the data problems that I was discussing in my testimony. 
We have been asking about the status of the long-term planning 
model probably for about a year now. And, as you mentioned in 
your opening statement, part of that is linked to CARES. 

The CHAIRMAN. We will have, and this committee will do its rig-
orous oversight on any recommendation by CARES, but I find it 
still to be astonishing and unconscionable that left out of the proc-
ess is a meaningful discussion, or any discussion at all, about long-
term health care and what assets are needed to accommodate this 
exponential growth in need. 

Let me just mention Dr. Joel Streim, who will not be testifying—
he can’t make it today—but he has submitted testimony from the 
American Association for Geriatric Psychiatry. He makes a very in-
teresting point which we all kind of know, but he quantifies it I 
think in a way that bears raising, especially if we are going to 
marry up need—or resources with need. He points out that: ‘‘The 
prevalence rate of diagnosable psychiatry disorders among resi-
dents of community nursing homes is between 80 to 90 percent. We 
call them nursing homes but the numbers indicate that these facili-
ties are defacto institutions for the care of patients with mental 
illnesses.’’ 

Dr. Daigh, you may want to comment on this as well. He points 
in his testimony that there is a lack of the type of skill base, espe-
cially psychiatrists and people who could handle people suffering 
from dementia, so that the provision of care may not be meeting 
the actual day to day needs of those who are in, as he points out, 
what are really homes for mental patients, particularly with de-
mentia. 

Dr. DAIGH. Mr. Chairman, I was a little surprised when we did 
our review of nursing homes and we went in and looked at the pa-
tients, to what extent psychiatric illness was a major factor in 
these patients care. A number of the veterans of World War II age 
in our sample turned out to be gentlemen who had actually been 
under government care for many years and were in long-term care 
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because they had schizophrenia or other chronic illnesses. A tre-
mendous number of patients had Alzheimer or Parkinson’s Disease 
or other disabilities of age. 

So it is a very difficult problem for this patient population and 
it is an extremely prevalent problem, which complicates the care 
greatly. 

The CHAIRMAN. Ms. Bascetta, did you want to comment on that? 
Ms. BASCETTA. The scope of our work was really limited to the 

elderly. We didn’t look specifically at other chronic conditions that 
would require long-term care services. 

The CHAIRMAN. But as he points out, these are the people al-
ready being cared for in at least the institutional settings? 

Ms. BASCETTA. That is right. 
The CHAIRMAN. Okay, I see my time is up. Mr. Evans? 
Mr. EVANS. Thank you, Mr. Chairman. What is the status of rec-

ommendations you have made regarding contract nursing homes, 
do you consider these problems to be resolved? 

Dr. DAIGH. Sir, we have not yet had the policy adjustments, we 
had asked VHA to come out with some policy and make some ad-
justments and those policy adjustments have been worked on over 
a number of years. And we are not yet satisfied that the adjust-
ments they have proposed meet the standards that we would like 
to see for that program. It has been one of the problems that we 
have had with this program is getting a timely cycle between the 
creation of policy, the implementation of policy, and then the revi-
sion of policy. 

Mr. EVANS. What is your time line? How long can we expect the 
committee to—— 

Dr. DAIGH. I believe that we will receive the next draft immi-
nently. I believe that they are shortly to get us that draft, but we 
have heard this for some time now so we would like them to move 
a little quicker. 

The CHAIRMAN. Thank you. Mr. Moran has left. Mr. Beauprez? 
He has left. Mr. Renzi? 

Mr. RENZI. Thank you, Mr. Chairman. Dr. Daigh, when you were 
providing us with a statement, you mentioned the abuse of our vet-
erans. And I think you used a figure of 8 percent. When you define 
abuse, what kind of abuses are we seeing? 

Dr. DAIGH. We used standard definitions of abuse, the Federal 
Register had a definition of abuse and that is what we used. 

Mr. RENZI. What are they? What type of abuse? Bed sores? 
What? 

Dr. DAIGH. Oh, I see what you are talking about. We basically 
looked for neglect, abuse, and financial abuse. 

Mr. RENZI. When the abuse is found, what types of penalties, 
what corrective measures are immediately put into place? 

Dr. DAIGH. It depended on the level of abuse. If it was significant 
abuse and brought to the attention of VHA employees, we found 
that they generally acted responsibly. VHA would offer the vet-
erans an opportunity to obtain care at another nursing home or 
they would seek proper resolution of the problem. It is hour hope 
that by more aggressively monitoring these homes, we could pre-
vent instances of abuse. So a stronger program we think might 
lead to less abuse. 
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Mr. RENZI. Thank you. When we are dealing the majority of time 
with contract labor, not government employees, correct? 

Dr. DAIGH. That is correct, sir. 
Mr. RENZI. So you have the ability to fire them or relieve them 

much quicker or you have the oversight over the contractor itself? 
Dr. DAIGH. I am uncertain of the answer to that question, sir. 

These are veterans in contract nursing homes, off the premises of 
the VHA facility so I don’t know the answer to that question. 

Mr. RENZI. Okay, maybe I can follow up later with Dr. Roswell. 
Thank you, sir. Thank you, Mr. Chairman. 

The CHAIRMAN. Mr. Michaud? 
Mr. MICHAUD. Thank you, Mr. Chairman. This one is for Mr. 

Bascetta. You are finding that increasing amounts of long-term 
care are being provided by state veterans home. I am very con-
cerned that efforts to treat VA funding as a third party liability for 
Medicaid purposes may result in bankruptcy or closure of some of 
these homes. What impact would the loss of state home beds have 
on veterans, especially veterans with mental impairments who may 
need long-term institutional care? 

Ms. BASCETTA. Well, clearly with the growing tendency to place 
more and more veterans in the state homes, if there are financial 
difficulties and there is some contraction in the number of beds 
there, without going back to community homes, those veterans 
would be hard-pressed to have access to care. We didn’t look at the 
cost implications of any of these shifts in our work so far, but we 
do intend to look much more closely at both VA’s expenditures and 
the rest of the financial implications of the changes in these 
settings. 

Mr. MICHAUD. This question is for Dr. Daigh. You had mentioned 
about abuse in homes. What happens to some of these homes, is 
there a penalty for some of the abuse that you had found or find? 

Dr. DAIGH. In the course of our inspection, the cases of serious 
abuse that we found, that would typically make the newspapers or 
everyone would agree is blatant abuse, they didn’t occur to any of 
the patients in our sample. But they did occur to other residents 
in the nursing home in which veterans were resident while we 
were doing our study. And we thought that when it came to light, 
the individuals from VHA acted very responsibly in trying to ame-
liorate the situation the best they could in terms of treating the 
veterans appropriately. With respect to penalties to the nursing 
home, that was not the purview of our review. Most of these 
incidences would be reported to the state ombudsman and would 
also be investigated through local and state agencies. 

Mr. MICHAUD. Do you think, talking about abuse and there are 
certain types of abuse, some are more severe than others, that vet-
erans should have the right to sue individually the Federal Govern-
ment and administrators of the government for the abuse they 
have given veterans for not adequately providing the care that they 
are supposed to give our veterans in this country? That is a dif-
ferent type of abuse but definitely we are not taking care of the 
veterans. There are homeless veterans out there. There are hos-
pitals who are refusing to deal with any more veterans because of 
the waiting list. Do you think that is a different type of abuse that 
we should hold the Federal Government accountable? 
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Dr. DAIGH. Sir, I have not adequately considered that proposition 
and I don’t feel qualified to answer that right now. I could respond 
in writing if you like but I haven’t thought about that enough. 

Mr. MICHAUD. Yes, if you could respond in writing. Thank you, 
Mr. Chairman. 

The CHAIRMAN. Chairman Simmons? 
Mr. SIMMONS. Thank you, Mr. Chairman. To Ms. Bascetta, I am 

intrigued by how the VA provides per diem for people in long-term 
care that are in state hospitals or in other types of environments. 
And you mentioned that you have not perhaps studied the funding 
system thoroughly, that you may be doing that in the future, so if 
you can’t answer the question, I would be intrigued in having you 
pursue it a little bit. But the question essentially is how do we pay? 
The VA, as I understand it, will pay a per diem for a veteran in 
long-term care in a state hospital. In some cases, I have heard that 
that is offset by Medicare payments. 

And so my first question is is that per diem in addition to state 
Medicare payments or is there an offset so essentially the VA is 
subsidizing the state in its obligation under Medicaid? And then, 
secondly, it is my understanding that the per diem payment is real-
ly a fraction, in some cases 10 percent of what the cost would be 
if the long-term care was provided in a veterans facility, that the 
VA offsets the cost in private nursing homes to about 70 percent 
of the cost. 

So in this regard, and I know Dr. Roswell will probably respond 
to this question as well. In this regard, it does seem that the state 
option is a bargain. Have you had any opportunity to study that 
kind of reimbursement and have any recommendations to make on 
that subject? 

Ms. BASCETTA. As you pointed out, we haven’t looked in depth 
at this yet. We have a general awareness of the relative cost. And 
the state homes do appear to be much less expensive in terms of 
the per diem. I believe it is a little bit over $50 a month, the pay-
ment that the VA makes to the state homes. But they also share 
in the construction costs. So I guess the bottom line for us is that 
we hesitate to say anything at this point because what we do know 
is that the financing is very complicated, not only between the VA 
and the state homes but with all the other payers who are poten-
tially involved. 

Mr. SIMMONS. One other question you may not be able to answer 
as well, sorry about that. Dr. Roswell is taking notes. When these 
payments are made, are they made directly to the state home or 
are they made to the state general fund out of which then the dol-
lars are allocated? Do you have any idea for that? 

Ms. BASCETTA. Another good question that I will find out the an-
swer for you hopefully in our continuing work. 

Mr. SIMMONS. The bottom line I guess from my perspective is I 
am looking for a good deal for the veterans, not necessarily a good 
deal for the states. 

Ms. BASCETTA. We agree and we think that one of the funda-
mental questions is the cost-effectiveness of the care. You need to 
know about the needs piece but you need to know about the effi-
ciency with which the care is being provided, not only for the vet-
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erans but to assure that the taxpayers are getting the best value 
for their money. 

Mr. SIMMONS. Thank you, Mr. Chairman. 
The CHAIRMAN. Mr. Strickland. 
Mr. STRICKLAND. Thank you, Mr. Chairman. The question is for 

Ms. Bascetta. My understanding is that the VA is now providing 
long-term care and I will define that by being 90 days or longer to 
only about 19 percent of the nursing home patients. First of all, is 
that consistent with your conclusions? And that being the case, es-
pecially for the older and the sicker veterans, is this leaving a gap 
in the continuity of care? Are there patients greater than 19 per-
cent that may be in need of extended care beyond the 90 day period 
of time? 

Ms. BASCETTA. That is a good question that I don’t have the an-
swer to. These are some of the issues that we would like to pose 
for VA about what the basic need is out there and how well it is 
being met or not being met. Clearly, the kinds of continuity gaps 
that you are talking about are really problematic for filling the con-
tinuum of services that veterans in these situations need. And we 
know that the best health care outcomes are achieved when the 
transitions are smoothest between different care settings and dif-
ferent types of services. 

Mr. STRICKLAND. The second question, your analysis did not dif-
ferentiate between the VA and contract settings and examining ca-
pacity. As you know, this committee has required the VA to main-
tain the capacity of its in-house programs. This is my question. Are 
the settings in VA, contract settings equivalent in your view? Do 
they tend to provide the same kind of care or the same quality of 
care? 

Ms. BASCETTA. We have not looked at quality of care. Perhaps 
the IG has a comment about that. We did note, particularly in the 
non-institutional area, that especially with our adjustment in the 
calculation of the home-based primary care, which is roughly equiv-
alent to the skilled home health care that Medicare provides, those 
non-institutional services are overwhelmingly provided under con-
tracts, not by VA’s own employees. But as far as quality of care, 
we don’t have any observations at this point. 

Mr. STRICKLAND. Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Mr. Strickland. Mr. Stearns? 
Mr. STEARNS. Thank you, Mr. Chairman. Ms. Bascetta, how 

many years have you been an analyst on VA matters? 
Ms. BASCETTA. A little over 5 years now. 
Mr. STEARNS. Okay. What did you do before that? 
Ms. BASCETTA. I worked on Medicare and Medicaid issues for a 

while, and I spent about 6 or 7 years on social security disability 
issues. 

Mr. STEARNS. You are an expert as far as I am concerned. So you 
have had an understanding of the VA health and you have also 
studied Medicaid, I assume, you have a pretty good feel for that. 
The staff was kind enough to give me some statistics here. Bear 
with me. VHA is about a $30 billion program in operation. And 
they spend about $3 billion on long-term care. 

But, as I understand, Ms. Gong is going to testify that Medicaid, 
a $200 billion agency, spends about $75 billion on long-term care. 
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So the VA is spending about 10 percent and Medicaid about 37 
percent. 

So the differences are pretty dramatic. Does that mean in your 
analysis that the VA is not spending enough or Medicaid is spend-
ing too much? 

Ms. BASCETTA. Well, we are talking about pretty different 
populations. 

Mr. STEARNS. This is long-term care. Isn’t long-term care long-
term care? 

Ms. BASCETTA. Well, I don’t know what is included in the Med-
icaid long-term care numbers compared to the VA long-term care 
numbers in the sense that there are a lot of—— 

Mr. STEARNS. Well, you know what the components are for the 
long-term care for veterans, don’t you? 

Ms. BASCETTA. Yes. 
Mr. STEARNS. Okay. 
Ms. BASCETTA. But in the Medicaid population there might be a 

significantly younger population with chronic disabilities who are 
included in the $75 billion. 

Mr. STEARNS. I know but you and I both know populations, pro-
files of people who are in chronic need of long-term care is about 
similar, profile-wise, across the country. I think what you are try-
ing to do is hedge because it is two different programs. I am just 
speaking in general here. We are not going to go down into the de-
tails of each patient here. We are just talking in general statistics. 
You have got 10 percent in the VA and 37 percent in Medicaid. 
Surely there has got to be something this tells you. 

If you had to decide on which, would you think the VA is using 
the dollars wisely or Medicaid, I mean from your analysis just give 
me a broad answer here, just yes or no? 

Ms. BASCETTA. Well, I wish I could. I am uncomfortable saying 
yes or no more on the VA side because I don’t know how well they 
are meeting the need in terms of efficiency. I don’t know whether 
the $3 billion is efficiently spent. I don’t know the answer for that 
on the Medicaid side either for that matter. 

Mr. STEARNS. Have you ever studied Medicaid? 
Ms. BASCETTA. Quite a while ago. Most of my Medicaid back-

ground is on the public health side, not on the long-term care side. 
Mr. STEARNS. Ms. Bascetta, in this whole room and probably in 

America, you are about as good an expert as anybody is going to 
be. There certainly is not going to be anybody with more experience 
than you. You have been an analyst 5 years on veterans. You have 
been on the Medicaid some time ago. I just call attention, Mr. 
Chairman, that the statistics here would show that the VA, at my 
first blush, that they should be spending more money on long-term 
care than 10 percent. 

Is that a fair statement, Ms. Bascetta? Do you think I am wrong 
saying that? 

Ms. BASCETTA. Well, I wouldn’t say you were wrong. 
Mr. STEARNS. That is okay, you can say I am wrong. 
Ms. BASCETTA. I would go back to my original concern about my 

own knowledge of what is in that Medicaid number. For example, 
one of the younger populations that are high utilizers on the Med-
icaid side are children and adults with mental retardation. 
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Mr. STEARNS. That is a good point. 
Ms. BASCETTA. That is not in the VA population. 
Mr. STEARNS. That is a good point. 
Ms. BASCETTA. And I wish I knew, I wish I could tell you, maybe 

I could find out for the record what percentage of the $75 billion 
is spent on services like that. 

Mr. STEARNS. Well, let me move on. I have another question. 
This is a little bit of what Chairman Simmons has mentioned, that 
the state option is a bargain. He said, ‘‘The 1998 Long-Term Care 
Advisory Committee recommended VA hold steady on in-house 
nursing home beds and dramatically expand non-bed and home-
based programs.’’ In fact, I put these recommendations in the Mil-
lennium Health Care Bill. The GAO reports the 85-plus age group 
has grown by 100 percent but the VA’s overall long-term growth 
was 11 percent. Why has VA’s non-bed programs not grown more 
since 1998? Do you understand the question? 

Ms. BASCETTA. Yes, and I think that that is a very important 
question to pose to VA because there does appear to be much less 
growth in the total combined workload of the institutional and non-
institutional services compared to the dramatic growth in the elder-
ly population, that proportion over 85 who would be most in need 
of those services. 

A question for the future though, and something I also feel frus-
trated because I don’t know enough about is the capacity in the fu-
ture to meet that need because what is different in VA than in the 
general population is that the other users of long-term care elderly, 
not younger people with chronic illnesses, but the other elderly 
component is those between 65 and 84. That component in the gen-
eral population is growing very fast. But in the VA it is going to 
decline very steeply. 

So they may have sufficient capacity to meet the need of the 85’s 
and over or of the entire elderly population. We don’t know. These 
are the kinds of numbers we are trying to really press VA to 
produce for us so we can make some informed decisions about what 
they need to meet the needs in the future and whether they can 
do it with the resources they have now or whether we need to have 
a broader discussion about other funding streams. 

Mr. STEARNS. Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you very much. I am going to have to 

leave for a moment but before I go on to Ms. Hooley, just make a 
point if I could and perhaps you might want to answer this. When 
Cliff Stearns’ bill became law, it set a minimum at the 1998 level 
for long-term health care capacity, not a maximum but a minimum, 
a floor. Many of us are concerned that that floor has been breached 
and would have been breached in a profound way had the previous 
budget become law. 

Perhaps you might want to speak to the issue. We shouldn’t be 
thinking in minimums when you talk about long-term health care. 
The $64 question that I had that I have not been able to get an 
answer to is what percentage of eligible veterans, who could utilize 
long-term health care, actually get it? Is it 5 percent? Is it 10 per-
cent, who get it from the VA that is. 

And the second question is not unlike the first, and maybe in 
part not an answer but my sense of what is happening. The VA 
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sees that Medicaid, especially with the spend down provisions, peo-
ple spend their own money, and there is a spousal impoverishment 
provision so that the other spouse perhaps doesn’t become a pau-
per, although many times they do, but about 50 percent of those 
in nursing homes are on Medicaid. So in the way the VA has shift-
ed the burden and responsibility that ought to be borne to a great-
er extent, maybe not wholly, totally, but certainly more to Med-
icaid. So I think Mr. Stearns’ question goes right to heart—— 

Mr. STEARNS. It is a good question. 
The CHAIRMAN (continuing). Where does responsibility and duty 

come in or you have finger pointing. But do we have a number, 
how many veterans who are eligible and who could be getting long-
term health care are actually getting it? 

Ms. BASCETTA. I don’t have those numbers. Those are precisely 
what we need from VA to have exactly the discussion that we are 
talking about now. 

The CHAIRMAN. Ms. Hooley? 
Ms. HOOLEY. Yes, thank you, Mr. Chairman. And thank you for 

asking that question and for holding this hearing because those are 
critical questions that we need to have answered. 

Ms. Bascetta, I have a question for you. You stated VA’s long-
term health care policy was post-acute nursing home care as a pri-
ority and then long-term care as resources permit. In your view, do 
the resources seem to permit VA to make long-term care available 
to many veterans? 

Ms. BASCETTA. Well, we know that the non-acute care is avail-
able to varying extents. What we don’t know is the sufficiency 
question that I believe you asked in your opening statement. 

Ms. HOOLEY. Right. 
Ms. BASCETTA. Because again we don’t have a good estimate of 

what is needed, and we are not able to match that need with serv-
ices across different geographic locations. 

Ms. HOOLEY. Do you think we will have, be able to get those an-
swers? 

Ms. BASCETTA. I certainly hope so. I don’t see why not. 
Ms. HOOLEY. Okay. Dr. Daigh, I have a quick question for you. 

I want to emphasize one point of your testimony. You say VA is 
contracting with providers that have significant violations, right? 
And those violations have been identified for Centers for Medicaid 
and Medicaid Services, CMS. Can you just check CMS’ website and 
find out if there have been violations, can you do that? Is it that 
easy? 

Dr. DAIGH. It is that easy and we are encouraging that people 
take that simple step and do that, yes. 

Ms. HOOLEY. My question is is this being done? 
Dr. DAIGH. It is not being done as routinely as we expected to 

see it being done. So the answer is some places did a nice job of 
it but many places did not take that simple step. 

Ms. HOOLEY. Do they all know they can look at that and get that 
information? 

Dr. DAIGH. Most of them did, yes. 
Ms. HOOLEY. And they still didn’t use it? 
Dr. DAIGH. It varied again by facility but it was not uniformly 

used. 
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Ms. HOOLEY. Sometimes numbers are hard to predict things that 
are happening in the future, what the population is going to look 
like but it seems to me this is really an easy thing to do that we 
should absolutely be using when it is right there in front of us. 

Dr. DAIGH. We agree and when we went to look at the contract 
files at VHA facilities, we would have expected to find data like 
that in those files to consider reappointment or renewing the con-
tract. And we didn’t see that as nearly as often we would have 
liked to have. 

Ms. HOOLEY. Okay, thank you, Mr. Chair. 
Mr. SIMMONS (presiding). Mrs. Davis. 
Mrs. DAVIS. Thank you, Mr. Chairman. 
I might just follow up, I think that the questions that people are 

asking in part is why don’t we have some of this information and 
how tough is it to get that? Do you think that—it sounds like the 
VA has really made greater use of its contract non-institutional 
care than perhaps developing its own resources. Is that a fair as-
sessment? And if it is, do you think that—why do you think that 
is from your perspective? 

Ms. BASCETTA. Well, that is a fact. Whether or not that is a wise 
use of their own resources is an open question because we haven’t 
looked at what the relative costs would be of them trying to provide 
that service through their employees. It could very well be that the 
most efficient thing for them to do is to contract those services, par-
ticularly in markets where those services might be plentiful. Maybe 
they can get a very good deal. 

Mrs. DAVIS. There hasn’t really been an attempt to really ana-
lyze that, whether it is rural, whether it is more urban? 

Ms. BASCETTA. We are continuing our work and certainly looking 
at the cost-effectiveness of the current delivery patterns is some-
thing we would want to look at. 

Mrs. DAVIS. You also mentioned the mental health area, which 
is critical. And from your perspective again, we know that that is 
a great need. Is there a sense that this is really from a develop-
ment point of view in terms of growing our own essentially, in 
terms of having the people available, the training, et cetera. 

Do you see a growth in our ability to respond to that or has that 
been kind of on a flat plain, have we not really addressed those 
issues in a way that obviously the population would suggest? 

Dr. DAIGH. That wasn’t one of the questions we looked at in the 
study but the sample population clearly had significant psychiatric 
issues in terms of the incidence of psychiatric disease. And it 
makes it very difficult to provide care in any setting for those pa-
tients and was probably the most important complication of pro-
viding care to this population. I can’t directly answer your question 
based on the questions we asked when we did our review. 

Mrs. DAVIS. I guess going back in terms of the issues around 
Medicaid and again developing those resources, the percentage of 
resources that is put into that would also be helpful to know. Did 
I get a sense that you are having such difficulty getting this infor-
mation? And why is that? Perhaps we will hear in the next panel 
but what is the problem? 

Ms. BASCETTA. Would you like to comment? 
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Mr. MUSSELWHITE. We have had difficulty getting information. I 
am not sure what the problem is but there are inconsistencies in 
data that are provided sometimes between data from headquarters 
and data from a network prospective, for example. Just to give you 
an example, in the nursing home workload, we asked networks as 
well as the headquarters folks what the average daily census num-
bers were for the various years and there were discrepancies which 
we had to work out. And why all that happened, I can’t exactly tell 
you. Some of the issues are just sort of normal data issues that 
occur but others, for example, one network thought that maybe 
they had not input all their data that would count all the people 
who had been in nursing homes over a given period. 

So it is a question in many cases of looking for documentation 
to understand how the information is gathered. For example, in the 
home-based primary care side, we just asked for documentation as 
to how those numbers were calculated. And when we did, that is 
when we understood that they are based on enrolled days, not the 
number of visits that a patient receives. So we went through the 
process with all the non-institutional services and for all the other 
services, it is on the basis of visits. 

So we really had to get behind the numbers to see how they were 
calculated. For example, on home-based primary care, you might 
want to ask VA why they have done it based on enrolled days. I 
can’t answer that. But we tried to be consistent, once we under-
stood how the data were calculated, we put them all in the table 
the same way and it is a different number total than the one VA 
reports. So it takes a bit of getting behind the numbers to figure 
out what is going on. 

Mrs. DAVIS. Appreciate your work on this. Thank you. 
Mr. SIMMONS. The gentleman from New Hampshire, Mr. Brad-

ley, is recognized. Mr. Baker? It is a conspiracy against Republican 
members. 

OPENING STATEMENT OF HON. RICHARD H. BAKER 

Mr. BAKER. Yes, I am accustomed to this treatment, Mr. Chair-
man. In looking at the data provided in Network 17 relative to the 
increase in utilization, it is a rather staggering jump in relation to 
the performance of the network generally where by far and large 
most demonstrated in a decrease while Network 17 was up some 
42 percent, twice it is close to second place finisher. I understand 
that Texas is engaged in significant new construction activities for 
several new facilities now on line with more company. Then looking 
at the VA’s home workload declines, Network 17 had the most sig-
nificant decrease in workload provided by VA-operated nursing 
homes. It appears that there has got to be some policy observation 
arrived at. 

Well, in addition, the community nursing home load was also 
down in Network 17. In your conclusions, one of the questions 
posed is what are the implications for access, quality, and cost of 
VA significant shift using state veterans nursing homes to provide. 

My point is that Texas is appearing to create a very interesting 
policy question for us. If there is nothing the Congress has done to 
initiate Texas’ unilateral action, and it is merely a policy deter-
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mination of the state legislature, we need to be more engaged in 
nursing home provision. 

What does that say to us about the direction of long-term nurs-
ing facility care? Do we need to be concerned about the prolifera-
tion of state facilities at the expense of free enterprise community-
based institutions? Does it have good implications for the VA-oper-
ated facilities? Out of all of this work, what conclusion can you 
draw or observation can you make about the advisability or inap-
propriateness of that step because it is going to get significantly 
more disparate because there are more facilities coming on line. 
Are you worried about that? 

Ms. BASCETTA. Correct. 
Mr. BAKER. Are you happy about that? Don’t care about that? 
Ms. BASCETTA. Well, we don’t know enough about the implica-

tions across the board, cost, quality, and access, to know whether 
we are happy about it or not or whether we are happy in some 
places and not in others. 

Mr. BAKER. Well, if you could maybe without getting overjoyed 
but reach a conclusion at some point because if we don’t, with 
Texas doubling their capacity, they are dictating to us how the sys-
tem is going to function. And there may be advisable directions or 
steps that we should take based on professional analysis of these 
implications. So I just request, Mr. Chairman, that some observa-
tions or recommendations be made about this implication. It clearly 
in the view of the overall network performance is an aberrant act. 
And I don’t know whether it is good or bad either, but I would like 
to have somebody who knows more about it tell me. Thank you. 

Ms. BASCETTA. We agree, thank you. 
Mr. SIMMONS. I thank the gentleman. Before I excuse the first 

panel, and I believe everybody has had a chance at questions, I 
would like to address a question to Ms. Coates, who I understood 
flew up from Atlanta, in the heart of the storm. It is my under-
standing that in December 2003, your evaluation of the VA Home-
maker and Home Health aide Programs noted that about $10 mil-
lion could have been available to provide needed services to vet-
erans if VHA had implemented previous IG recommendations. Is 
that a correct statement? How did you come up with that figure? 
And what comments would you like to make on that subject? 

Ms. COATES. We had an audit division that assisted us in devel-
oping the financial figures. I have a general picture of how those 
numbers were developed, I would be happy to share those. But 
something specific, I would probably need to get back to you on. 

Mr. SIMMONS. If you could do that for the record, we would ap-
preciate it. And we also appreciate your coming up under these dif-
ficult conditions. Thank you very much. Unless there are any addi-
tional questions for panel one, I want to thank them for their testi-
mony and participation. And in the case of the GAO, we look for-
ward to a continuing relationship to answer some of the questions 
that we have posed. 

At this point, I would like to welcome panel two, which is com-
posed of the honorable Robert H. Roswell, Under Secretary for 
Health, Department of Veterans Affairs, accompanied by Dr. James 
F. Burris, who is the chief consultant for geriatrics and extended 
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care of the Strategic Healthcare Group, Veterans Health Adminis-
tration, Department of Veterans Affairs. Welcome, gentlemen. 

Dr. Roswell, you know the routine and I am sure you have a 
statement for the record. We would welcome that. If you want to 
summarize that or plunge into some of the issues that have already 
been raised, I leave that to your discretion. 

STATEMENT OF ROBERT H. ROSWELL, M.D., UNDER SEC-
RETARY FOR HEALTH, DEPARTMENT OF VETERANS AF-
FAIRS; ACCOMPANIED BY JAMES F. BURRIS, M.D., CHIEF 
CONSULTANT FOR GERIATRICS AND EXTENDED CARE, 
STRATEGIC HEALTHCARE GROUP, VETERANS HEALTH AD-
MINISTRATION, DEPARTMENT OF VETERANS AFFAIRS 

Dr. ROSWELL. Well, thank you, Mr. Chairman. I would like to 
make an opening statement, although it will be abbreviated. My 
full statement has been submitted for the record. 

I am certainly pleased to be here to discuss some very important 
issues that have already surfaced and a topic that is very near and 
dear to my heart. With me is Dr. James Burris, our chief consult-
ant for geriatrics and extended care. I would like to say that Jim 
joins us after a lengthy hiatus in leadership in the Office of Geri-
atrics and Extended Care. It has been over 18 months since the 
previous chief left. During that time, we functioned with an interim 
acting chief, a woman who dedicated her life to caring for the na-
tion’s veterans and particularly for long-term care. Sadly, she was 
struck with a terminal illness and has departed VA and is no 
longer with us. But I would like for the record to acknowledge the 
tremendous leadership that Marsha Goodwin-Beck provided as the 
acting director of geriatrics and extended care and someone who, 
as I said, devoted her life to improving the care for veterans. 

Mr. Chairman, the need for accessible long-term care for services 
cannot be overstated. As has been mentioned, by the year 2010, the 
number of veterans over age 85 will triple to more than 1.3 million. 
And in comparison to the general population, VA patients are 
older, with lower income, lacking health insurance, and much more 
likely to be disabled and unable to work. 

VA remains fully committed to providing institutional long-term 
care for eligible veterans who require this level of service. However, 
we must recognize that this type of care is costly and is likely to 
impair longstanding relationships with friends and family and re-
duce the overall quality of life. Accordingly, veterans have indi-
cated a preference for care in non-institutional settings where pos-
sible. And when it becomes necessary, institutional care as close as 
possible to their homes. 

VA has responded to the veterans’ desires in several ways. First, 
we have emphasized rehabilitation care and functional restoration 
in VA nursing homes. This not only improves the cost efficiency of 
acute care services by shifting post-acute care to a lower cost envi-
ronment but it has also led to sufficient patient improvement for 
those cared for in our VA nursing homes to allow over 70 percent 
of veterans treated in that setting to be returned and be discharged 
to their own residences. This emphasis on restoration of functional 
independence has resulted in shorter average lengths of stay in VA 
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nursing homes, allowing more patients to benefit from this 
approach. 

From 1998 through 2003, the number of patients treated annu-
ally in VA staff nursing homes has actually risen from 47,000 to 
almost 56,000 patients, an 18 percent increase, despite the fact 
that the average daily census has fallen slightly from 13,391 to ap-
proximately 12,000. 

When veterans eventually require maintenance care in an insti-
tutional setting, we have emphasized the availability of state vet-
erans homes which allow veterans and their families greater choice 
in the location of care. From 1998 to 2003, the average daily census 
of veterans receiving care in state homes and domiciliaries has 
risen from 18,000 to over 20,000, a 13 percent increase. 

Newer models of long-term care now include a full continuum of 
home and community-based extended care services in addition to 
home care. VA expects to meet most of the need for long-term care 
through CARE coordination, home health care, adult day health 
care, respite and homemaker and home health aide services. VA 
has made steady progress in expanding its own home and commu-
nity-based extended care programs. From 1998 to 2003, the aver-
age daily census in these programs increased from 11,700 to 
18,322, a 57 percent increase. VA plans to reach an average daily 
census of 22,000 in fiscal year 2004. And our new CARE coordina-
tion program will add to that number approximately 7,500 more 
veterans for a total of almost 30,000 veterans by the end of this fis-
cal year. 

Last May, I announced plans to establish the Office of Care Co-
ordination, and I am pleased to report that that office is now fully 
operational. Care Coordination uses best practices derived from sci-
entific evidence to bring together health care resources in the most 
appropriate effective and efficient manner to care for the patient. 
CARE Coordination provides patients a continuous connection to 
clinical support services from the convenience of their place of resi-
dence and supports the family members and others who provide 
care in the home. Initial efforts in Care Coordination are focusing 
on high resource utilization patients with chronic diseases at great 
risk for nursing home placement. 

On a needs basis performed last year, we anticipated that each 
VISN would have at least 1,000 to 1,500 patients who could benefit 
from such services. The emphasis on these programs to support 
non-institutional care of veterans and promote their independent 
living will result in an average daily census in our CARE Coordina-
tion which has grown from 2,000 in fiscal year 2002 to over 7,000 
this year. 

Mr. Chairman, we have had an opportunity to review GAO’s 
draft statement for the hearing and discuss it briefly with them. 
We feel the GAO’s findings emphasizes the need to capture data 
more accurately reflecting the services that we actually provide to 
veterans. While average daily census serves as a useful planning 
and budget tool, it does not truly reflect the great number of indi-
viduals who receive and benefit from the various services we are 
privileged to provide. 

In conclusion, Mr. Chairman, VA has made great progress in in-
creasing the number of veterans who receive needed long-term care 
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services. Today, veterans have more options in more locations 
which allow them to achieve their full functional independence po-
tential and still maintain a satisfying quality of life. 

Mr. Chairman, that completes my opening remarks. Dr. Burris 
and I would be happy to answer any questions you may have. 

[The prepared statement of Dr. Roswell, with attachment, ap-
pears on p. 146.] 

Mr. SIMMONS. Thank you for your testimony. I accept your state-
ment that there are more options available for long-term or chronic 
care. We have moved from an institution-based system to I guess 
what you could call a patient-based system. You have options that 
are available through your state homes, which we have discussed 
a little bit. You have options through local nursing homes that 
would then receive payments from the VA to provide services. And 
you have home health care options, which involve I think distance 
communication so that patient health can actually be monitored at 
some distance from the home with the assistance I guess of a fam-
ily member. 

So I see a variety of options there that I think is important. The 
fundamental question I have is how is the VA monitoring these op-
tions to ensure quality across now a very broad and diverse spec-
trum of service providers? And how is the funding going so that we 
know that you are getting more bang for the buck? We know that 
if you were to provide this service in-house, it would cost almost 
10 times as much as what it costs in a state home. And I guess 
there is a 30 percent saving if you out source to a private nurse 
care facility. 

So I am interested in following the dollars, if you will, and inter-
ested in how you follow the dollars to ensure that these veterans 
get the long-term care that they need? 

Dr. ROSWELL. Well, Mr. Chairman, as important as the dollars 
are, much more important are the veteran and the desires of his 
or her family members. Having said that, we are very scrupulous 
in monitoring the dollars. The VA staff nursing home beds that I 
spoke of on average cost about $400 a day. That higher cost reflects 
the rehabilitation services that are provided, which leads to the 
shortened stay. 

But much more important than the shorter stay is the fact that 
we are actually able to return veterans seven out of 10 times back 
to their homes, where they are functionally independent for at least 
a period of time. The contract community nursing homes on aver-
age cost about $200 a day, roughly half that, a substantial savings. 

Let me point out, though, in response to one of the earlier ques-
tions, that the reality of the contract community nursing home is 
that it is a transition program towards Medicaid-provided long-
term care. Medicaid, as was discussed, devotes a large percentage 
of their budget, 37 percent, to long-term care in institutional set-
tings. VA devotes less than that. 

But let me point out that we don’t even count veterans who 
choose (or their families choose) to receive care through that venue. 
We do assist them, though, in ascertaining Medicaid benefits if 
that is their desire to move to a Medicaid provider in their commu-
nity. When we place a veteran on a contract, we will do so only 
with homes who pass a very rigorous inspection. When they fail to 
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pass that inspection, when they fail to meet CMS certification, we 
withdraw patients from that contract. We are more efficient than 
we once were in ascertaining those Medicaid benefits on behalf of 
our patients and therefore the average length of the contract is 
shorter. But it doesn’t mean fewer patients are receiving care. 

With regard to the state home, as Ms. Bascetta indicated, VA 
provides 65 percent of the cost of construction and in exchange pro-
vides for veterans a discounted per diem of a little over $50 a day, 
a substantial savings. So we have gone from $400 to $200 to zero 
cost for Medicare beneficiaries to $50 for those who seek care in 
state homes. Again, state homes often are a preference for veterans 
seeking care in their community. State homes are in many loca-
tions that VA nursing homes aren’t, and we try to honor the de-
sires of the veteran. We work with the state homes to make them 
more efficient, to achieve discounts on pharmaceutical services. 

One of the things that we have considered in the past is paying 
the full per diem cost, not the discounted per diem cost for veterans 
who are 70 percent service-connected or greater who desire care in 
a state home. I might point out that that is the only veteran group 
that this Congress has seen fit to offer full access to long-term care. 
The eligibility reform legislation, which became effective in 1998, 
makes institutional long-term care services a discretionary benefit. 
It is not part of the uniform benefit. 

The Millennium bill that Mr. Stearns co-authored and spoke 
about adds non-institutional long-term care services to that uni-
form benefit, but institutional long-term care is still mandated only 
for those 70 percent service-connected. By extending that benefit to 
the service-connected veterans, we might be able to further im-
prove the budgetary issues that the state homes are dealing that 
have been alluded to. 

And then I haven’t any mentioned long-term care which is pro-
vided in a non-institutional setting. There we are literally pro-
viding care at a cost of only a few dollars a day. So there is a sub-
stantial savings. Obviously, though, it is not the dollars that drive 
that; veterans repeatedly tell us they would much rather be at 
home than in an institutional setting. 

Mr. SIMMONS. Thank you. I see the red light. I have some addi-
tional questions, but I thank you for that response. Mr. Strickland, 
the acting ranking member? Oh, Mr. Michaud, I apologize. 

Mr. MICHAUD. I switched seats here. 
Mr. SIMMONS. He is moving on me, okay, I apologize. 
Mr. MICHAUD. I am moving on you. I am moving further to the 

center. 
Mr. SIMMONS. That is good. 
Mr. MICHAUD. The question is, a couple actually, Congress re-

cently received a final report from VA on implementation of the 
Millennium bill and it says, and I quote, ‘‘To date, there is evidence 
of at most only small changes in VA long-term care services occur-
ring immediately after enactment of Public Law 106–117 compared 
to what has been expected in absence of the law.’’ What this says 
to me is that VA had decided to create policy regardless of what 
the law says or what the intent of the law says. 

And I guess I have a concern, particularly being a public official 
for 22 years in the State of Maine where bureaucrats tend to do 
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whatever they want to do regardless of whatever the intent or 
what the law actually says. I would like to have you comment. 

Dr. ROSWELL. Well, I think VA is being responsive to the Millen-
nium bill. I apologize that we can’t be more timely in our response, 
but I think good care and honoring the choice of veterans and their 
families requires time for implementation. Let me ask, if I may, 
though, Dr. Burris to provide some specific comments on that. 

Dr. BURRIS. Thank you, Dr. Roswell. Prior to the passage of the 
Millennium Act, we had a series of recommendations from the Fed-
eral Advisory Committee on the future of VA Long-Term Care. VA 
began to take action on a number of those recommendations even 
before the passage of the Millennium Act so that from my point of 
view you would expect the outcomes not to be too different because 
VA and Congress were thinking very much in the same way about 
what the future of long-term care in VA should be. 

In particular, the Crossroads Report, the Report on the Future 
of VA Long-Term Care, recommended that VA sustain its own 
nursing home infrastructure and the community nursing home pro-
gram but that most growth in nursing home care should be in the 
state home program. And that is exactly what we have done. The 
Crossroads Report also recommended that we shift much of the 
care from institutional to non-institutional home and community-
based settings. And, as you have heard, that is exactly what VA 
has done. 

So the fact that we were just thinking alike explains in part that 
there wasn’t a lot of difference between the direction VA was going 
before and after the passage of the Millennium Act. And in part 
what Dr. Roswell said just a moment ago that it takes time to de-
velop the infrastructure and hire the staff and build the facilities 
to make the care available. 

Mr. MICHAUD. I think it talked about maintaining but also to ex-
pand. I guess, Dr. Roswell, this committee recommended an addi-
tional $297 million for long-term care in our views and estimates 
for the fiscal year 2004 budget. Ironically, VA returned about $270 
million to the U.S. Treasury for fiscal year 2003 and left many of 
Congress’ long-term care capacity concern still unaddressed. Can 
you explain? 

Dr. ROSWELL. I am not sure which money you are referring to 
that was returned to the Treasury. But let me point out that we 
are expanding both institutional and non-institutional long-term 
care. When we look at the number of veterans who receive and 
benefit from those services, the expansion of institutional care is 
fairly significant even though the average daily census in the high-
est cost level of care that the chairman asked about has been rel-
atively static or actually declined ever so slightly. But the number 
of veterans who received those services in institutional settings ei-
ther provided directly by or administered through VA has 
increased. 

Mr. MICHAUD. I have several questions I would like to submit in 
writing but my last question is the American Legion says, ‘‘The key 
to fulfilling VA’s obligation to provide long-term care to veterans is 
to obtain mandatory funding for veterans’ health care.’’ Do you 
agree with that? And, if not, why not? 
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Dr. ROSWELL. I believe that the congressional process of over-
sight applies equally well to the formulation of budgets. I am not 
sure that a formula can substitute for the judgment of this Con-
gress in determining what the budgetary needs of the Department 
are. So the Department has examined the interest in mandatory 
funding carefully, but we still believe that health care is not pre-
dictable by a formula and value the oversight that this Congress 
provides. 

Mr. SIMMONS. I thank the gentleman from Maine. As I hear that 
response, I think it means that they value our background and ex-
perience in dealing with these issues on a year to year basis. 

The Chair recognizes the gentle lady from Nevada, Ms. Berkley. 
Ms. BERKLEY. Thank you, Mr. Chairman. When it comes to vet-

erans’ issues, I would rather be called the ‘‘not-so-gentle lady from 
Nevada.’’ Dr. Roswell, it is a pleasure to see you again. I am sorry 
that I am a little late to the hearing. It seems that everyone that 
lives in Nevada is in our nation’s capital today in my office. So I 
had to attend to my responsibilities to the folks back home. 

If I could, would you mind if I entered some remarks into the 
record, since I wasn’t here for opening statements? 

Mr. SIMMONS. Without objection, so ordered. 
Ms. BERKLEY. Thank you for that. Dr. Roswell, you know these 

statistics probably better than I do at this point, and I don’t mean 
to sound like a broken record but I would like to include them in 
the record if that is all right with you. For the last 17 consecutive 
years, Nevada has been the fastest-growing State in the nation, 
and the majority of the growth, of course, has been concentrated 
in southern Nevada, which is Las Vegas, NV, the community that 
I represent. Few communities face a greater need for veterans’ care 
facilities than Las Vegas, home to one of the fastest growing senior 
populations and the fastest growing veteran population in the 
United States. A large number of my Las Vegas seniors have 
served their Nation in uniform, and they are turning to the VA in 
even greater numbers for outpatient treatment, hospital visits, 
nursing home care, a need that is growing particularly acute, as 
you know. 

To help meet the demand for long-term care, the Nevada Vet-
erans Nursing Home in Boulder City opened in August of 2002 
with 180 beds. Those beds are long since filled. We are at capacity 
there already, of course. It is the only one of its kind in the entire 
state of Nevada. It is 30 miles away from metropolitan Las Vegas. 
And it is difficult—if there were beds available, it is still difficult 
for my seniors to access it without a burden to those that have 
family in Las Vegas, which are few. Two years after opening the 
doors, the facility is filled, and we estimate that this trend will con-
tinue over the long term. 

I am concerned for a whole host of reasons. One is that the exist-
ing lack of nursing home beds in Las Vegas and the expected de-
mand for long-term care in the future will continue to strain the 
available resources for veterans in southern Nevada. We have a cri-
sis in our private nursing facilities so whenever the VA is able to 
get a veteran into a private nursing facility, it is at the expense 
of other people, other seniors that are on a very long waiting list. 
That is not a viable option. Home, non-institutional settings often-
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times in the State of Nevada, in Las Vegas is not an option either 
because so many of our veterans move to Las Vegas after they re-
tire and there is no family member there to help them. So they 
need institutional care. 

The CARES plan recognized the needs of the aging veterans pop-
ulation and proposed a long-term care facility with 120 beds in Las 
Vegas as part of a full service medical complex and you know we 
are anxiously awaiting that. This proposal is a major breakthrough 
in health care services for southern Nevada’s veterans and will 
make long-term care more accessible to our aging veterans and 
their spouses. It will not only provide Nevada with desperately 
needed nursing home care beds but will address current and future 
demands for nursing home specialized care and expand necessary 
services, such as Alzheimer care, rehabilitative and sub-acute care. 

I am concerned—as you know, this is an issue that I spend a 
great deal of time on and it is a tremendous passion for me. Under 
the Veterans Millennium Health Care and Benefits Act, I think 
Congress mandated that the VA have 13,500 nursing beds avail-
able. But from what I understand, there are less now available 
than before. How does that impact on a community like mine that 
is so growth-oriented? I have 5,000 new residents a month coming 
into town; many of them are seniors, many of them are veterans. 
This is not going to stop. And if the VA is cutting back on the man-
date, and I hate to use that word, but if it is in the bill, it is in 
the bill, the 13,500, if we are cutting back, what does that do for 
a growing community like Las Vegas with absolutely no veteran 
long-term care facility? 

Dr. ROSWELL. Well, I certainly agree with the proposal that I 
crafted into the National CARES plan, which is now in the final 
stages of review by the independent CARES Commission. The bot-
tom line is that the 13,391 in the Millennium bill is actually an av-
erage daily census in the existing VA nursing homes. 

Part of the premise of CARES, part of the premise of the way 
we are looking at the growth and changes in the veteran demog-
raphy nationwide is that our facilities aren’t where there is the 
greatest need. And some of the facilities as they currently exist are 
woefully outdated. There is no question that in southern Nevada 
the population growth and the veteran growth is so great that we 
will need to place additional nursing home beds in that location. 

In addition to all that you have stated, it will also improve the 
efficiency of the hospital care that we will provide in that location. 
And it will allow us to provide respite care for veterans who are 
able to be cared for in the home even though that may be a smaller 
percentage than the national average. It will allow us to provide 
geriatric assessment to help us identify ways that we can maximize 
the quality of life for veterans who need geriatric care but may not 
yet be ready for institutional care. 

So in addition to all the benefits you provided, those long-term 
care beds will be a part of a full-service medical center, which is 
what is truly needed to serve the population of southern Nevada. 

Ms. BERKLEY. Can I ask a follow-up question? 
Mr. SIMMONS. Of course. 
Ms. BERKLEY. Thank you. Let me ask, I am a little bit concerned 

about the direction that the CARES Commission is going in, be-



29

cause they are talking about shared facilities at Nellis Air Force 
Base. You and I envision, not only you and I, but we envision an 
entire campus where we have got the outpatient clinic, a full-serv-
ice hospital, and a long-term care facility on a 50-acre parcel. If the 
CARES Commission decides to go with this idea of sharing facili-
ties at Nellis Air Force Base, what does that do to the whole cam-
pus environment and what does that do to the potential for our 
long-term care facility for our veterans? Am I going to have that 
in one location and the hospital in another location and my vet-
erans going to 10 different locations to get outpatient care? Where 
are we going with this? 

Dr. ROSWELL. I could only speculate. Let me tell you that there 
is interest in maintaining the excellent collaboration VA currently 
enjoys with the Air Force at the Michael O’Callaghan Federal 
Hospital—— 

Ms. BERKLEY. Whose definition of ‘‘excellent?’’ It is not my vet-
erans’ definition. 

Dr. ROSWELL. ‘‘Excellent’’ was my word. We recognize, though, 
that our needs are for a full-service medical center, which includes 
an outpatient clinic to replace the one that was so seriously dam-
aged due to structural flaws. We need additional inpatient beds. 
The beds at the Michael O’Callaghan, even if all were made avail-
able to VA, would be inadequate to our needs. And we need long-
term care beds. We also need a VA regional office for benefits ad-
ministration to allow us to enhance the processing of disability 
claims in that area. 

So we have a significant need. Yes, we probably need 50 or 55 
acres to provide those full services. We are currently working close-
ly with the Air Force. Secretary Principi has written Secretary 
Roche asking him for his assistance in identifying an adequate 55-
acre parcel of land that would still allow joint operations but would 
meet our full needs. We are anxiously awaiting the reply to that 
letter from the Secretary of the Air Force. 

Ms. BERKLEY. I would suggest Yucca Mountain—instead of nu-
clear waste, we put the VA facility on that. 

Mr. SIMMONS. I thank the lady. My recollection is Yucca Moun-
tain is a former nuclear test site, so I am not sure the veterans 
would appreciate that. 

Ms. BERKLEY. No, actually it is not exactly at the Nevada test 
site, but I am sure they would not appreciate that. 

Mr. SIMMONS. The gentleman from Ohio, Mr. Ryan, is recog-
nized. No questions. Okay, if I could begin the second round, I have 
two questions. As a follow-on to my previous questions about fund-
ing, and my interest in this is not to reduce funding or to look for 
efficiencies necessarily but simply to see if there are areas where 
the funding goes astray. When the VA makes a payment to a state 
home or to a nursing home in a state, does that payment go either 
to the general fund or to let’s say a Department of Health Services 
fund where it is then re-allocated to the provider? Or does it go di-
rectly from VA to the provider? That is the first point. And sec-
ondly is there any situation that occurs where the state veterans 
home or the providers might have excess funds which they then re-
turn back to a general fund in a particular state? 



30

Dr. ROSWELL. We are not entirely sure. We will submit a more 
complete answer for the record. But I believe the money is provided 
to the state on behalf of the nursing home. It is not realistic in my 
mind that there would ever be any excess funds from the adminis-
tration of a state home to turn back into the general fund of the 
state. I certainly don’t think states see this as a revenue source. 
We recognize that the per diem payments we do make constitute 
only a small portion, roughly a third of the total per diem cost. And 
that is exactly why we are trying to enhance our partnership with 
state home directors and state directors of veterans’ affairs to look 
at collaborative ways we can improve the efficiency of the operation 
through sharing agreements such as provision of pharmaceutical 
services. 

I also think there is another innovative model of care that the 
committee might want to look at. Albeit it is a substantially lower 
per diem payment, state domiciliary could be a source of care that 
would allow concurrent enrollment in VA outpatient care programs, 
which would allow veterans to receive outpatient care and pharma-
ceutical benefits concurrently with the domiciliary per diem pay-
ment. This is not permissible when a veteran is in the skilled state 
nursing facility. I think that venue of care could then be coupled 
with the care coordination technologies that we are currently using 
that I spoke of to monitor care in that location. 

We have actually administered such a model at one state 
domiciliary in Florida and found it to be a very, very successful 
way to monitor patients in an even lower cost, less-skilled facility 
but still provide very high quality care and monitor medication 
complications. 

Mr. SIMMONS. I would like that follow-up on the funding. I think 
other programs from time to time grants are made to states that 
they may have charged some sort of an administrative fee as the 
dollars move forward. So I would be interested to know how it 
works with VA. 

Moving to a more general question, we have already said for the 
record that there has been 100 percent increase of the veteran pop-
ulation most in need of long-term care over the last few years. That 
is those veterans 85 and older. It is my understanding that the 
funding to deal with those veterans has only increased by about 11 
percent. That figure may not be correct. And the total number of 
beds available in the VA itself have actually gone down. Now that 
may be explained by finding other venues. But with 100 percent in-
crease in the population and looking to almost double that over the 
next 10 years, do you feel the dollars are increasing adequately to 
meet those costs? 

Dr. ROSWELL. It is certainly something that is a very great con-
cern of mine and it is a high priority within the Department. Let 
me point out though that age alone is not a determinant of institu-
tional nursing home care. That is why we are working so diligently 
as we speak to develop this long-term care projection model that 
as yet has not been developed. But it is clear in the medical lit-
erature that as more and more Americans reach older age, the 
level of disabilities are not as great as what we anticipated based 
on earlier literature. 
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Said differently, veterans who are age 85 in fact in many cases, 
because they have been beneficiaries of better care, better manage-
ment through their earlier years, may not have the level of dis-
ability that requires skilled nursing home care. And that has to be 
a factor in how we project long-term care needs. Clearly, budget, 
though, is a major driver and it is something that we will continue 
to follow very closely. 

Mr. SIMMONS. Thank you. The gentleman from Maine, Mr. 
Michaud. 

Mr. MICHAUD. Thank you, Mr. Chairman. It seems to me that 
Congress has expressed its will pretty clearly that Congress wants 
VA nursing home beds that were operating in 1998 to remain 
available for long-term care. The administration has asked us to 
consider counting state and community nursing home beds in addi-
tion to the workload in non-institutional settings in its calculation 
of maintenance of capacity and Congress has refused that. 

Will the administration request this permission again? And what 
specific steps will you take as a VHA leader to ensure that VA 
restores its bed levels in the event Congress continues to refuse to 
allow states and contract beds, among other services, to be 
counted? 

Dr. ROSWELL. Well, of course, I am not at liberty to speak about 
the President’s 2005 budget request. We anticipate that, though, 
and would be happy to respond at the appropriate time. 

With regard to our historical request, I feel very strongly that my 
role is to advocate for veterans. And veterans tell me time and 
again that they want to be cared for as close to their family mem-
bers as possible. Veterans don’t want care in an institutional set-
ting if it can be avoided. We have listened to that. We have tried 
to respond to that. When institutional care is unavoidable, then 
veterans and their family members want it to be as close to their 
homes as possible. We have a finite number and will always have 
a finite number of VA staff nursing home locations. 

By working with contract community providers and working with 
state homes where we have had a significant number of new loca-
tions over the past several years, we have actually created and en-
hanced the choices for veterans. And I believe that is a good thing. 
And I believe that combining the 1998 aggregated census between 
those three levels of CARES, and looking to make sure that we 
maintain at least that level of institutional care, allows us to offer 
veterans a greater choice in how and where they receive long-term 
care. 

Mr. MICHAUD. It is clear that in some of the recommendations 
in National CARES draft plan could have implications on VA’s re-
quirement to maintain bed levels at the 1998 levels. What step will 
you take to ensure proposed closures do not further erode the long-
term care bed availability in the VA setting? 

Dr. ROSWELL. We have been adamant in the formulation of the 
individual VISN market plans, which were aggregated to form the 
National CARES plan, to preserve the current level of long-term 
care beds. There is no question in my mind that we will need addi-
tional long-term care beds. But CARES is about capital assets. It 
is not about long-term care. 
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And time and again experience has shown us that taking a 50 
year old hospital and attempting to convert it to provide long-term 
care winds up costing a lot more than new construction, and the 
end result is a renovated 50 year old hospital that is still not prop-
erly designed to meet today’s standards for long-term care. 

So an over-arching principle in the formulation of the CARES 
plan is maintain our current long-term care bed capacity but recog-
nize that if we have additional needs, we will meet those with new 
construction because it is less costly. It gives us greater flexibility. 
It is more timely. And it affords a higher quality of life for veterans 
who would receive institutional long-term care. 

Mr. MICHAUD. You had mentioned in your earlier comments that 
you view your role as advocating for veterans. In that role, when 
you deal with the budget, have you adequately requested the ap-
propriate funding level to take care of veterans? And, if so, has the 
administration granted your request that you have requested? And, 
if not, how much have they cut it by? 

Dr. ROSWELL. I believe that the budget requested by the adminis-
tration has been adequate to meet the—— 

Mr. MICHAUD. No, my question was in your request for funding, 
since you advocate for veterans, has your Department granted your 
request for the funding that you asked or did they cut it back? I 
am talking about your request. 

Dr. ROSWELL. My personal request? 
Mr. MICHAUD. Yes. 
Dr. ROSWELL. Yes, I think it has been met. It is—— 
Mr. MICHAUD. So they granted everything you have asked for? 
Dr. ROSWELL. We have had discussions about how best to formu-

late the budget but let me point out that Secretary Principi doesn’t 
formulate the budget personally. He draws upon my counsel as he 
crafts that. And I think he has been very receptive to the input I 
provided on long-term care. He has become a true believer, I would 
say I am reluctant to speak for him—but I think he really has be-
come a true believer in the benefits of non-institutional care. And 
we believe that the budget we have crafted for the Department will 
meet those needs. 

Mr. MICHAUD. So I take by your jumping around a simple yes or 
no answer that they have not granted your full funding request 
that you have asked? 

Dr. ROSWELL. If I had to say yes or no, I would say yes, they 
have granted it. 

Mr. SIMMONS. The gentleman from Ohio, Mr. Ryan. 
Mr. RYAN. Thank you very much. I apologize for not being here. 

It has been a busy day. Some of the discussions, as we were just 
talking about, had to do with your long-term care model. For those 
of us who are new to the committee, can you explain to us a little 
bit about other than nursing home beds, what is the process in de-
termining what the needs are for this long-term care model? 

Dr. ROSWELL. One of the biggest advances to our geriatrics pro-
gram has been what we call the GEM Program. It is a gem. But 
it actually is Geriatrics Evaluation and Management that allows a 
full inter-disciplinary assessment. Let me ask Dr. Burris how that 
process works and how it determines a wide range of needs that 
can be met through our geriatric services. 
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Dr. BURRIS. Let me just clarify. Were you asking about how we 
structure the long-term care planning model or were you asking 
about how we refer individual patients to the level of care that they 
require? 

Mr. RYAN. I would like to know how you gather the information, 
how you determine what your long-term needs are as with the 
nursing home beds. 

Dr. BURRIS. The process is modeled after the utilization of nurs-
ing home care and other long-term care services (the home and 
community-based services) in the Medicare/Medicaid population ad-
justed for the characteristics of the veteran population. 

And included in the long-term care planning model that is now 
under development, in addition to that basic data, there will be 
trending of the changes in disability among elderly people that Dr. 
Roswell referred to, that is that older people are less disabled now 
and the rate of disability has been declining at about 1 to 2 percent 
per year over the last decade. 

So that will be taken into account. The marital status of the vet-
eran will be taken into account, again trended over time because 
veterans who have a spouse are less likely to require institutional 
long-term care than those who are living alone in the community. 
We will also be looking at the gender differences. As women are 
composing a greater part of the veteran population, they have dif-
ferent utilization rates for long-term care services than male vet-
erans do. 

So all of those factors will be taken into consideration in the de-
velopment of the long-term care planning model. 

Mr. RYAN. When would we get this information? When is the 
time frame for us to have all this information? 

Dr. ROSWELL. That model is still under development. We would 
anticipate that shortly after the CARES plan is communicated, we 
will then be able to focus on the specific aspects of that model and 
bring it to completion. 

Mr. RYAN. When is that? 
Dr. ROSWELL. We anticipate that the Secretary’s recommenda-

tions on the CARES Commission Report would be available some 
time in mid-March. 

Mr. RYAN. So we can expect this information in mid-March? 
Dr. ROSWELL. No, that information would be coming after that 

time but certainly I would think no more than 30 to 60 days after 
that time, we should have pretty much the fundamentals in place 
of what that model will look like. 

Mr. RYAN. Thank you very much. 
Mr. SIMMONS. If there are no more questions for this panel, I 

want to thank Dr. Roswell for his testimony. And thank Dr. Burris 
for his testimony. 

And now I would like to call the third panel. The third panel is 
composed of Ms. Jade Gong, who is principal of Health Strategy 
Associates, where she advises national associations and health care 
providers on the need for both institutional and community-based 
long-term care for seniors to include veterans at the state veterans 
homes. We also have Ms. Linda Sabo, who is executive director of 
the Alzheimer’s Association of Western New York since 1998. And 
I understand that New York’s VISN has an excellent program for 
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dealing with Alzheimer’s patients. So I look forward to hearing 
about that. We also have Philip Jean. And I will ask my colleague, 
Mr. Michaud, if he would introduce Mr. Jean. 

Mr. MICHAUD. Thank you, Mr. Chairman. It is with great pride 
that I have an opportunity to introduce Philip Jean. He is presi-
dent of the National Association of State Veterans Homes. Mr. 
Jean was elected by the membership of the National Association of 
State Veterans Homes and will serve as the 2003 and 2004 presi-
dent. Philip has dedicated himself to improving the quality of care 
available to Mainers. From 1995 to 1999, he worked for North 
Country Associates as an administrator of a number of health care 
service facilities throughout the State of Maine. Since 1999, Mr. 
Jean has been the administrator of Scarborough Maine Veterans 
Home. This is 150-bed facility, provides some of the best possible 
skilled long-term Alzheimer, respite, residential, and end of life 
care in Maine. 

I would like to particularly note the work that Mr. Jean has done 
that led to the addition of a 30-bed dementia assisted living unit. 
It is my honor to introduce to the committee someone who is work-
ing so hard for the veterans and their families. I look forward to 
working with Phil to improve the level of care available to our vet-
erans and look forward to hearing his testimony, along with the 
testimony of all of our witnesses here today. 

Thank you, Mr. Chairman. 
Mr. SIMMONS. I thank you. The witnesses were introduced begin-

ning with Ms. Gong and then Ms. Sabo and then Mr. Jean. If you 
want to follow that sequence, that would be fine. As you know, we 
will take your written or prepared statement and insert it in the 
record and that might give you the opportunity to be a little more 
creative in your presentation and perhaps even to discuss some of 
the issues that have been raised already on the record. I leave that 
to your discretion. You may begin. 

STATEMENTS OF JADE GONG, MEMBER, VA GERIATRICS AND 
GERONTOLOGY ADVISORY COMMITTEE, HEALTH STRATEGY 
ASSOCIATES; LINDA SABO, EXECUTIVE DIRECTOR, ALZ-
HEIMER’S ASSOCIATION, WESTERN NEW YORK CHAPTER; 
AND PHILIP JEAN, PRESIDENT, NATIONAL ASSOCIATION OF 
STATE VETERANS HOMES, MAINE VETERANS HOME 

STATEMENT OF JADE GONG 

Ms. GONG. First, I would like to thank the committee for its role 
in amending the Service Contract Act as part of the Veterans 
Health Care Capital Asset and Business Improvement Act of 2003. 
Prior to the passage of this law, I represented many long-term care 
providers and the Service Contract Act was often mentioned as a 
burden, creating an unwillingness to contract with the VA. Under 
this new law, providers that serve veterans can now enter into 
agreements with the VA and they are no longer subject to these de-
tailed reporting requirements. 

I would like to note that I did serve on the Federal Advisory 
Panel on Long-Term Care, the report which was mentioned many 
times today, as well as on the Geriatrics and Gerontology Advisory 
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Committee and on the Assisted Living Selection Committee for the 
pilot that was authorized in the Millennium bill. 

I would say that a very important recommendation of our com-
mittee was to see that the VA indeed shift to actually providing 
these home and community-based services when they are appro-
priate. And we set as a target in our report that the VA essentially 
double its spending. We talked a lot about people and visits and 
episodes, all very confusing. Let’s get down to the money that is 
spent. And we set a simplistic target that the VA double its spend-
ing in light of everything else that is going on on home and commu-
nity-based options. And, as I looked at the last GAO report, as I 
looked at other GAO reports, recognizing also that, and comparing 
to state Medicaid programs, I found that the VA did not actually 
meet that target in terms of doubling their spending on non-insti-
tutional care despite the development of new programs. 

Just to make a broad comparison to Medicaid programs, as was 
mentioned earlier today, no, they are not entirely comparable, but 
I would say that over the past decade Medicaid programs have fo-
cused on waiver programs. These combine a variety of services into 
particular programs to try to meet the needs of individual who are 
specifically eligible for the nursing facility level of care, as well as 
other kinds of programs. State Medicaid programs have shifted 
considerable dollars into non-institutional programs by comparison. 

I also want to mention, again in the private sector, that assisted 
living, I am sure you have all heard, has grown tremendously. 
There are lots of discussions about its regulation and its quality, 
but I would say that in my opinion that it offers a very important 
level of care that is much closer to the community, that is home-
like. Many, many private residents, as well as I think VA resi-
dents, would want to have their care in something that is closer to 
an assisted living facility. I believe for the most part now most vet-
erans do not receive that level of care, assisted living care. 

With all of that context, I have four suggestions or recommenda-
tions that I at least want to put on the table for discussion. The 
first is a little radical. It concerns the 1998 base year, around 
13,000 to 14,000 days for VA-provided nursing home care. I don’t 
know the details about the total level of spending associated with 
this number of days. But I do believe that buying VA into institu-
tional care as opposed to non-institutional care, and I would like 
to see the VA have more flexibility to look at the individual and 
to spend that money for an eligible person with a package of serv-
ices that that individual would need, be it institutional, the VA’s 
own stay home contract or a combination of home care services. 

So I would actually advocate for removing that number on VA’s 
own provided nursing home care and look to a broader indicator, 
yet to be defined, about VA long-term care spending, whether or 
not it is quality services and holding the VA itself and the indi-
vidual VISNs accountable for an appropriate level of long-term care 
spending in their population. 

Secondly, as I mentioned, I did serve on the selection com-
mittee—no, the second recommendation I have is with regard to 
PACE, Programs of All-Inclusive Care for the Elderly. These are 
programs that operate all around the country now, serving Medi-
care and Medicaid beneficiaries. The VA through its pilot has set 
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up three of these programs in Columbia, South Carolina; Denver, 
Colorado; and Dayton, Ohio. It has been my understanding that 
the evaluation is not done yet and those programs would possibly 
terminate before the findings of those studies could possibly be ap-
plied across the country in the VISNs. 

I would urge, I don’t know if the VA can do it or if Congress 
would have to direct that, that those pilots be continued. They are 
excellent programs. They have been evaluated and studied for over 
25 years in the Medicare/Medicaid programs. I would like to see 
those programs have a place somewhere within the VA but cer-
tainly that those programs be able to continue until the evaluations 
are complete and that could be looked at. 

With regard to assisted living, I make the same recommendation 
with continuing that pilot. 

And then finally, with regard to the state home construction and 
per diem program, we have talked about that a lot, I would like 
to see if some of that funding could be applied to assisted living 
rather than merely nursing home care and that a higher priority 
be given to that. 

Thank you very much. 
[The prepared statement of Ms. Gong appears on p. 150.] 
Mr. SIMMONS. Thank you very much. Before we do questions, 

let’s hear from Ms. Sabo. 

STATEMENT OF LINDA SABO 

Ms. SABO. Mr. Chairman and members of the committee, thank 
you for this opportunity. In light of some of the comments that 
have come up and some of the questions about CARE and resources 
and some very interesting propositions there, I am happy to tell 
you that I am here to talk a little bit about our experience with 
the Partners in Dementia Care Initiative. 

Since 1997, my chapter—we serve Western New York, that is, 
the Buffalo Niagara region—and three other Alzheimer Association 
chapters in upstate New York have been working with the Vet-
erans Integrated Services Network, you know that as VISN–2, to 
create a coordinated system of care for veterans with Alzheimer’s 
disease. 

The initiative is important for two reasons. First, the large num-
ber of veterans suffering from Alzheimer’s disease and other de-
mentia, and from here on when I say ‘‘Alzheimer,’’ I mean people 
with Alzheimer and/or other dementia. 

A new study using VA data found that more than 7 percent of 
veterans over 65 who received VA services between 1997 and 2001 
had a documented diagnosis of dementia. In 2000, 13 percent of 
people 65 and over and 42 percent of those 85 and older had Alz-
heimer’s disease. That is Alzheimer’s alone for the latter, not all 
dementias. As we have already said many times here, we expect a 
huge increase in the number of veterans aged 85 and over. There-
fore, we know that the numbers of those with dementia is going to 
be huge. We have to be prepared to meet the needs of those 
veterans. 

A second reason the Partners in Dementia Care Initiative is im-
portant is that the VA must find innovative ways to ensure appro-
priate services and support are provided to veterans. This initiative 
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provides a best practice model for ensuring that. The Partners in 
Dementia Care Initiative is groundbreaking because of the extent 
of ongoing cooperation between the VA and the Alzheimer’s Asso-
ciation chapters. VA physicians, nurses, and other VISN–2 staff 
worked with our chapters to identify the health care, long-term 
care and supportive services that each of our organizations can pro-
vide to veterans, particularly those with Alzheimer’s Disease. 

Coordination of care has been a problem, both within the VA and 
between VA and community agencies. Even if needed services are 
available, including the important, non-institutional services man-
dated by the Millennium Act, veterans with Alzheimer’s Disease 
may not know about or receive those services. The Partners in De-
mentia Care Initiative is intended to ensure that these veterans 
and their families are connected to VA and non-VA services that 
will help. 

Previous experience indicates that families who are referred to 
Alzheimer’s Association from VA or other providers wait an aver-
age of 2 years before contacting us. We know from chapter experi-
ence that by that then, they frequently call because they are in a 
meltdown and are in trouble. In Partners in Dementia Care we de-
veloped a very effective manner for getting those families through 
outreach and direct contact to reach us much before those crises 
occurred. 

Collaborating on the Partners in Dementia Care Project is impor-
tant to the Alzheimer’s Association because it helps us ensure vet-
erans who are eligible for health care and long-term care services 
through the VA are quickly connected there. For the VA, the initia-
tive creates a way to improve the care available by reaching our 
non-VA community services. Evaluation of Partners in Dementia 
Care Initiative indicates that this best practice model of care can 
increase early identification and diagnosis of Alzheimer’s Disease 
and other dementia, improve quality of care, expand access to 
needed information and services, and increase satisfaction for vet-
erans with dementia and their families. 

For example, more than 500 veterans with Alzheimer’s Disease 
were enrolled in Partners in Dementia Care. Most of these vet-
erans had not been previously diagnosed. VA and Alzheimer’s Asso-
ciation staff who were interviewed about the initiative had strongly 
positive attitudes about its impact on quality of care and outcomes 
for veterans. More than 80 percent of these care providers said the 
initiative had improved their own ability to care for persons with 
dementia. 

A recent GAO study of Millennium Act services provided for vet-
erans in all VISNs in 2001 found that VISN–2 provided non-insti-
tutional Alzheimer care for three times more veterans than the av-
erage for all the other VISNs. VISN–2 also provided non-institu-
tional day services for nearly three times more veterans than the 
average for all the other VISNs. 

The Alzheimer’s Association and VA staff from VISN–2 and 
headquarters and some other researchers are currently working to-
gether on proposals to implement and evaluate this best practice 
model in other VISNs. We are aware that all of the non-institu-
tional services mandated by the Millennium Act are not uniformly 
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available to all veterans and encourage the VA to increase that 
availability. 

And, finally, while I have talked extensively about non-institu-
tional services, I also want to stress the importance of having ade-
quate nursing home beds for veterans with Alzheimer who need 
that level of care and don’t have families to care for them. 

Thank you. 
[The prepared statement of Ms. Sabo appears on p. 157.] 
Mr. SIMMONS. Thank you for that testimony. 
And now Mr. Jean, from the great state of Maine. 

STATEMENT OF PHILIP JEAN 

Mr. JEAN. You can say Mr. Jean or Mr. Jean, either way. 
Mr. SIMMONS. There you go. It is always confusing. 
Mr. JEAN. Good afternoon, Mr. Chairman and members of the 

committee, and thank you for the opportunity to testify today on 
behalf of the National Association of State Veterans Homes on the 
issue of long-term care for veterans. I am pleased to serve as the 
2003/2004 president of NASVH. I am joined today at this hearing 
by two of my colleagues. Bob Shaw is the administrator of the Colo-
rado State Veterans Nursing Home and the legislative officer for 
NASVH. John King is the director of the Washington State Depart-
ment of Veterans’ Affairs and vice president of the National Asso-
ciation of State Directors of Veterans’ Affairs. 

Mr. SIMMONS. If they are here, could they stand so we could rec-
ognize them? Thank you for coming. Appreciate it. (Applause.) 

Mr. JEAN. State veterans homes are the largest deliverers of 
long-term care to our nation’s veterans. We operate under a pro-
gram administered by the Federal Department of Veterans Affairs, 
which offers construction grants and per diem payments to support 
state veterans homes. Each state veterans home meets stringent 
VA-prescribed standards of care, which exceeds standards of care 
prescribed for other long-term care facilities. 

With regard to the State Veterans Home Construction Program, 
six states have been identified by the VA as having either a great 
or significant need to build new state veterans homes immediately. 
These six states are Florida, Texas, California, Pennsylvania, Ohio, 
and New York. Under priorities set by the VA, 37 construction 
projects in 20 states will add needed new beds to the system. In 
addition, numerous other renovation projects within the system are 
either underway or planned in several other states. Most impor-
tantly, the state veterans home system can construct and operate 
these long-term care facilities at far less cost to taxpayers than can 
the Federal Government. This prompted the VA Office of Inspector 
General to conclude in a 1999 report that the State Veterans Home 
Program provides an economical alternative to contract nursing 
home placements and VA medical center nursing home care. 

Unfortunately, there now exists an immediate threat to the state 
veterans home program that we hope the members of this com-
mittee will consider and address this year. The use of VA per diem 
payments by many states is threatened by interpretations of Med-
icaid rules by the Centers for Medicare and Medicaid Services. This 
threat applies to the growing number of states that have elected 
to fund their state veterans homes in part through Medicaid. There 
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are approximately 20 states where the state veterans homes are 
Medicaid certified. For those states, there is some ambiguity re-
garding the treatment of the VA per diem. 

Under the interpretation of the Medicaid rules being advanced by 
CMS, VA per diem payments would be considered a third party 
payment in the Medicaid-certified states. This would require that 
the entire amount of the VA per diem be offset against Medicaid 
payments, thereby denying veterans who receive Medicaid in these 
states any benefit whatsoever of the VA per diem payments. This 
result obviously frustrates the intent of Congress in establishing 
the per diem payments in the first place. The CMS interpretation 
would treat veterans no differently than non-veterans. In my own 
state of Maine, this interpretation is also contrary to state law, 
which requires that the Maine Veterans’ Homes retain any per 
diem funds they receive from the Federal VA. 

The result of the CMS interpretation would be to force the state 
veterans homes that do not currently offset the VA per diem pay-
ment to look for alternative funding sources, reduce their standard 
of care, and possibly to close some state veterans homes. At the 
Maine Veterans’ Homes, the VA per diem payments are the dif-
ference between our veterans home system operating in the black 
or operating in the red. We simply could not provide our current 
level of service if Medicaid funding were offset against the VA per 
diem amount. Our fear is that an insistence by CMS on their inter-
pretation would jeopardize the funding balance for many Medicaid-
certified state veterans homes across the country, particularly dur-
ing a period when states face severe financial crises. 

A clarification to the law to solve this problem would make clear 
that VA per diem payments would not be required to be treated as 
a third party payment under Medicaid. Federal law already in-
cludes exceptions for the similar payments, including those made 
under the Indian Health, Community Health, and Migrant Health 
programs. Clarifying that the VA per diem should similarly not be 
treated automatically as a third party payment would eliminate 
the threat to states that are Medicaid-certified. For the majority of 
states, which are not Medicaid-certified, there would be no effect. 
And because the proposed legislation would clarify the law as it is 
currently being implemented and applied, there would be no new 
cost to the Federal Government. 

It is essential that Congress clarify the matter now and ensure 
that the long-term care promises we have made to our veterans are 
kept. 

Mr. Chairman, we look forward to working with you and mem-
bers of the committee on this important matter. And I thank you 
for the opportunity to testify. 

[The prepared statement and supplement to testimony of Mr. 
Jean appear on pp. 161 and 172.] 

Mr. SIMMONS. Thank you for that testimony. I have a couple of 
questions. The first question I have for Ms. Gong. Earlier today 
there was a brief discussion of what I guess we call tele-medicine. 
And a while ago I asked my local VA if they were doing anything 
in that regard and I was given a short briefing involving a very 
large piece of equipment that actually kind of looked like a battery 



40

charger, as I recall it, big and heavy and wires in and out of it. 
And I wasn’t terribly impressed. 

Since that time, I have talked to some private providers who are 
either piloting in the private sector or developing tele-medicine sys-
tems that are quite sophisticated. And, as you probably know, 
Members of Congress run around with these little Blackberries, 
communicating with the world right off our belt. 

So it seems to me that small and sophisticated systems might be 
available to our veterans, especially those who are receiving home 
health care. What is your experience with tele-medicine? Do you 
have any comments on that subject? 

Ms. GONG. I don’t know a lot about the details of the various 
technologies that are available. I do know that in rural areas and 
with rural long-term care we are trying to apply a similar strategy 
that Dr. Roswell mentioned, to use tele-medicine so that we can ef-
ficiently link with providers in urban centers to save on travel 
costs. We are thinking about that. There is a strategy for the Pace 
Program that I mentioned where we take very sick individuals and 
try to keep them at home. This is a new concept, a pretty new con-
cept I think even outside of the VA. If that box is as big and bulky 
as you described, I think there are some sophisticated technologies 
that are out there that they could possibly explore. 

Mr. SIMMONS. And are there certain patients, and maybe Ms. 
Sabo wants to come in on this, especially with regard to dementia, 
are there certain patients for whom this works well and others it 
doesn’t. For example, dementia patients being cared for at home, 
does tele-medicine help, hurt, is it not applicable, is this a system 
that works better with other kinds of long-term care patients? 

Ms. SABO. What I can tell you about persons with dementia is 
that a system like that might very well help their care givers, par-
ticularly if they live in rural areas. Upstate New York has a fairly 
large population of people we serve in rural areas. It does not help 
a person living alone with dementia because they are not going to 
remember what the box is for or understand how to use it. 

So we find that many, many of our people who are cared for by 
families need those supports. It really depends on what other re-
sources are available to the family. 

Mr. SIMMONS. Thank you. Mr. Jean, I was intrigued by your ex-
periences at the Maine state home and the threat you see pre-
sented by CMS or CMMS, however they want to call themselves, 
through Medicaid reimbursements. That is a very intriguing sub-
ject to me because Medicaid is essentially run through the state so 
if the state is offsetting their Medicaid payment, either with a per 
diem payment from the VA or in some cases garnishing retirement 
payments from the Veterans itself, how do we make sure that the 
veteran is getting maximum use of these dollars and that in fact 
the veterans program through the veterans home is not perhaps 
subsidizing some other health program within the particular state? 

Mr. JEAN. Interestingly, one of the intriguing parts of the state 
veterans homes program is that the VA has prescribed standards 
that are more significant than those prescribed by CMS. The stand-
ards of care that are required by the VA certainly cost more. And 
the monies that we use in addition to the Medicaid reimbursement 
go to paying for round the clock nursing care and other things that 
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are not required and prescribed by CMS. It is just an example of 
things that we need to provide to ensure the quality of care, and 
it is certainly one of the things that makes the state veterans 
homes very unique as far as a long-term care provider for veterans. 

Mr. SIMMONS. And you made mention of legislation that might 
address this issue. Are you familiar with the disposition of that leg-
islation? That should be my question to answer but I was just curi-
ous since you raised it? 

Mr. JEAN. Yes, very briefly, one thing I should also mention is 
back in 1986 there was legislation that was proposed at that time 
which was cosponsored by Mr. Evans on your committee. We are 
in the very early stages of working on that legislation but it is cer-
tainly something that is being worked on currently. 

Mr. SIMMONS. I thank you for those comments. We are joined by 
Mr. Evans, the distinguished ranking member of the full committee 
and I would ask if he has any questions for the witnesses? 

Mr. EVANS. I appreciate this compliment but I don’t have any-
thing at this time. So back to you. 

Mr. SIMMONS. I thank the gentleman. And, Mr. Michaud, from 
Maine. 

Mr. MICHAUD. Thank you, Mr. Chairman. I have a few questions 
for Mr. Jean. If the funding provided by the VA is considered a li-
ability for the VA, what would the practical implication be for 
homes in the State of Maine and all across the country. And the 
second question is how would congressional clarification of the 
treatment of VA state home funding help state homes and why is 
it a timely issue now? 

Mr. JEAN. In answer to your first question, the per diem that 
some states do use and have available to them—should that not be 
available to those state veterans homes in particular, the very sim-
ple answer and the effect of that would be that the facilities would 
have to close their doors. And there are many other states that are 
in the same position. The per diem basically is the difference, as 
I said in the testimony, between the state operating in the red and 
operating in the black. And so the per diem is certainly a very val-
uable source that we do have to ensure the care for the veterans. 

In answer to your second question, if I understood it correctly, 
currently there is a threat, CMS is auditing different states and 
based on their interpretation, there may be threats to states that 
currently do not offset. They may need to either repay past pay-
ments that were not offset or begin offsetting immediately for 
Medicaid. 

Mr. MICHAUD. A couple of follow-up questions. How does the cost 
of long-term care in state veterans homes compare to the same care 
in a VA facility? And the second question, in your experience, what 
are the benefits to the veteran patient and his or her family of re-
ceiving long-term care in the state veterans home? 

Mr. JEAN. With regard to the state veterans homes, in terms of 
the cost of care, it is basically about half or less. The VA share for 
state veterans homes is just the per diem amount, so the cost is 
much, much less in the state veterans home program. 

With regard to benefits for veterans in state veterans homes, 
there are certainly many, a few of which I mentioned a while back. 
One example is the differences in terms of VA-prescribed stand-
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ards, higher standards of care that we provide to veterans in terms 
of round-the-clock nursing care. Many of the state veterans homes 
are considered teaching facilities for medical schools. They are all 
built to very stringent federal requirements, are very modern, and 
very clean. The standard of care and the quality of care is typically 
superb. And one of the other major benefits, especially in some 
states, is that the state veterans homes are spread throughout the 
state. They provide easier access to care. 

Mr. MICHAUD. Thank you. 
Mr. SIMMONS. I have a question for Mr. Jean. And, again, you 

have heard my remarks earlier about my enthusiasm for state vet-
erans homes and how they complement the work of the VA, at 
least in my state, the VA hospitals in the CBOC system. 

One of the issues that I have encountered in dealing with the 
senior population is the value of adult daycare where a veteran liv-
ing at home has the opportunity to come into the veterans home 
for a portion of the day, which takes some of the burden off of the 
care provider, keeps that veteran active mentally, which I think is 
very important in dealing with issues like dementia, and contrib-
utes to their quality of life. A couple of years ago, this committee 
authorized adult daycare. 

Have any of the three of you encountered the establishment of 
those programs in your area, and what is your assessment? 

Mr. JEAN. I guess my initial answer would be in terms of the 
growth of the adult daycare program, certainly Dr. Burris from VA 
Geriatrics and Extended Care could probably speak much better to 
that than I could or Dr. Roswell as well. But the adult daycare pro-
gram is a program that is part of the VA Geriatrics and Extended 
Care program and it is certainly one that I believe is available in 
some states. 

Mr. SIMMONS. Do you have it in Maine? 
Mr. JEAN. We do not. 
Mr. SIMMONS. Is there any particular reason for that? 
Mr. JEAN. The adult daycare program is one in which there has 

been very slow growth for a variety of reasons. And so within 
Maine particularly, there has been a focus on expanding upon the 
facilities in the last few years. Actually, four of the five homes have 
just added brand new domiciliary wings. So there has been growth 
in other ways, certainly among those programs which have been a 
priority in our areas. 

Mr. SIMMONS. Thank you. Either of the other witnesses encoun-
ter these programs? 

Ms. GONG. I believe in the work that I have done with state 
homes in doing some of the projections of need, I always rec-
ommend adult daycare. And I think there are several homes, I 
think three, I believe, that are in the process of becoming a reality, 
and hopefully, a few more. I think there are other kinds of pro-
grams the VA could implement that also uses that adult daycare 
model that benefit the veterans and their families in the way that 
you describe. 

Ms. SABO. VISN–2 had provided day program services to three 
times as many persons as the other VISNs average. And I will say 
I know that program personally. It is a wonderful program and 
that is very well used, to the extent that there is quite a long wait-
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ing list. Within the last year or so some funds were made available 
through the VA for people to benefit from adult day in community 
programs, for which they were reimbursed. That has been a heavily 
used program. And possibly through our Alzheimer Association 
chapter and possibly the other chapters in the state, (I can speak 
only to our chapter having direct experience,) that a very large 
number of veterans who have approached the chapter looking for 
services have been referred out for day programs and were able to 
reach their goal either through the program at the VA or through 
the funded programs. It has been a terrific resource. 

Mr. SIMMONS. Thank you very much for that. 
Mr. Evans? Mr. Michaud? 
Hearing no more questions, I want to thank our panel for coming 

here today. I want to thank those in attendance for their attend-
ance and patience. And wish you all the best. 

This hearing is now adjourned. 
[Whereupon, at 2:30 p.m., the committee was adjourned.] 
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