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OLDER VETERANS: GROWING NUMBERS AND
CHANGING NEEDS

MONDAY, AUGUST 27, 1984

HoUsE oF REPRESENTATIVES,
SerLect COMMITTEE ON AGING,
SusCOMMITTEE ON HUMAN SERVICES,
' Bound Brook, NJ.
The subcommittee met, pursuant to notice, at 10:35 a.m., in the
American Legion Hall, Giles Biondi Post 63, Bound Brook, NJ,
Hon. Mario Biaggi (chairman of the subcommittee) presiding.
Members present: Representatives Biaggi, Florio, and Rinaldo.
Staff present: Robert B. Blancato, staff director; Joe Staiano, leg-
islative fellow, and Paul Schlegel, minority staff director.

STATEMENT OF REPRESENTATIVE JAMES J. FLORIO

Mr. Frorio. The hearing will come to order.

I have been waiting for Congressman Biaggi, the chairman of the
subcommittee. We understand that he is on his way, but in defer-
ence to the schedules of all who are here, we will start the process;
and, of course, as soon as Chairman Biaggi gets here, we will go
forward with him presiding.

I am Congressman Jim Florio; and, of course, Congressman Matt
Rinaldo is here as well. And we welcome all of you to this very im-
portant hearing. This hearing is going to deal with questions sur-
rounding the problems associated with aging veterans.

I am interested in being here in a number of capacities. I am not
only, as Congressman Rinaldo is, a member of the Select Commit-
tee on Aginé, I happen to be a member of the Veterans’ Affairs
Committee. So, I have got some cross tabs in being here. Over and
abcﬂze that, I am a veteran, as I suspect most in the audience are as
well.

I will turn the meeting over to Congressman Rinaldo pending the
arrival of Congressman Biaggi. Let me just editorialize with one
somewhat provincial concern that I have, and I would ask permis-
sion to put my entire statement in the record in its entirety with-
out objection, and that will be ordered.

But I would just offer to you a somewhat provincial observation
as a Congressman from the southern half of this State. .

know everyone here is a member of an organization, that is
statewide organizations as well as national organizations, and the
fact that the location of many of our VA facilities being somewhat
remote from the southern portion of the State leaves the veterans
in that portion of the State—and we have something like 250,000
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veterans in the southern counties. Over 105,000 of them are World
War I or World War 1l veterans, and, of course, those are the vet-
erans who are becoming more and more in need of effective medi-
cal assistance out of the VA system.

Our veterans are required to go to East Orange or Lyons, go as
far as Wilmington, DE, Baltimore for some specialized treatment
or the Philadelphia or the Coatesville, PA, facility.

It is very inconvenient, the service of some of those facilities,
particularly the Philadelphia facility. It is less than perfect, and we
are in the process now trying to make some of those changes.

I would just throw on the table, and perhaps it will be developed
through the course of the testimony, the proposal that in the ren-
ovations and the modernization that is going to be taking place at
the Philadelphia VA hospital that some due consideration ought to
be given to the new initiative that is being considered in other por-
tions of the country, the satellite facility, apart from the Philadel-
phia facility in south Jersey. That would be a tremendous improve-
ment for purposes of convenience and better service for those indi-
viduals who are required now to travel as much and sometimes 2
and 3 hours to go to the VA facilities that they are required to go
to

I would ask that hopefully out of this committee deliberation
that we would be able to impact upon the VA to give some consid-
eration to that proposal.

[The prepared statement of Representative Florio follows:]

PREPARED STATEMENT OF REPRESENTATIVE JAMES J. FLORIO

Chairman Biaggi, Mr. Rinaldo and friends and co-workers in attendance, I would
like to thank you fur this opportunity to hear in greater detail the plans of the Vet-
erans Administratiun to care for the aging veteran, especially the New Jersey veter-
an. Throughout my career in Congress I have been concerned with the situation of
the veteran, especially when it pertained to medical care. I would like to relate a
story, if you will, of personal development which has happened to me during the
past six months. Earlier this year I was able t. secure a seat on the House Veter-
ans’ Affairs Committee. It was a position which I had sought for some time and one
which could not have been achieved without the efforts and help of several of you
present here in this room today.

I am a veteran myself and ara still active in the U.S. Naval Reserve, where I hold
the rank of Lieutenant Commander. A long time ago my father used to paint the
great Navy ships as they came in for overhaul and repair at the Brookiyn Navy
Yard. As a little boy growing up I can remember listening in awe as my father told
sturies of those ships and their histories which he had learned from their crews as
these ships fought their way through World War IL I suppose that's why I ended up
in the Navy when I enlisted and not the Army or Air Force.

Since my appointment to the Committee I have had the opportunity to discuss
with literally hundreds of New Jersey veterans the problems and concerns which
affect them and .heir families. I have hosted a meeting in New Jersey which al-
lowed us to talk with Chairman Sonny Montgomery of the House Veterans' Affairs
Committee which marked the first time in memory that a full chairman of that
«ommittee came to our state. I have met with Vietnam Veterans on many occasions
and was proud to be able to stand among a group of twelve Vietnam Veterans from
New Jersey as we attended a ceremony in the Rotunda of the United States Capitol
for the Unknown Soldier's return from that war last Memorial Day. In short, I have
learned first hand from these men and women exactly what they believe their prob-
lems are. I am finding that this type of rapport is quite helpful to me and my staff
as we work together to obtain solutions for many of these questions.

There are several simple facts which define the situation as it pertains to health
care for New Jersey veterans—and for that matter for veterans throughout the
entire country.
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First, as you know the Veterans Administration 1s obligated by law to provide
complete medical care fur all veterans once they attain the age of 65. This 1s the law
of the land and has been observed by the VA since its inception tn 1930,

Second, people society as a whole are living longer than ever before and 1t
appears that medical research will continue this trend in the future.

Third, during the second World War the United States had well over 13 million
men and women in uniform serving in our country’s armed forces. This was and 1s
the largest number of people ever sworn to defend our country and while 1t 1s
proper to say that the actions and deeds of these people have greatly contributed to
the peace we know today this group also poses the greatest test to the V.A.'s ability
to meet the mandate which it has receivoé from the Congress.

Fourth, this large number of World War II veterans who now number some 11
million have reached or will soon reach the age of 65 thus entitling them to com-
plete health care by the Veterans Administration hospital system.

For several years now the V A. has been attempting to determine Just how 1t will
deal with such an influx of potential new patients and out-patients. Certainly 1t 1s a
task which has been unprecedented in history and it will be the duty of the House
Veterans Affairs Committee to review and insure that the actions and plans of the
V A provide the best possible care for our nation’s veterans. I am looking forward
to working with the commiitter in the future as we, together, with the Veterans Ad-
ministration make sure that the words of Abraham Lincoln, “to care for him who
shall have borne the battle and for his widow, and his orphan,” are carried out.

There is nowhere where this motto of Lincoln’s could better be applied than to
the veterans situation in Southern New Jersey. There are some 250,000 veterans of
Southern New Jersey and over 103,000 of them are veterans of either World War I
or II The VA Medical Centers at East Orange, Lyons, Wilmington, Delaware and
Philadelphia offer the closest VA care for these men and women. Veterans who will
soon be £% years of age or greater will be forced to drive well over an hour in nearly
all cases and nearly two hours in most cases to receive medical care. If that veteran
is infirmn or disabled and cannot drive his situation becomes critical.

Clearly there is a need for an increased medical presence by the V.A. in Southern
New Jersey I know that there is a long overdue major addition to the Philadelphia
Medical Center which hopefully will be approved by Mr. Stockman and the Office of
Management and Budget this year I am hopeful that the Administration in Wash-
ington sees the light so to speak —and approves the Fhiladelphia project immedi-
ately I also hope that the VA begin to think about the placement of a satellite out-
patient clinic somewhere in Southern New Jerseg in the very near future. This
would offer u cheap and efficient means of providing quahty medical care to the
thousands of previously “unreached” veterans in Southern New Jersey. The prob-
lem of medical care is the most pressing problem to New Jersej veterans and 1t 1s
one which will increase in its seriousnesy unless some thing 1s done about it before
it reaches crises proportions.

I fail to understand the rationale behind the long term national effort of prolung-
ing the lives of our people only to allow the quality of life of the older Amencan to
deteriorate Nowhere is this unspoken policy of certain pevple 1n the Administration
more apparent than in the manner in which the Aging Veteran may be treated. 1t
is time to do something and it is time to be bold. Further delay and study at this
itime will be sure to solve the problem but in a manner which would border upon
the criminal I am anxious to work with the Veterans Administratin, the House
Veterans Affairs Committee and state and local veterun leaders to guarantee that
the long relied upon certainty of medical care is not snatched from our veterans Just
when they will need it the most.

Thank you.

Mr. Frorio. I now recognize and yield to our Congressman
Rinaldo.

STATEMENT OF REPRESENTATIVE MATTHEW J. RINALDO

Mr. RiNALDPO. Thank you very much.

I want to express my appreciation to Congressman Florio for
coming up here today. It is quite a trip for him, since this is part of
my district. I certainly welcome you to the Seventh District and am
glad to have you here this morning.

I also want to welcome our witnesses and audience this morning,
as we leok into a very important issue. I might mention at the
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outset that this is an official hearing of the House Select Commit-
tee on Aging and that the testimony of the witnesses will be pub-
lished. The only ones who are allowed to testify under the rules of
the House are the people who have been invited to testify—the
panels of witnesses.

I understand, however, that there are one or two individuals who
have statements that they would like to make or put into the
record —and what I would be willing to do, if I can obtain unani-
mous consent to do it—is allow those one or two individuals 1
minute to speak at the end of the hearing. Their written testimony
will be incorporated in the record in its entirety.

I say that because that is about the best that we can do and still
keep within the time constraints. I know that Congressman Florio
has another meeting at 12:15, and Congressman Biaggi and myself
are supposed to be at another meeting at 12:30.

Mr. Frorio. Mr. Chairman, may I ask unanimous consent that
the record be held open—the record of this hearing—be held open
for a 2-weel: period so that even if there is sormeone who out of this
hearing thinks there is something they would like to put into the
record they can contact through you or through my own office, our
offices, to have information out into the record.

Without objection it would be so ordered.

Mr. RiNaLbo. So ordered.

I would also like to welcome our very distinguished colleague
Congressman Biaggi who has come here all the way from the
Bronx. We are glad to have him with us.

Three weeks ago, the Veterans' Administration released a study
which documents the tremendous increase in the number of veter-
ans over the age of 65.

Today about 11 percent of our Nation’s 28 million veterans are
over the age of 65. By the year 2000 that number will triple, and
two-thirds of all the men over the age of 65 will be eligible for
health services from the VA.

In New Jersey alone there are over 1 million individuals who
served this Nation in the Armed Forces, and there are an estimat-
ed 30,000 right here in Somerset County alone.

We are here today to look at this issue, and to see what needs to
be done te care for the growing number of senior citizen veterans.

At the outset I want to underscore one very important point. I do
not feel that the answer to this matter is in cutting VA benefits.
That in r.y view would be dead wrong, and we must keep in mind
that we are talking about men and women who earned these bene-
fits by serving this country.

In the VA report released earlier this month, the VA stated:

The Veterans Admimistration has a legal and a moral commitment to provide ap

prupnate medical and human services to thuse who earned these rights in service to
their nation.

I agree with that statement 100 percent, and I believe it is the
attitude everyone in Congress ought to have as we debate policy
about veterans.

Now before we go into the veterans, and the people who are
going to testify, I would like to also recognize Michael Pappas, a
freeholder from Union County, and thank him for coming here this
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morning to listen to the results of this hearing along with the
many very distinguished representatives of all of the various veter-
ans’ groups and aging groups who are present.

The witness list this morning includes Dr. Terrie Wetle from
Harvard University; Dr. John Mather from the VA; and represent-
atives from the three largest veterans’ organizations in the coun-
try.

[ am hopeful that this hearing will help us in Washington as we
consider programs administered by the VA, and I, for one—and I
am sure my colleagues here will join me—will work full time to see
that we meet this challenge, and not simply brush it aside by
saying that we don’t have the will power.

To my knowledge, this is the first hearing ever held by the Aging
Committee anywhere in this country on the subject of older veter-
ans. I am very pleased to say that it was scheduled at my request.

Finally, I can assure our witnesses that we will take their testi-
mony back to Washington, and fight actively to see that Congress
lives up to its longstanding commitment to our Nation's veterans.

I would now like to call on the very distinguished Congressman
and colleague, friend, Congressman Mario Biaggi for an opening
statement.

STATEMENT OF CHAIRMAN MARIO BIAGGI

Mr. Biagar. Thank you.

First, permit me to apologize for being late. I was told that the
trip from the Bronx would be a half hour or 45 minutes, at most,
and I think it was double the time.

But, in any event, we are here, and rather than give you my full
statement, ] would like to offer a set of recommendations.

But, befcre that, permit me to take this opportunity to commend
Matthew Rinaldo who has served with me on the Select Committee
on the Aging for a nuinber of years. He is the ranking member of
the minority.

We have worked very closely together with all of the problems of
the aged. His special interest in the veterans is as the result of the
respect that I hold for him. I responded to his request to have a
hearing today.

[ am also delighted to join with my dear friend and colleague on
the Democratic side of the aisle, a Congressman who needs no in-
troduction in New Jersey, or really in the Nation because he has
been in the forefront of some of the most controversial issues, but
important issues as they relate to human beings, my good friend
Jim Florio.

Anyone who wants a statement can have a complete statement
later, but permit me to recite some of the recommendations.

Matthew made some reference as to the demographics. The,
don't warrant repetition, but they are important; they are critical,
for review and for understanding the full nature of the problem, of
the veterans of our Nation are growing old in large number most
rapidly; and there will be a very critical problem unless we do
something about it, and plan beforehand. We will be confronted
with a crisis and we will find Government operating in response to
a crisis as generally Government does.

J




6

That is why this hearing takes on special significance, because
we are not dealing, we are hopefuily not waiting until the crisis de-
gelgps. We can see it coming down the road and something should

e done.

And one of the things I recommended is that the Veterans' Ad-
miristration should immediately create a new Deputy Administra-
tor for elderly veterans.

Presently the top two positions in the VA are Administrator and
one Deputy Administrator. We have made the same recommenda-
tion in HHS in relation to aging, elevate the status of the individ-
ual assigned to aging, and what that does in whole bureaucracy is
gives that problem and that sector of the population special atten-
tion, and the problems associated with special attention.

And we feel that with the creation of this new post the elderiy
veterans will be getting special attention, and hence their cause
will be advocated in the hierarchy of the Veterans’ Administration.

The Deputy—the new Deputy could coordinate the work which
must be undertaken if the VA is to respond to the challenges
which lie ahead.

And another proposal is to expand the ongoing program of estab-
lishing geriatric research education and clinical centers. The goal
is to establish 30 such centers by the year 1990. I believe there
should be one in every State.

Another proposal is to conduct realistic studies on how to imple-
ment effective cost-containment measures in VA hospitals and re-
lated facilities. Clearly thal is going to be an important problem.
There has been an effort, and it is in force now, to implement some
effective cost-containment measurements in the hospitals of our
Nation outside the VA, with prospective reimbursement in place it
seems to be working. It is not a perfect system. I don’t know that
we have ever devised a perfect system.

There will be a reduction in cost of hospital care, and no doubt
something should be done in the VA hospital system.

A worthwhile study might be to see that the prospective reim-
bursemeut system currently in effect under medicare hospitals
would be applicable in the VA hospital. At least study it and see
where we are and determine whether or not it could be appropri
ately applied in the VA's hospital system. .

One thing I think we will all agree on: Government is probably
the most wasteful ogeration known to man, and we cannot afford
that. Looking at a big deficit, we are looking at expenditures of
money, some oftimes that are needless, and we are looking at addi-
tional taxation which people are tired of, and it is incumbent upon
us to see that we can function in the most effective fashion.

Or, to put it another way, the veterans would appreciate—we
wa(x;t the biggest bang for the buck, and that’s what we are trying
to do.

I also call for the passage of legislation, which 1 cosponsored, to
designate 10 percent of VA intermediate care hospital beds for vet-
erans suffering from Alzheimer’s disease.

Presently, the VA has no established policy on providing care for
victims of this disease, which is now the fourth leading cause of
death among older Americans.
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I view this hearing as a beginning phase of what must be a na-
tional dialog on the furture of the elderly veterans of this Nation.

And it is appropriate that we conduct this hearing today in New
Jersey where there are more than 900,000 veterans, including
400,000 from World War II and 9,000 from World War 1.

In the neighboring State which I represent, there are more than
19 million veterans, including 834,000 from World War II, and
22,000 from World War .

It is obvious that the two States have a major stake in the discus-
sions of the future of the VA. It is important that we take steps
now, and hence we have this breakthrough, if you will, the first
hearing of its kind dealing with the probiem.

There will be many more things said, and there will be many
more hearings. Tnere will be a whole lot of controversy, and many
proposals offered and rejections and you have division of opinion
within your ranks.

But in the end, it is all distilled. We are hoping that we cru
produce a product that will respond to the anticipated crisis of
aging veterans,

[The prepared statement of Chairman Biaggi foliows:]

PREPARED STATEMENT OF CHAIRMAN MARIO BIAGG!

As Chairman of the Subcommittee on Human Services, I am pleased to convere
this hearing today This hearing was requested by, and 1s being held in the Congres
sional District represented by a most valued member of the House Seleet Committee
on Aging. my geod friend, Matthew Rinaldo. In fact, Matt Rinaldo like myself is &
charter member of the Aging Committee and in this capacity we have worked close
1y together on a number of projects. This has included a number of hearings m this
grent State but it is especially nice for me to be here i Bound Brook in beautiful
Somerset County Lot me assure not only the senior citizens of this area, but every-
one else, that Matthew Rinaldo is a fine and dedicated inember of the House of Rep-
resentatives who is working for you in Washington.

I wish to make n brief opening: statement before 1 formally turn the hearing over
to Congressman Rinaldo Our topic today is “Older Veterans. Growing Numbers and
Changing Needs™ It is another examination by our Select Committee of what |
might call the latest American Revolution—the Graying of America. Threughout
my ¥ years on the House Select Committee oa Aging, we have focused our attention
on this phencnienon and have tried to make recommendations on how best to cupe
with the challenges associated with a rapidly aging society. We know the denio
graphic data bears us out. for in our nation today, we have scen the elderly popula-
tion grow dramatically to a point where almost one out af every 9 persona ia elderly
and for the first time ir our history, the number of persons 65 years and over out
numbers teenagers.

We conduct our hearing on the older veteran in the wake of last week's release of
a deamatic internal study done by the Veterans Admiastration un how to cupe with
the present and future dramati increases in the number of its aged veterans.

Just privr to the release of this study the VA sent its 1953 Annual Report to Con.
gress. and it contained some startling demographic facts which 1 would like to
present to help set the stage for this hearing:

The Number of veterans aged £5 and over increased by 10.1 percent wr 330,000
juat between 1982 and 1983,

Today, the total number of veterans over the age of 63 s 4.2 million. This will
t;em‘h 7 2 million by 1990 and will more than double, reaching ¥ mullion by the year
2O

Much like the rest of the American population, the 75 and over segment of the
veteran population is growing rapidly to the pont that they will make up almost
onc-hall of all veterans over 65 by the year 2000,

Of the estimated 1,153,000 female veterans, more than 20 percent are at least 65
years of age.
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Yet, perhaps the most dramatic statistic that we must be concerned with from a
lunning perspective 1y that today the average age of & World War II veteran  the
argest single group of veterans—is over 62.

It 1s obvious that this rapid and continuing grewth 1n the elderly veteran popula
tion will have enormous consequences on the VA and its programs and, more impor
tantly, on its budget. Present policy mandates that once a veteran reaches the age
of 63 the VA 1s required tn provide medical care upon request without regard to
financiar need, if space 1s available It 1s expected that as the number of elderly vet
erans increase 50, oo, will the demand on the VA system. Ia fact, it is expected that
by the year 1990, when the aged 65-plus grosp of veterans totils more than 7 mil
hon, one out of every two American men will be eligible for VA benefits.

In their report this weck, the VA indicated that to cope with all the new demands
on the system, their budget will have to increase by aver 60 percent by the year
2000 That would mean that, based on the current $X billion the VA is spcndin? on
health care, by the year 2000 the amount witl be in excess of $12 billion dollars

‘The VA study 1s based largely on a survey of some 3000 veterans aged 55 and
aver, us well as admission records from the VA's busiest medical districts, and
records from che most used VA facilitics in metropolitan areas.

The findings of the study conclude that the most dramatic need the VA must cope
with i3 beds to provide lung term care nursing facilities. In fact, by the year 2010
this study indicates that the VA will need a minimum of 114,000 long term care
beds about three times the current number. All told, the VA will need a 68 per
¢ent inerease in the number of overall hospital beds by the year 2000

This study obviously will sct the stage for a serious review by Congress and the
VA on what steps must be taken to keep the VA responsive to the nccé.s of its elder
ly veterana. We want this heanng and its record to contribute in a meaningful way
to this discusawn We du not want decisions to be made in haste or without regard
to the best interests of the veterans

I wish to offer several recommendations, swhich 1 feel bear some consideration in
this ongoing discussion

The VA should immediately create a new Deputy Adnuncdrater fur Elderly Vet
erans Presently, the top twe positions i the VA are the Administrator and one
Deputy Admemistrator The probleas, nieds gnd (hallenges of the elderly veteran
are sutlicient today to warrant the establishment of thes aew hagh level position By
the year J0U, 63 pereent of all men over #5 will be veterans and one-third of the
veteran population will be over 63

his pew Deputy Adminstrator cwuld cwurdinate the work which must be under
takenaf the \'X is to respond to the Jhallenges whih Lie shead Another important
fan.twn of thia Deputy Adminestrator s to be a hygh lesel and visible Laison with
all leading seterans opgamizations tr moke cortamn theo woeput o recened as the VA
approaches its future .
sxpand the onguing proggram of establishung genateie tesearh eduation and din
wal centers {GREC's:. The geal 15 to establish 3t such centers by the year 199 1
believe there should be une in every state.

Condudt realistic studies un how to anplemeant effectise cust containment meas
ures ain VA hosptals and related faakties. A patticulazly worthwhile study might
be to see it the prospective reimbursement ayatem cuzrently an effect under Medi
‘-I?- fut hospitaly which sene Medivaee seumbursement would be applicable in the

" mystem

Parsege of legilaton, which T have co-sponsored, to Jesignate 1t pervent of VA
atermediate vare huspital beds fur vetezans suflfening from Alzheines’s Disease
Presently, the V'A has nu estabilished policy on groviding care fue victims of this dis
ease, which 15 now the 4th leading cause of death antong older Americans.

I voew this heaning as a begainning phase of what must be a national dialogue vn
the future of the clderly veteran m thi nation It s appropaate that we conduct
this hearyg tudiy i New Jersey where there are mure than Y0000 veterans, in

Juduge 000 from World War I and 9,000 from World War I In the neighboring
state of New York, part of which | represent, there are more than 1Y milliun veter
ans, i ading 83,000 World War H veterans and 22000 from Warld War 1 It is
oltviuus shat our twe states have a mor stake in the dissussions on the future of
the VA It v important that we take steps now to act Failure tu act would do a
great disservice ta our tation's veterans

1 now recogmize my colleague and friend from New Jersey, Mr Rinaldo.

Mr. Biagal. First. we have the panel of One, Dr. Wetle and Dr.
Mather.
Dr. Mather. .
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PANEL ONE, CONSISTING OF JOHN H. MATHER, M.D., ASSISTANT
CHIEF MEDICAL DIRECTOR FOR GERIATRICS AND EXTENDED
CARE, VETERANS’ ADMINISTRATION, AND TERRIE WETLE,
PH.D., ASSISTANT PROFESSOR OF MEDICINE, DIVISION OF
HEALTH POLICY RESEARCH AND EDUCATION, DEPARTMENT
gg lgngClNE AND DIVISION ON AGING, HARVARD MEDICAL

HOOL

STATEMENT OF DR. JOHN H. MATHER

Dr. MaTHER. Thank you, Mr. Chairman.

I would ask that the full testimony I shall give be entered into
the record. I do not want to extend my remarks to the full testimo-
ny, so, if it is without objection, I would like to enter it into the
record.

Mr. Biaggl. Without objection.

Dr. MATHER. Thank you, Mr. Chairman.

Mr. Biagal. I might add that any witness that appears that de-
sires to summarize their written statement if it is extensive, we
welcome it, and be assured that the entire statement will be includ-
ed in the record.

If they choose to read it, that is their prerogative.

I am advised that none of the microphones are working, so in
your testimony, please bear that in mind, so that not only can the
members of the committee hear what you are saying but the audi-
ence be permitted because, one, as a matter of courtesy; tww, as a
matter of making the process meaningful to everyone.

Dr. Mather, we have about 10 rows back there, so you will have
to speak up a little louder.

Dr. MaTHER. Mr. Chairman, if you see somebody raise their hand
indicating they cannot hear me, I will be happy to raise the volume
of my voice.

Mr. BiagGl I can tell you right now, you are not going to be
heard. You are going to have to do a little bit better than that. I
see a hand back there already.

Dr. MATHER. Mr., Chairman and members of the committee,

I welcome this opportunity to discuss with your committee the
VA's delivery of health care services to elderly veterans and how
the VA network of health services coordinates with the aging net-
work under the Older Americans Act in delivery of community-
based care.

As we are all aware, 50 years from now 1 of 5 Americans will be
65 years or olde.. The doubling of this portion of the population
has been popularly labelled “the graying of America.” Understand-
ing the impact of an aging population and the basic changes in the
social fabric which will result, is onli; now developing. For society
at large, it seems like a problem of the future and tends to be put
off while the urgent problems of the present are solved.

For one large group in the American population—America’s vet-
erans—the aging phenomen or “geriatric imperative,” and the
changing needs which accompany it, is not a matter for future
speculation. The Veterans’ Administration is dealing with a benefi-
ciary population whose average age is increasing much faster than
that of the population in general. In 1980, the proportion of veter-
ans 65 and older was approximately the same as that in the gener-

13
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al population. By 1990, it will bedouble the general population rate,
and by the yeuar 2000, nearly triple that rate.

The VA has the responsibility to meet the health, human serv-
ices, and income maintenance needs of eligible veterans. It faces a
much larger aged component in its population much sooner than
does the nation as a whole.

This fact presents a challenge to the VA, how to distribute its
resources to meet the very different needs presented by an aging
population. Moreover, this challenge carries with it a responsibil-
ity, to develop and demonstrate effective approaches to the care of
older veterans which can be observed and adapted by society at
large as the general population ages.

The VA has been aware for some time of the special opportunity
and speciul responsibility it has as a result of the aging of its client
population. Over the past decade, VA researchers and clinicians
have been at the forefront of the developing field of gerontology
and geriatrics, the study of aging and the care of the aging mem-
bers of a population, respectively. VA’s gerontology research and
training prograins are a primary national resource preparing phy-
sicians and other health workers to deal with the problems of the
aging. Special projects and individual VA medical center initiatives
have developed and tested a variety of innovative, medically sound
programs for meeting the needs of older persons. These programs
have provided care in both institutional and community settings,
often in cooperation with non-VA caregivers, educators, and re-
searchers.

The VA's health care system includes acute medical, surgical,
and psychiatric iapatient and outpatient care; extended hospital
care, nursing home and domiciliary care; noninstitutional extended
care; and a range of special programs and professional services for
elderly veterans in both inpatient and outpatient settings.

The VA operates the largest health care system in the Nation,
encompussing 172 hospitals, 104 nursing home care units, 16 domi-
ciliaries, and 226 outpatient clinics. Veterans are also provided con-
tract care in non-VA hospitals and in community nursing homes,
with fee-for-service visits to non-VA physicians and dentists for out-
patient treatment, and with sugport for care in 46 State veterans
homes and three annexes in 38 States. As part of a broader VA
and non-VA network, affiliation agreements exist between virtual-
ly all VA health care facilities and nearly 1,000 medical, dental,
and associated health professional schools, colleges, and university
health centers. This affiliation program with academic medical cen-
ters results in about 100,000 health professions students receiving
education and training at VAMC’s each year.

During the past 10 years, there has been increased utilization of
VA inpatient hospital care by older veterans reflecting both their
greater number as well as their significantly higher hospital utili-
zation rates. The percentage of the veteran population age 65 or
older increased from 8 percent in 1977 to 14 percent in 1983, a dou-
bling. These older veterans use hospital services at a rate 3 to 4
times higher than younger veterans.

In just the last 5 years, the mean age of veterans has increased
from 46 to 51 years. The net result of this shift in the age distribu-
tion has been an increased proportion of older veteran patients, as

14
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reflected in changing discharge patterns from VA health care fa-
cilities. In 1977, 19 percent of all patients discharged from VA med-
ical centers were 65 or older. In 1983, this age group constituted 39
percent of all discharges, and it is expected to approach 60 percent
by the year 2000.

An older population experiences a different mix of diseases than
does a younger population. Conditions such as coronary and circu-
latory systems disease, respiratory diseases, cancers, organic brain
disorders, including Alzheimer’s disease, and musculoskeletal dis-
eases are all more prevalent in those over 65. This group of diseas-
es tend to be chronic, progressive, and degenerative in nature, and
the damage they cause is often permanent, requiring rehabilitation
and/or long-term care. Older individuals often have more than one
chronic condition, further complicating their clinical management
and increasing the demands they make on their source of care.

In addition to exerting pressure on inpatient hospital care, the
aging veteran phenomenon or geriatric imperative is also affecting
the need for outpatient care. This treatment modality is an inte-
gral part of the VA medical center effort to provide care for the
aging veteran.

As might be expected, older veterans represent the majority of
patients being cared for in the VA, community, and State nursing
home programs. The proportions now range from 58 percent in
community placements to 71 percent in State veterans nursing
homes. These proportions are expected to increase in the future at
a rate greater than the increase in the average age of veterans.

As in the case with other health care programs in the Nation,
the VA is increasing the number and diversity of noninstitutional
extended or long-term care programs. The purpose is to facilitate
independent living by making available the appropriate sustaining
medical and human services. Such programs include Hospital
Based Home Care, Adult Day Health Care, Psychiatric Day Treat-
gxent and Mental Hygiene Clinics, and Community Residential

are.

My full statement provides additional information on each of
these particular programs.

Over the past decade specific activities focused on the health
needs of the older veteran have been developed, tested, and demon-
strated in a variety of VA clinical settings. The two with the great-
est potential for improving the care of older veterans are the geri-
atric research, education and clinical centers or GRECC’s, which,
Mr Chairman, you have already alluded to, and geriatric evalua-
tion units or GEU’s.

The VA’s geriatric research, education and clinical centers
GRECC(s] have, since 1975, provided a focus for duvelopment of in-
novative approaches to meeting the health needs of older veterans,
have provided for integration of such approaches into clinical prac-
tice in the system; and have provided training opportunities for all
types of personnel involved in the care of older veterans. We now
have 10 GRECC'’s operating in the VA system.




12

GERIATRIC EVALUATION UNITS

VA medical centers have also developed GEU's to provide com-
prehensive diagnosis, treatment, and discharge planning for elderly
patients with multiple medical problems discovered during treat-
ment in a hospital, or nursing home setting. There are currently 24
such programs in the VA system, and we anticipate an expansion
to about twice that number during the coming fiscal year.

Coordination with the aging network under the Older Americans
Act in the delivery of community-based care has been recognized
by the VA as an important component in providing needed long-
term medical and social services required by elderly veterans. The
VA has, since its inception, been involved with the Administration
on Aging’s Consortium on Information and Referral Services for
Older People. The Agency, along with 13 other Federal and nation-
al nonprofit agencies, has entered into working agreements with
the Administration on Aging to enhance those systems which pro-
vide information and referral services.

VA’s facilities in the field have developed liaisons with State and
Area Agencies on Aging to, for example:

Distribute full information on those agencies to assist aging vet-
erans, their dependents and beneficiaries in obtaining all benefits
and services to which they may be entitled under laws adminis-
tered by the Veterans’ Administration.

Second, to inform State, area, and community agencies of the
needs of aging veterans which are not being met because of ineligi-
bility for or nonexistence of benefits and services under the laws
administered by the Veterans’ Administration; and

Third, to assist in the development of and utilization of a system
of information and referral services by these very agencies.

VA facilities share specific technical knowledge in the planning,
development, and operating of services for the aging, and provide
consultation and technical assistance to State, area, and communi-
ty agencies providing benefits and services to aging beneficiaries of
the Veterans’ Administration.

The VA and the Administration on Aging have been intensively
working together over the past several months to formulate a pro-
posal for several substantive, collaborative projects, and this is a
new development.

This effort has produced three specific project demonstration pro-
posals that are now undergoing internal review within the VA and
the Administration on Aging.

The purpose of the projects is to improve care for the elderly by
broadening and strengthening collaboration between the two agen-
cies.

Five fundamental principles form the general framework for
these projects:

First, both agencies are comraitted to the well-being of older vet-
erans and, in accordance with their statutory mandates, provide a
variety of services which benefit them.

Second, these services can be strengthened through collaboration
at the community level.
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Third, in the process of collaboration, each agency should build
on the strengths, experiences, and resources of their own service
delivery system.

Fourth, the short-run goal of VA/AOA collaboration is to under-
take several significant joint demonstrations and training projects
in a number of selected locations.

And, finally, in the long-run, the goal is to involve all Veterans’
Administration Medical Centers and State and area agencies on
aging in continuing joint activities. These collaborative interactions
may eventually lead to new patterns of linking the activities of the
aging services network and VA system on behalf of older veterans.

I suspect that Dr. Wetle will elucidate on this point in her testi-
mony.

In summary, the VA recognizes and accepts the challenge associ-
ated with the increasing number of veterans age 65 and older. We
anticipate major new demands for services during the coming dec-
ades and are planning for them.

To clarify the challenge, as seen from the VA’s viewpoint, the
Administrator, Mr. Walters, asked that a report be developed
which assessed the needs of our aging veterans. The report, as has
already been referenced, has been published entitled “Caring for
the Aging Veteran,” and outlines some initial options for discus-
sion of both how and how much would be necessary to meet the
challenge.

The review of this report over the next 18 months is anticipated,
commencing in the near future, and will involve the appropriate
committes of the Congress.

This completes my statement, Mr. Chairman, and I would be
happy to answer any questions that you might have,

[The prepared statement of Dr. Mather follows:]

PREPARED STATEMENT OF JOHN H. MATHER, M.D., Assistant CHIEF MEDICAL
DIRECTOR FOR GERIATRICS AND EXTENDED CARE, VETERANS’ ADMINISTRATION

Mr. Chairman and Members of the Committee, I welcome this opportunitir to dis-
cuss with your Committee the Veterans Administration's delivery of health care
services to elderly veterans and how the VA network of health services coordinates
with the aging network under the Older Americans Act in delivery of community-
based care.

As we are all aware, fifty years from now one of five Americans will be 65 i'eurs
old or older. The doubling og this portion of the population has been popularly la-
belled "the graying of America.” lynderstanding of the impact of an aging popula-
tion, and the basic changes in the social fabric which will result, is only now devel-
oping. For society at large, it seems like a problem of the future and tends to be put
off while the urgent problems of the present are solved.

For one large group in the American population—America’s veterans—the aging
phenormenon or “geriatric imperative,” and the changing needs which accompany it,
18 not a matter for future speculation. The Veterans Admimistration is dealing with
a beneficiary population whose average age is increasing much faster than that of
the population in general. In 1980, the rroportion of veterans 65 and over was ap-
pruximately the same as that in general population. By 1990, it will be double the
general population rate, and by 2000, nearly triple that rate.

The VA has the responsibility to meet the health, human services, and income
maintenance needs of eligible veterans. It faces a much larger aged component in
its population niuch sooner than does the nation as a whole.

This fact presents a challenge to the VA —how to distribute its resources to meet
the very different needs presented by an older population. Moreover, this challenge
carries with it a responsibility —to develop and demonstrate effective approaches to
the care of older veterans which can be ogserved and adapted by society at large as
the general population ages.
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The VA has been aware for somie time of the special opportunity and special re-
sponsibility it has as a result of the agang of its chient population. Over the past
decade. VA researchers and Jinicians have been at the furefront of the develuping
field of gerontology and genatrics -the study of aging and the care of the qing
members of a population. respectively. VA's geruntulogy research and training pro-
grans are o primary national resvurce preparing physicians and other health work-
¢rs to deal with the problems of the aging Special projects and individual VA medi-
wal center anitiatives have develuped and tested a variety of innovative, medically
svund programs for meeting the needs uf ulder persons. These programs have pro-
vided care in both institutivnal and community settings, often in cooperation with
non-VA caregivers, educators and researchers.

The VA's health care system includes acute medical, surgical and psychiatric in-
patient and outpatient care, extended hospital, nursing hume and domuciliary care,
non institutional extended care, and a range of speuial programs and professional
services for elderly veterans in both inpatient and outpatient settings.

The VA operates the largest health care system in the nation, encompassing 172
hospitals, 104 nursing home units, 16 domiciliartes, and 226 ouipatient clinics. Vet-
erans are also provided contract care in non-VA hospitals and in community nurs-
ing homes, with fee for service visits to non VA physicians and dentists for outpa-
tient treatment, and with support for care in 46 State Veterans Homes and 3 an-
nexes in 33 states As part of a broader VA and non-VA network, affiliation agree-
ments exist between virtually all VA health care facilities and nearly 1,000 medical,
dental, and asSociated health professional schools, colleges, and university health
centers This affiliation program with academic medical centers results in about
lﬂl)i()O() health professions students recewving education and training at VAMCs
each year.

During the past 10 years, there has been increased utilization of VA inpatient
hospital care by older veterans reflecting both their greater number as well as their
significantly higher huspital utilization rates The percentage of the veteran popula
tion age 65 or older increased from eight percent in 1977 to 14 percent in 1983.
These older veterans use hospital services at a rate 3 to 4 times higher than young-
er veterans.

In just the last five years, the mean age of veterans has increased from 46 to 51
years The net result of this shift in the age distribution has been an increased pro-
portion of older veteran patients, as reflected 1n changing discharge patterns from
VA health care faalities. In 1977, 19% of all patients discharged from VA medical
centers were 65 or older. In 1983, this age group constituted 39% of all discharges,
and it is expected to approach 609% by the year 2000.

An older population experiences a different mix of diseases than does a younger
populativn Conditiuns such as corunary and circulatory systems disease, respiratory
diseases, neoplasms, organic brain disorders, and musculoskeletal diseases are ail
more prevelant in those over 65. This group of disvases tend to be chronic, progres-
sive, and degenerative in nature, and the damage they cause is often permanent,
requiring rehabilitation and.'or long term care. 6lder individuals often have more
than one chronic vundition, further complicating their clinical nianagement and in-
creasing the demands they make on their source of care.

In addition to exerting pressure un inpatient hospital care, the aging veteran phe-
nomenon or “geriatric imperative” is also affecting the need for outpatient care.
This treatment nivdality is an integral part of the VA medical center effort to pro-
vide care for the aging veteran.

As nught be expected, older veterans represent the majorsty of patients being
cared for in VA, community and State nursing homes. The proportions now range
from 38 percent in community placements to 71 percent in State Homes. These pro-
portions are expected to increase in the future at a rate greater than the increase in
the average age of veterans.

As in the case with other health care programs in the nation, the VA is increas-
ing the number and diversity of nun institutional extended care programs. The pur-
puse is to faulitate independent living by making available the appropriate susta.n-
ing medical and hutnan services Such programs include Hospital Based Hume Care,
Adult Day Health Care, Psychiatric Day Treatment/Mental Hygiene Clinics, and
Community Residential Care,

Hospital Based Humie Care (HBHC). This program allows for the early discharge
of veterans with chrunie idlness, most uf whum are expected to remain bedbound or
houscbound, to their own homes and reduces readmissions to the hospital. The
family provides the necessary persunal care under coordinated sup2rvision of a hos-
pital based, multidisciplinary treatment team. In turn, the team provides care tu
veterans induding medical, nursing, sociul, dietetic, and rehabilitation regimens,

18

Q

RIC

Aruitoxt provided by Eic:




ERIC

Aruitoxt provided by Eic:

15

and provides training to family members who are responsible for the personal .are
uf the patient. Patients and famihies find this program attractive as 1t preserves and
supports the family unit by bringing health services to the home.

HBHC was established as a pilot program in 1970. There are currently 43 treat-
ment teams in operation, with about 33 more planned by 1990, In 1983, approxi-
mately 167,878 home visits were made and 7,423 patients were treated. The acti/i-
ties of the HBHC Program s in keeping with the trend to develop and expand non-
nstitutional health care services to older veterans. The development of a Rural
Home Care Program has also been imitiated to evaluate the efficiency and to deter-
mine the costs of serving a target population of medically isolated patients.

Adult Day Health Care tADHC) Adult Day Health Care provides medical, rehabil
itative, social, recreational and health education services to veterans in a congregate
setting during normal working hours. The provision of ADHC services enables vet-
erans to live at home in a supportive environment rather than be institutionalized
at a sigmficantly higher cost of care. Patients referred to these VA medizal centered
programs are usually. but not exclusively, elderly veterans in need of supportive
medical rehabilitative care to maintain functioning or to continge treatment. Adult
Day Health Care Centers are distinguished fromn senior centers and other social
model day centers by their strong medically directed health care component. They
are also distinguished from VA day hospitals and day treatment centers which are
programs Erimarily directed toward the intra- and inter-personal community adjust-
ments of the psychiatrically disabled veteran.

Four medical centers, on their own initiative and within local r2sources, have de-
veloped and are operating Adult Day Health Care Programs. These VA programs
are hospital based and are staffed according to the needs of the patient population
and available staff resources. The staffing includes nursing, medical, social work, di-
etetic, rehabilitation, and recreational personnel on a full or part-time basis.

Public Law 98 160 enacted November 21, 1983, provided specific authority for the
VA to (1) operate 1ts own Adult Day Health Care Programs, (2) contract with non-
VA Adult Day Health Care Centers, and (3) share staff and other resources with
non VA Adult Day Health Care Centers as a part of a contrac® This legislation will
permit the VA to significantly increase the availability of adult day health care for
veterans in the next several years.

Mental Hygiene Chnics,/Psychiatric Day Treatment Centers. In addition to the
psychiatric bed services available at VA medical centers, metal health services are
also provided through 151 hygiene clinics, 62 psychiatric day treatment centers, and
numerous specialized treatment programs (e.g., alcohol and drug dependency pro-
grams and day hospital programs). Mental hygiene clinics serve as the basic unit in
the delivery of ambulatory psychiatric care. Alternatively, day treatment centers
pruvide supportive, maintenance, and learning environments for chronic psychiatric
patients experiencing long term difficulities with commumity adjustment, interper-
sunal relations, vocational, emotional, or behavioral problems. Both programs are in
the prucess of developing specialized outpatient treatment services for the older psy
chiatric patient. This 1s illustrated by the fact that gero-psychiatric programs have
been implemented in 12 VA medical centers.

Community Residential Care (CRC) (formerly Personal Care Home). This program
provides residential care, including room, board, and limited personal care and su-
pervision to veterans who do not require hospital or nursing home care but who,
because of medical or psychosocial health conditions, are not able to live independ
ently and have no suitable family resources to provide the needed care. In FY 1983,
an average daily census of 11,195 veterans was maintained in this program in ap-
proximately 3,045 private homes.

The patient in this program must be capable of performing activities of daily
living with mimimal or no assistance, exhibit socially acceptable behavior, and not
be a threat to self or others. Care is provided at the veteran's own expense in pri-
vate homes inspected by the VA but chosen by the veteran. The veterans receive
monthly folluw up wvisits from VA health care professionals and are outpatients of
their local VA medical centers.

Over the past decade specific activities focused on the health needs of the older
veteran have been developed, tested, and demonstrated in a variety of VA clinical
settings. The two with the greatest potential for improving the care of older veter-
ans are Geniatric Research, Education and Clinical Centers (GRECCs) and Geriatric
Evaluation Units (GEUs).

Geriatric Research, Education, and Clinical Centers. The VA's Geriatric Research,
Education, and Clinical Centers. (GRECCs) have, since 1975, provided a focus for de-
velopment of innovative approaches to meeting the health needs of older veterans,
have provided {or integration of such approches into practice in the system, and
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have provided training opportunities for all types of personnel involved 1n the care
of older people. Ten GRECCs ure currently in‘tgfé VA system.

Geriatric Evaluation Units. VA medical centers have also developed Geriatric
Evaluation Units (GEUs) to provide comprehensive diagnosis, treatment and dis-
charge planning for elderly patients with multiple medical problems discovered
during treatment in a hospital. There are currently 24 such programs in the VA
system.

Coordinatior with the aging aetwork under the Older Americans Act in the deliv-
ery of community-based care has been recognized by the VA as an important compo-
nent in providing needed longterm medical and social services required by elderly
veterans The VA has, since its inception, been involved in the Administration on
Aging’s Consortiuin on Information and Referral Services for Older People. The
Agency, along with 13 other Federal and national non-profit agencies, has entered
into a Working Agreement with AoA to enhance those systems which provide infor-
mation and referral services.

VA’s field facilities have developed linisons with State and Area Agencies on
Aging to Distribute full information to those agencies to assist aging veterans, their
dependents and beneficiaries jn obtaining all benefits and services to which they
may be entitled under laws administered by the Veterans Administration. Inform
State, area, and community agencies of the needs of aging veterans which are not
being met because of ineligibility for or non-existence o%beneﬁts and services under
laws administered by the Veterans Administration. Assist in the development of
and utilize a system of information and referral services with these agencies.

VA facilities share_specific technical knowledge in the planning, development,
and operation of services for the aging, and provide consultation and technical as-
sistance to State, area and community agencies providing benefits and services to
aging beneficiaries of the Veterans Administration.

The Veterans Administration and the Administration on Aging have been inten-
sively working together over the past several months to formulate a proposal for
several substantive, collaborative projects. This effort has produced three specific
oreject demonstration proposals that are now underguing interval review within the

A and AoA. The purpose of the projects is to improve care for the elderly by
broadening and strengthening collaboration between the two agencies. Five funda-
mental principles form the general framework for these projects:

Both agencier are committed to the well-being of older veterans and, in accord-
u}r:ce with their statutory mandates, provide a variely of services which benefit
them.

These services can be strengthened through collaboration at the community level.

In the process of collaboration, each agency should build on the strengths, experi-
ence and resources of its service delivery system.

The short-run goal of VA/AoA collaboration is to undertake several significant
Joint demonstrations and training projects in a number of selected locations.

The long-run goal is to involve all Veterans Administration medical centers and
State and Area Agencies on Aginé; in continuing joing activities. These collaborative
interactions may eventually lead to new patterns of linking the activities of the
aging services network and VA system on behalf of older veterans. .

In summary, the VA recognizes and accepts the challenge associated with the in-
creaing number of veterans age 65 and older. We anticipate major new demands for
services during the coming decades and are Xlanning for them. To clarify the chal-
lenge, as seen from the VA's viewpoint, the Administrtor, Mr. Walters, asked that
a report be developed which assessed the needs of our aging veterans. The report
has been published and outlines some initial options for discussion of both "“how"
and “how much” would be necessary to meet the challenge. A review of this report
over the next 18 months is anticipated, commencing in the near future, and will
involve the appropriate committees of the Congress.

'l‘hl;s completes my statement. I would be pleased to answer any questions you
may have.

Mr. BiaGGl. As a matter of policy, we will wait until both mem-
bers of the panel have completed their testimony, and then we will
pose questions.

Dr. Wetle.

Dr. Wetle is the assistant professor of medicine, the division of
health policy, research, and education, of Harvard University.

And if I did not announce Dr. Mather’s title, he is Director of
Geriatric Medicine, Veterans’ Administration.
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Dr. Wetle.

Dr. WETLE. In addition to working at Harvard Medical School, I
also was previously the directer of an area agency on aging and
was a social policy analyst for the Administration on Aging, so I
have had some practical experience in addition to my academic ex-
perience in these programs.

Mr. Biagar. I would say invaluable experience.

Dr. WETLE. Thank you.

STATEMENT OF TERRIE WETLE, PH.D.

Dr. WeTLE. My testimony today is based on the work of a collabo-
rative project between Harvard’s division of health policy research
and education and the Boston VA OPC GRECC. The goal of this
project has been to explore how the VA and the coinmunity could
better work to serve elderly veterans. The results of these activities
are reported in a book, “Older Veterans: Linking VA and Commu-
nity Resources,” which will socn be available from Harvard Press.

In addition to the publication of that book, we also developed a
set of options for the Veterans’ Administration to consider for
better integrating VA and community resources. The process that
we have gone through is multidisciplinary which involved not only
representatives of the Veterans’ Administration and community
service agencies but also representatives of veterans service organi-
zations as well as congressional staffers and others.

Our work was based on several initial observations. The first was
that the VA health systein is the Nation’s single largest coordinat-
ed system, of care. And although the VA has been a major provider
of institutional-based services, only recently have they become
more heavily involved in community-based services.

As Dr. Mather has carefully pointed out the VA faces what has
been called a “geriatric imperative” not only because there are
larger numbers of older veterans, but because those veterans re-
quire a different mix of services than are currently provided by the
Veterans’ Administration.

We also recognize that veterans have multiple eligibilities and
entitlements, including not only their VA benefits, but medicare
benefits, medicaid, Social Security and the various services provid-
ed under the Older Americans Act.

Therefore, to ensure the availability of a broad array of services
for older veterans, it is imperative that the VA develop and im-
prove linkages with community providers.

We also recognize that it is unlikely that there will be major in-
creases in the Veterans' Administration budget. Therefore, we feel
that the VA must work more effectively to tap non-VA resources,
and this includes four basic approaches:

First, to increase the availability of community resources for
older veterans.

Second, to support family care which maintains veterans at
home.

Third, to expand noninstitutional services.

And, finally, to expand and develop care management.
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We developed four sets of suggestions which are elaborated at
some length in my testimony, and I will just touch on them lightly
so that you will understand the range that they cover.

We first of all suggested that in order to increase the availability
of community resources, that the Veterans’ Administration must
engage in greater coordination of their planning efforts with local
efforts to plan for services.

This includes a more active participation in State Health Coordi-
nating Councils, health systems agencies, area agencies on aging,
medicaid departments, and State units on aging.

We recognize that this process has begun with the MEDIPP proc-
ess, but that that should be expanded, not only to identify staff lo-
cally, perhaps through the community collaboration office concept
which has been suggested as one option in the VA report, which
was recently released.

We also believe that there should be increased direction provided
nationally. Agreements_to coordinate planning activity should be
negotiated with the A®ministration on Aging, with the Health
Care Financing Administration, and other relevant Federal agen-
cies.

Second, we believe that there should be increased sharing of VA
and Community Resources, and we feel that there are three possi-
ble models that could be approached both singularly and in con-
cert.

The first suggests that we have an exchange of in-kind sharing of
services and expertise.

It is recognized that the VA has developed geriatric expertise
that in some cases is much superior to that of the community, and
that that is a valuable resource that the VA chould share.

In like manner there are certain services that the community
can offer that the VA cannot under current rules and regulations.
Most notably certain types of home services which are not directly
health-related but have a huge impact on the ability of the veteran
to stay at home so that we believe that there are valuable re-
sources that can be shared in either direction.

We also believe that there can be joint development of new oro-
grams, in which resources are pooled, coming from both the VA
and the States and local communities to better provide services.

One such example is for the VA to work more closely with the
State medicaid agencies to develop care plans and options given
that there is a direct tradeoff between medicaid reimbursement for
care and VA reimbursement for care for older veterans in nursing
homes, whereby older veterans who are admitted to nursing homes
under VA benefits, and those are exhausted in 6 months. Many
times those veterans go onto the medicaid rolls and better coopera-
tion could be helpful there.

Our second suggestion is that the VA improve its support of
family care to aid in maintaining elder veterans at home.

An important factor in maintaining older veterans is the avail-
ability and willingness of family members to provide care. One way
that we can realize the cost savings of older veterans staying at
home is to provide more supportive services to the family members
providing care. Examples of this include technical assistance in
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learning new skills, counseling, family mental health services, and
personal su%ports to those family members.

This can be done through a collaboration of VA staff, the veter-
ans service organizations—through their impressive volunteer ef-
forts, and community agencies.

We believe also that there should be services which supplement
family care. These include home health care, chore services, day
hos;})litals, friendly visitors.

This provides relief to those family members who have the 24-
hour-per-day responsibility of caring for an older veteran who may
be disabled or otherwise iﬂ.

Improvement of respite care can be achieved through better co-
ordination with community agencies, as can the development of
da%hospitals and adult day health care.

e suggest that an expansion of the use of non-VA services by
older veterans could be enhanced by expanding the housebound
benefits program of the VA as well as the current disability pen-
sion program. By expanding the money offered to older veterans
through those programs, they could purchase those services that
they feel are most required for maintenance of quality of life.

We also believe the VA could expand its definition of health
services to include certain types of home health which are current-
ly not allowed under VA regulations.

Finally, we believe the VA could expand and develop care man-
agement for high risk older veterans. This could be done through
the identification of VA medical center units whose responsibility
is for managing the care of older veterans with multiple health and
social problems.

We believe that this care management should be coordinated
with community-based services and, in fact, many communities
have in place care management services which could be used
through collaborative arrangement.

Finally, we believe that there are two thematic issues which
bridg;e1 this whole array of options: one, education, and second, re-
search.

As Congressman Biaggi pointed out, the GRECC system, the geri-
atric research education clinical centers, ar: national leaders in
both doing research and education around care of older veterans.

We believe that the concept of the GRECC could be expanded so
that the service would not only be provided in those few VAMC’s
that currently have GRECC’s but that the concept could be expand-
ed to other VA medical centers and that this could be done effi-
ciently by tapping community-based resources, medical schools,
health education centers that exist in the communities which don’t
have GRECC's currently.

A second educational activity is health education and health pro-
motion for the older veteran. We believe these activities should be
expanded to include assistance for older veterans in negotiating the
health and social service systems not only for Veterans’ Adminis-
tration supported programs but the aging network as well. In es-
sence, teaching oldar veterans how to use the VA and non-VA sys-
tems more effectively.

Finally, we believe that the research activities of the Veterans'
Administration, offer unique ooportunities. Given the large data
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sets available, as well as the fact that centrally coordinated change
can occur within the VA, we believe that there can be a more effec-
tive use of the VA research opportunities through evaluation of on-
going programs.

After all, the VA is facing the geriatric imperative more quickly
than that of the general population and the VA may indeed pro-
vide models for care of all elders, not just older veterans.

We also believe that there should be a prospective study of func-
tional assessment and surveillance of high risk older veterans in an
effort to sidetrack the negative outcomes that can occur with func-
tional decline and hospitalization of older people.

Coordination and cooperation are not easy. We must carefully
think through the barriers for such coordination as well as the in:
centives for helping people to overcome these barriers.

In our research we discovered a number of important and suc-
cessful grassroot efforts across the country. of VA-community co-
ordination Unfortunately, many of the VA staff were afraid to go
public with these demonstrations because they feared that their
programs violated one or another of the central office regulations
or guidelines.

On the other hand, we discovered area agency on aging person-
nel who had never talked with nor met the VA people in their
area, and who, in fact, resented the referral of veterans to their
programs because, and I quote:

The VA is a resource-rich organization. They can pay big bucks for nursing home
beds. Why should we take care of their patients?

And, yet, when encouraged to work together, many communities
have begun to discover the real benefits of closer working relation-
ships and to develop innovative programs which expand and en-
hance service packages for older veterans while providing real
service to non-VA community agencies.

[The prepared statement of Dr. Wetle follows:]

Pueraned StateMeNT or Teamie WETLE, Pu.D., Division or Heartii Ponicy RE:
SEARCH AND Eprcation, DEPARTMENT OF MEDICINE AND DivisioN oN AGING, HAR-
vAaRrD Mepican Scitoor,

My testimony today is based upon the work of a collaborative project between
Harvard’s Division of Health Policy Research and Education and Boston's VAOPC
iRECC The goal of this project has been to explore the use of VA and commumty
based resources to better serve the elderly. In order to prepare the necessary back-
ground materials, a number of research projects were undertaken. The results of
these activities are reported in a book, “Older Veterans. Linking VA and Communi.
ty Resources,” soon to be available from Harvard University Press. In addition to
this publication, another major product of this project has been a set of ortions for
integration of VA and community resources. The process has been mu tidiscipli-
nary, soliciting VA and non VA perspectives and has included a conference which
browght together representatives of the various federal agencies serving the eiderly,
stafl from relevant Congressional committees, local service providers and planners,
and academicians involved in gerontology and health policy.

Today. 1 would like to bricﬂﬂ share with you our findings and suggcstions for en-
hanced linkages between the VA and other providers of care to elders in the com-
munity The comments I offer are not intended to represent the official views of the
Veterans Administration, but rather those of the faculty and staff of the Harvard
Project on VA/community Resources and the Older Veteran.

Our work has been based on several initial observations. The Veterans Adminis-
tration is the nation's largest single coordinated health care system. Although the
VA is a major provider of institutionally based geriatric care, there has been far
less emphasis on community based services. The VA faces a clear geriatric impera-
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tive not only because of increases in absolute numbers of elder veterans, but be-
cause the mix of services by the elderly differs from that of other age groups. It is
also recogmized that the majonty of veterans have multiple eligibilities and entitle
ments inzluding VA benefits, Medicare, Medicaid, Social Security, and services pro-
vided under the Older Amenicans Act. To ensure the availability of the broad array
of services required by elder veterans the VA must develop and improve linkages
with community based providers,

The options suggested here take into account the special health and illness behav
101s of elders, the existing organization of VA and non-VA services, the importance
of both medical and social services in caring for elders and the barriers to coordina
tion and collaboration among individual services and the two service systems. The
options address the following objectives, to increase the availability of community
resources to veterans, to support family care which maintains veterans at home, to
expand non institutional services, and to expand and develop care management,

It 15 encouraging to note that the Veterans Administration and the Administra
tion on Aging have begun to work together to develop projects addressing these
issues,

OPTION I=~INCREASE THE AVAILABILITY OF COMMUNITY RESOURCES

A, Greater coordination of planning efforts

Increased cvordination of planning efforts at the local level will require an expan
sion of VA activities 1n community planning. This would include active VA partici
pation 1n the work of local Health Systems Agencies, State Health coordinating
Counuils, Area Agencies on Aging, State Medicaid Departments and State Units on
Aging. Fanihiarity with existing community resources which can supplement or re
place the need for VA services will enable the VA to meet the needs of elder veter-
ans and will alert the VA to uamet community needs for which VA resources are
partivularly well suited. This activity can be viewed as a natural growth and expan
sion of the MEDIPP,

T implement this option, VA Central Office should emphasize the importance of
induding planning for lung term care services in MEDIPP activities, This expansion
of the MEDIPP will require relatively few additivnal resources To insure that each
VAMC 15 an active participant i community planning, staff at each VAMC should
be dentified for this responsibility. Traditionally, this has been viewed as a social
strvices activity. And while it is recognized that much of the necessary information
«and many of tfw required skills are available through social work, we recommend
that the impurtance of this process requires direct partiipation of administrative
stafl and representatives of the varius VAMC departments. Special units should be
deseluped at cach VAMC with respunsibility for this and uther community interac
tions.

Implementation of this option also requires cuordination at the national level
Agrecineuts tu wurditiate planning activities should be negotiated with the Admin
itration un Aging, Health Care Finuncing Adnunistraaun and other cclevant feder
al ageneies, simular tu the recent agreement regarding Informatiun and Referral Ac
titivies.

B. Increased sharing of VA/communuty resources

Three uverlapping mudels fur increased sharing of VA Community Resources are
uffered. The fiest mudel suggests an exchange of in kind services and eapertize, rec
vmzing that, i many locations, both the community and the VA provide services
ur have expertize which 15 unavailable or in short supply in the other sector. The
relative distribution of starce resvurces and expertize differ frum one location tu the
next, but the general pattern would indiate that the community uffers day care,
Lume health and honwe help, and other forms of social support as well as nursing
hutie beds, fuster care and congregate housing. The VA, un the otherhand is more
Likely tu passess eapertize i rcf;ubxhtutwn. genatrics, aud treatment of certain spe
voal disteases auch as stroke and spinal cord injury as well as services such as domi
vihary care, extended huspital ware, and huspital bused hume care. Huspital adminis
traturs should be given respunsibility for negotiating interagency agreements be
tween community providers and the VA, Incentives to VAMCs to participate in
such sharing atramgements should include flexibiity in program guidelines, inclu
swn of shanng atrangements o the performance appraisal process, and changes in
the furmale for alliating budgets to take into accoun. in home and vutpatient sens
1Cen.

A sewond model for coordinating VAL community activities is the joint develop
ment of new programs and the wurdinaton of existing programs. This concept, aa
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service providers to plan and duevelup new programs. A notable example of such an
effort would be a cooperative effort between the VA and State Medicaid agencies
around providing long term services. Under such an arrangement, these two entitics
would coordinate the provision of home-based services and the placement of elders
in nursing homes. In another example, the VA at the local and national level, could
become involved in projects similar to the ongoing National Long Term Care Chan-
neling Project.

A third model for coordinating VA/Community activities to better serve the older "
veteran is to pool resources to develop new services. Under such an arrangement,
ench agency contributes resources in order to develop a new program, under circum-
stances in which no single agency is able or willing to provide the program alone. It
is likely that extensive pooling of resources would require changes in regulation and
legislation Precedent does exist however, in the authorization of construction funds
for state nursing homes for veterans, a program which is both efficacious and effi-
cient for the VA We recommend that such programs serve both older veterans and
non veterans, increasing the likelihood of enthusiastic community participation.

OPTION 2—SUPPORT FAMILY CARE TO AID IN MAINTAINING OLDER VETERANS AT HOME

A. Provide supportive services to family care providers

An important factor in maintaining the elder veteran at home is the availability
and willingness of family members to Frovide care. The VA can expand two sets of
activities which will enhance the willingness and capacity of families to provide
home care The first set of activities supports family care.” Services to be provided
include technical assistance in learning new skills, counseling, fainily mental
health services, personal supports and a variety of respite or emergency services.
For the most part, these services are provided directly to the care provider. Services
of this sort recognize the substantial efforts made by family caregivers and the po-
tential stresses of caretaking. One option is to develop VA programs which use VA
staff and volunteers to provide counseling and skills development. These programs
would most likely emanate from VA medical centers and outpatient clincs but
would be most_effective if offered in the client's home and in geographic locations
close to home Use of telephone contacts certainly would expand the impact of a VA
support program and reduce fiscal and personal costs (e.g., travel, inconvenience)
and is likely to be quite effective if supplemented by home or clime visits. Such serv-
ices would represent an extension of tﬁe life-line concept already in use with some
veterans and of the contact person approach offered to patients and family members
at some VA medical facilitics.

Another approach for the VA in developing supports for carctakers is to develop
sharing arrangements with community agencies. Tm exact “‘format” {e.g., contracts,
pooling of resources, “trading of services”) of such sharing arrangements is dis.
cussed in other options in this series. It should be recognized, however, that pro-
grams to support family caregivers are not common in community service systems
across the country and, in fact, will be a novel idea in many communities. This pro-
vides the VA with a good opportunity for onrlg involvement in the planning and
implementation of such programs, serving as a full purtner, and perhaps innovator,
in the community development process. Further, a project such as this lends itself
well to sharing arrangements in which a VA medical center may provide fanuly
support services to a combination of veterans and non-veterans in its immediate ge:
ographic area in exchange for similar services provided to veterans by comniunity
agencies in areas which are not geographically convenient to the VA facility.

B Services whick supplement family care

The VA has before it a rich array of options for supplementing family care. Strict- ¥
ly speaking. any service which eases the burden of caregivers falls mto this catego-
ry, including home health care, chore services, day hospitals, friendly visitors, and
even temporary institutional care. For supports to care providers to be most cost-
effective, they should supplement, not supplant, family services. .
In addition to the usual array of home health and social services that may be
used to supplement and enhance family care, respite care services are particularly
important in family care situations The VA has a number of options before it for
providing respite care, some requiring legislative changes. VA medical centers al-
ready provide “unintentional” respite care for families in crisis who bring in an
elder for admission to the acute hospital for more ur less "real” medial problems.
“Deliberate” resH_ite care allows for the provision of needed services with appropri-

ate levels of staffing and intervent on. The VA already offers some deliberate res.
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pite care and has the putential to offer such care in a variety of its institutional and
residential settings, including acute care, extended care, uursing homes, and per
haps even domicinary care.

Day hospitals and adult day care are other forms of support which supplement
family caretaking. Again, the VA may choose to imitiate day care and day hospital
programs at VA medical centers or may choose to enter into sharing arrangements
with community agenues 1n order to access elder veterans to thuse services. If shar-
ing arrangements are selected, coordination with the AvA at the national level and
with the Department of Veterans Benefits for implementation purposes is hikely to
be beneficial.

OPTION 3—EXPAND NONSTITUTIONAL SERVICES

A. Expand housebound benefits program

It s recommended that geriatric care coordinators be allowed to petition local vet
erans benefit counselors for Housebound Benefit allotments to be used to support a
care plan developed by the care (oordinator and the 2lder patient.

B. Expand the current disability pension program

It 1s recommended that geriatric care coordinators be allowed to petition the pen
sion board for aid and attendance allotments for high risk elders. These allotments
could then be used to support a care plan developed jointly by the elder patient and
cnre coordinator.

C. Expand the definition of Va health services to include home help

Because of the special problems associated with chronic diseases common in old
age, the provision of home-based services is required to prevent untimely institu
tionalization. The current VA definition of health care should be expanded to allow
for providing home based services such as home health aids and home helps.

OPTION 1~ EXPAND AND DEVELOP CARE MANAGEMENT FOR HIGII RISK ELDER VETERANS

A, Identify VAMC units responsible for care management

It 1s recommended that the VA further expand care management by identifying a
umt within each VAMC responsible for this activity. Care management should in-
clude careful functional assessment in addition to t{le usual identification of needs
and resources. This care inanagement function should include the active participa-
tion of the disciplines of social work, nursing, medicine and therapies as necessary.
Care management should be coordinated with community based services to ensure
that the full array of necessary services are available.

B. Demonstration of care management of high risk elders

It is further recommended that the VA launch a major demonstration of care
management through assessment and monitoring high risk elder veterans. Patients
would enter this program for screening throth one of three routes, referred by
physician tany patient over 65), referred by self or any provider (any patient over
3) or any elder patient for whom nursing home placement is a consideration. An
initial screen would 1dentify the target group, those at high risk of heavy utilization
of service, and would carefully assess them at regular intervals, bringing them in
for appropriate interventions as needed.

THEMATIC ISSUES WHICH BRIDGE OPTIONS

Education

1 A. Development of VA geriatric educational competence

Foui of genatric educational competence within the Veterans Administration
should be crented at certain VAMCs which are already endowed with geriatric and
academic resources, such as. a) faculty competent in geriatrics, b) teaching nursing

. home or accepting nursing home environment, ¢) RMEC, d) CHEP and e) medical
school affiliation.

eriatric education activities should reside within the educational program of ex-

1sting GRECCs and be incorporated into each new GRECC established henceforth,

eventually serving all 28 VA regions nationally. These foci shall be designated VA

Geriatric Education Centers {(VA GECs). The Health Resources and Services Admin

istration initiative, creating four regional Geriatric Education Centers (GECs) na-

tionally, should provide some useful models for the Veterans Administration in its

deliberations concerning geriatric education. These GECs have been created to

ERIC
27

' < 2




24

enrich educativnal uppurtumity in geniatrics for health professionals through faculty
training and technical assistance. The regional GECs provide on-site training in ger-
iatrics for faculty from health professional schools who will then return to their
own institutions to augment or establish genatric educational programs. In addi-
tion, each Center serves as a clearing house for selected educational materials and
curricula as well as providing consultation and technical assistance in genatric pro-
gram development.

VAMCs with GRECCs should develop the VA GEC as an expansion of current
educational activity within the GRECC. Additionally, VAMCs and GRECCs in re-
gions with a CAGP or REMC should collaborate with them in geriatric educational
development.

For VAMCs with fewer geriatric resources, health care providers can be sent for A
short term intensive training in geriatrics at VA GECs. The VA should consider de-
veloping formal certification in geriatrics for individuals completing such training
experiences.

A very small number of VA GECs will, in collaboration with non-VA resources
fsuch as a site with an HRSA GEC), take responsibility for developing geriatric edu-
cational exports. These products will be used at remote VAMCs to enhance geriatric
care capability among providers, and will also be available to the community.

B. Faculty development

A major focus of educational programs in geriatrics within the VA should be in-
creased capacity to produce faculty as well as care providers in geriatrics through
enlargement and modification of the geriatric medicine and dental fellowship pro-
grams, especially at GRECCs, and by development of fellowship programs in addi-
tional disciplines, such as nursing and allied health.

All training in geriatrics should emphasize interdisciplinary team function as well
as more traditional discipline-specific teaching. Since physicians are team leaders
and have generally lagged behind other disciplines in interdisciplinary team func-
tion and education, special effort should be made to capture interest and attention
of physicians. The ITTG program should be expanded to accomplish this end.

C. Health education/health promotion for the older veteran

It is recommended that educational activities also focus on the older veteran and
family members. Health education/promotion materials and modules should be de-
veloped at VA GECs to educate elders to the development of appropriate illness be-
haviors Thesec modules should cover. facts about disease in old age, with special em-
phasis on developing appropriate attitudes and changing ageist beliefs. early detec-
tion of diseases, with special emphasis on learning to recognize symptoms of diseas-
es particularly those non-specific symptoms which characterize the different presen-
tation of disease ainong the old, self-care skills, and information about effective ne-
gotiation of the health care system.

A variety of formats should be used for health education/promotion activities. For
many topics, group approaches using volunteers with similar situations are quite ef-
fective. Inclusion of family members will serve to reinforce newly developing health
behaviors in the older veteran.

D. VA.community interaction

VA Geriatric Education Centers should provide educational services for communi-
ty as well as VA personnel. Priority shall be given to training VA providers, but
non VA personnel will also be eligible. Community strength in geriatric education
. related to health rare will be used to develop new or augment existing capabilities
within the VA.
VAMCs will consult and collaborate with community sources of expertise in geri- Iy
atric education to assist the VAMC in developing VA geriatric educational pro-
grams Such community resources include geriatric programs in health professional
schools, clinical service sites, AHECs, AAAs, HRSA GECs, university social geron:
tology centers or programs, and state or regionn! educational programs sponsored by .
the American Association of Homes for the Aged and the American Health Care
Association.

E. Comprehensive functional assessment
Comprehensive functional assessment should be a cornerstone of the VA curricu-
lum in geriatric care, with a priority to develop and use a system-wide assessment

instrument and common language. Geriatric Evaluation Units already in existence
should lead this effort.
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Research

. If the VA were to develop an array of new initiatives to promote VA-community
interaction in the care of the elderly veteran, it would provide further opportunities
to conduct useful health services research which will guide future efforts. The fol-
lowing recommendations result from the discussions at the conference.

A. Evaluation of VA/community actinities

. As with other interventions, it would be appropriate for the VA to include an
HSR&D component in all new substantive heart?\ care delivery programs in the VA-
community interaction sphere. A primary HSR&D activity would be evaluation.
New technologies, such as assessment instruments or patient monitoring models, in-

a troduced in the VA-community interaction initiative should be the subject of rigor-
ous health services research including randomized controlled trials. Adequate re-
sources to conduct such research should be §ncluded in program planning.

B. Remaving barriers to collaborative VA/community research

The VA should move immediately toward removing substantive administrative
barriers to HSR&D demonstrations and evaluations in projects conducted jointly by
VA and non-VA investigators.

C. Prospective study of functional assessment and surveillance

There should be a prospective study of functional assessment and surveillance of
high risk older veterans in order to identify the value, if any, of such an effort in
targeting community services to focus on older veterans (greater than 70 or 75 years
of age) with functional impairment, acute confusion or other conditions likely to in-
crease the risk of institutionalization. As we envision such a study, it will begin
with comprehensive functional assessment, followed by an intervention consisting of
monitoring and carly treatment. Outcomes to be measured include functional and
health status and use of VA and community health and other services.

Mr. Biagai. Thank you.

Dr. Mather, I am not going to ask you whether or not you ap-
prove of the suggestions that I made. I think that we might have
some conflict on that.

But would you approve of the direction in which we seem to be
going with these proposals?

Dr. MATHER. Mr. Chairman, I heard you, I think, make four sug-
gestions and I think that on the first one I may indeed have a con-
flict, in the sense that T am the Assistant Chief Medical Director
for Geriatrics and Extended Care within the VA and I am already
responsible for some of the things that I think that you were sug-
gesting a Deputy Administrator for Elderly Veterans might fulfill.

o I will not comment on that one.

I think that the other ones though are worthy of maybe a couple
of additional comments.

First of all, concerning the expansion of the GRECC’s, you may
have seen in the aging report we do propose expanding them to at
least 30. If the Congress authorizes expanding our authority from
15 to 30, it fulfills the notion that we will have at least one GRECC
for each of our 28 medical districts that exist in our system. So the

1 GRECC’s become very much a district resource as well as a re-
source to the whole VA system and individual VA medical centers.

I would like to comment on your remarks vis-a-vis cost contain-
ment in the VA; use of prospective reimbursement. I think it is
very important for the agency, with a vertically integrated system
of health care, to demonstrate its efficiencies. There are many stud-
ies already coming to the fore that are demonstrating some of
these efficiencies.

But I would point out that we have in fact used the DRG system,
which is a cornerstone of prospective reimbursement under medi-
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care reimbursement as a way of allocating our funds at the begin-
ning of each year to each VA medical center.

We are in the process of implementing this method, phased in
over a 3-year period of time, so that over half the budget that goes
to each VA facility, will be allocated by this methodology.

I wculd add also that we are doing some key studies, on similar
methodologies for ambulatory care and for long term care using
what are known as resource utilization groups or RUG’s. We antici-
pate that those studies will be forthcoming this coming year.

The Health Care Financing Administration has expressed consid-
erable interest in these studies and is, in fact, tapping into the
work that we are doing in this particular area.

As far as your comments concerning Alzheimer’s patients and
other victims of dementia and cogritive disorders are concerned,
we would entirely agree with you, that they do constitute a special
group in our population at large and particularly in the VA.

I say in the VA because we have found that for the most part,
victims of Alzheimer’s disease do not have some pre-existing serv-
ice-connected disability. We are in a situation where, because we
provide care on a rank order of priorities that gives preference to
the service-connected veteran, those that have non-service-connect-
gd disabilities essentially only receive care on a space available

asis.

Notwithstanding that, we have in fact, in the past 2 years, initi-
ated some very special programs for Alzeheimer's patients. We
have beer working with the national associations in preparing a
program guide that will go to each VA medical center. It will spe-
cifically assist them in better diagnosis and better validating of
that diagnosis and some indications of particular needs of Alz
heimer patients and how we can take care of them.

I would also add one other thing, which in fact, links back into
the issue of cost containment. It is that we have been developing a
prototype nursing home with a 120-bed units. Within that proto-
type we are building into the criteria that meet the special needs of
those who are gurney bound patients. This would include spinal
cord injury patients, those that have cognitive dysfunctions and
wandering tendencies. This is a special need in that Alzheimer pa-
tient group.

Mr. BiacGL You make reference to your cooperation with the
Older Americans Act, and your entering some projects.

Dr. Wetle talks about a whole range of outside resources that are
available, that would be available for the Veterans' Administration
hospital. How would you comment on your ability and the useful-
ness of that proposal?

Dr. MATHER. Mr. Chairman, I would comment in two regards.
One would be to link back to what Dr. Wetle laid out as a docu-
ment that, I understand is about to be delivered to the Chief Medi-
cal Director. It suggests that we take things further along the road
of collaboration.

We have been staying in touch with the people at Harvard and
we have been slowly disseminating those ideas. Let me add that we
did a study last year to determine to’the extent which indiv‘dual
VA medical centers are working closely with the Area Agencies on
Aging and are, in fact, actively referring to what we would call, a
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cooperative, coordinated and collaborative approach. And we, at
that time, found that really only 25 percent of the VA medical cen-
ters were really doing that effectively. Some of the barriers to ex-
pansion, I thini were alluded to by Dr. Wells. Those those are the
kinds of things that we want to seek to break down further.

There is another aspect to this which I think needs to be drawn
out. It is that the VA does have prescribed in law, certain eligibil-
ities and entitlements for veterans that range from certain benefits
of infcome support and to various services that we can provide and
pay for.

8thers, though, we cannot provide and are proscribed by law
from providing. Those are the services that we refer patients to the
various community services that are available. Things like, Meals
on Wheels, and transportation and so forth.

Further than that, I think that it is clear to a number of us, that
the planning efforts that need to go into this area are really the
cutting edge of getting further work done. And we have been, in
the agency, working with the American Health Planning Associa-
tion for the sponsorship of a major conference that will be taking
place at the end of September in Washington, DC. It is designed to
convene all the players, the Area Agencies on Aging, the HSA’s,
the the VA planners, et cetera, et cetera, in a working conference
on long-term care.

We hope that we will take the momentum further in this area of
thinking through what it means to coordinate services.

Mr. Frorio. Would the gentleman yield?

Mr. BiacGi. Certainly.

Mr. Frorio. Let me just make a point that and it is something I
think that has to be on the record.

I served on the Health Committee for a long period of time in
the Congress as well as the Select Committee on Aging and the
Veterans so that I can see an integrated effort as being desirable to
utilize our health care moneys in general. And all the testimony
today and other things that I have read, talk, and want to empha-
size that particularly in a time of diminishing resources and coordi-
nation is fine, and cooperation is fine, integration is fine of all of
these facilities.

But I just throw out there, and particularly for veterans’ organi-
zations that a note of caution that everyone should be aware that
there are some that have a not so hidden agenda that effectively
are talking about dismantling a free standing VA hospital system
and integrating and coordinating and consolidating it out of exist-
ence. I am making reference to things like the Grace Commission
Report. Matti Rinaldo and I served on the committee that Con-
gressman Stockman served on, before he became OMB coordinator
and he was very forthright in his opinion that there was no justifi-
cation for the existence of the VA and in fact, with over capacity of
beds in so many areas, we could, earlier, rather than later, disman-
tle the system and parcel it out.

Now, from a number of standpoints, that approach makes no
sense, in terms of the unique needs of veterans, the VA system is
desirable. Over and above that, the contract that exists between
vetggans and their Government, justifies the maintenance of that
system. .
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Again, there is a very narrow line that we have got to make sure
that we do not cross over. An efficient VA fine. But a VA system
that is in the process of being parceled out and eliminated, is some-
thing that we have to be very vigilant that we do not cross.

So I applaud all the initiatives that are being talked about to
make the system more effective, but again, just keep in mind that
there are those, and I have had some experiences with HCFA, that
there, the question even in the non-VA hospital system, the ques-
tion is, are there proposals designed to address exclusively the eco-
nomic concerns, exclusively the concerns to try to control costs,
sometimes even at the cost of health care delivery capability. When
you start talking rolling those concerns into a VA hospital system
as well, we have to be vigilent that we do not just turn loose some
of these responsibilities to those who may not either have an un-
derstanding or a concern about the unique concerns of veterans.

So, Mr. Chairman, I appreciate this time.

Mr. BiaGgGl Mr. Rinaldo.

Mr. RivaLpo. I could not agree more with the remarks of Con-
gressman Florio. Dr. Mather, you stated in your testimony and let
me quote, that speaking of demonstration projects, you said, “They
may eventually lead to new patterns of linking the activities of the
agin,g services network and VA system on behalf of older veter-
ans.

I think that we snould have a clarification of that. And the reason
that I bring that up is that not only veterans groups, but the aging
network has been very concerned over the past several years that
they do not get thrown into any block grant. I know that many
veterans' organizations feel very strongly about keeping the VA
delivery system distinct and separate.

If you are suggesting that somehow the VA will be losing its
definition for older veterans, then I might as well tell you right
now, that I think that every member of this panel would complete-
ly oppose that notion.

Dr. MatHer. Mr. Rinaldo I stand by that statement which, is
worthy, I realize, of additional interpretation. In compressing a
statement here from broader documents, maybe it does not carry
the full flavor. I would point out that we are, in fact, totally com-
mitted to maintaining the integrity of the health care system of
the VA as it stands and every other piece of testimony including
the Aging Report that has already been referenced, speaks to that.

The statements in there seek to assure that, during times of in-
creasing constraints on resources, we do not waste opportunities to
achieve better efficiencies and cost savings measures, through a
collaborative effort.

The VA at this point in time, is dealing with the effects of pro-
spective reimbursement and what some have called the “DRG
dump syndrome.”

In the sense that we have medicare beneficiaries who are veter-
ans who are coming to our doorsteps, who have reached “the ends
of their Trim points’’ in those non-VA facilities.

And what we are finding is that as we assess these patients and
it would have been far preferrable if they had been referred to ap-
propriate community long term care resources, outside of hospitals.
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So we are, in a sense, emerging during this past year, into a
three ring circus, to use a prejorative term, between non-VA hospi-
tals and VA facilities, and community based long-term care. And it

. is exactly those kinds of things that might have been ameliorated if
this had been addressed a little earlier.

Mr. RINALDO. You state that there are three specific demonstra- |
tion projects that the VA and the Administration on Aging are |
now reviewing. |

But you did not tell us, to the best of my recollection, what the
three are.

Could you tell us right now, so that we could get some idea of
what direction you intend going into?

Dr. MATHER. Yes, Mr. Rinaldo, we have had as I reference in my
testimony, several meetings over the past several months, includ-
ing a very expert consultation panel that included Dr. Wetle. We
have developed three draft proposals.

The first one would be for collaborative family support services,
for older veterans, particularly those with Alzheimer’s disease. It
would be a key demonstration that we would work on with the
Area Agencies on Aging, through our VA medical centers with the
AOA and the VA central office monitoring closely.

The second one is in the area of training to enhance collabora-
tion between VA and the Administration on Aging service net-
works. You have already heard Dr. Wetle reference that as being
one of the particular areas which they have looked at it in the Har-
vard project.

And the third one, relates to coll.borative long-term care service
delivery to older Veterans. That is a very enigmatic title, I realize,
but it relates very specifically to taking a particular service, like
Home Health Services or Home Chore Services and looking at it in
such a way that veterans and nonveterans would be jointly served
in that linkage. It would probably require some setting aside of the
eligibility requirements in the VA, because right now, as Dr. Wetle
alluded to, we cannot pay for Home Chore Services, for instance.
We can refer veterans to get such services.

Mr. RiNaLpo. What do you mean, when you say, “setting aside of
the eligibility”?

You mean, making it harder for veterans to obtain those particu-
lar services?

Dr. MaTHer. Maybe that is an unfortunate term. What I am
saying is that if we have the opportunity to use our research au-

b thority, we are not limited to the normal and customary entitle-
ments and eligibility. It becomes a demonstration research project
and we would not be limited to just those veterans defined in law

. that we are to serve.

And it would allow us, in fact, to go beyond the statutory eligibil-
ity provisions.

Mr. RiNaLDO. Are any of these demonstration projects going to
be located in New Jersey?

Dr. MaTHer. We do not know, because neither Dr. Tolliver nor
the current Acting Chief Medical Director has actually received
these particular draft proposals. If the final policy decision can be

29
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made later this year. We hope that when it is a “go” as opposed to
a “no go” it would require a careful examination of where one
could most adequately do these particular demonstrations. Certain-
ly New Jersey would be one of those considered.

Mr. RiNaLpo. Thank you, Mr. Chairman.

Mr. FLorio. I would just say briefly that if the chairman does not
mind, I would like to acknowledge the presence of Mr. Purdy, the
Administrator of the VA Regional Area, a man who works very
hard with limited resources out of that office, and has done a tre-
mendous job?

I would like to just thank the two witnesses for their testimony
and to just again, reiterate a point that I made in my opening
statement about a somewhat provincial consideration. It is the
southern half of the State. And we really do, we have brought a
whole lot of veterans to the point of thinking that something was
going to happen a few years ago, the Camden VA hospital, the
money was authorized and the ground was broken, homes were de-
molished, contracts were let, and then in 1981, somebody in Wash-
ington changed their mind and recalled the money, having wasted
about $6 million.

We have the opportunity right now, in the process of the expan-
sion or the modernization of the Philadelphia Hospital to put this
new satellite concept into operation and we are hopeful that those
i;vho are in positions of authority, will look at that very, very close-

It touches on some of the points that you made, keeping veterans
close to their families, so that the families do not have to travel to
Baltimore if they have spinal problems, if they want to see some-
one. Or Coatesville, 3 hours on the other side of our State for psy-
chiatric disorders, if you can keep people closer to their families
certainly they are better off.

But I would appreciate your input to individuals, as I know are
very important in the policymaking process, to review these types
of proposals for the State and particularly for the southern half of
the State.

I thank you, very much, for your participation.

Mr. BiacGl. Dr. Wetle, just two quick questions.

The current VA policy provides f-r nonmeans tested care for
most Vets over 65 with space available basis. How do you extend
this to Home Care Services and does the VA pay for the cost of
care provided by family members?

Dr. WeTLE. The first question, it seems to me, should be split into
two questions having to do with eligibility for service and targeting
for service both to relating to who will receive that care?

In our project, we did not examine eligibility for service, because
we believed that this is a political issue that would be decided by
Congress and indeed they have decided who is eligible for service.

However, targeting for services, we believe is an important issue
relative to both cost containment and quality of care. By targeting
of services, we mean that those persons who are most in need of
services indeed receive the services.

And there are a variety of criteria that may be used to target
services; functional ability, the availability of family caretakers to
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provide service, existing illness which may result in the require-

ment for service, and financial ability to pay for those services.

And as you know well, for the over 65 age group, the financial
hurdle has been removed in the VA. There certainly has been dis-
cussion in the CBO report of putting in some sorts of means test-
ing, not only for home-based services, but for the whole array of |
services for older Veterans.

We in our group, did not suggest that this be the case but dis- |
cussed targeting of services based on functional characteristics and |
- availability of other services.

The second question had to do with whether or not family mem-
bers are paid to provide care and it is my understanding that they,
are indeed, not paid for providing care. And what we were trying
to suggest in the support for family members, is that there are
types of support other than direct payment which can lead to an
increased willingness and capacity of family members to provide
care to older veterans over time.

Mr. BIAGGI. Some tax benefit, perhaps?

Dr. WerLe. A tax benefit is one suggestion and the delivery of
support services, telephone reassurance, teaching family members
the technical skills that are required. to provide that care, and res-
pite care, so that if an emergency arises the family members can
get needed care such as surgery or health care. Those are the sorts
of services that, at least in research, have been much more effec-
tive, than direct payment in encouraging family members to pro-
vide care.

Mr. BiaGGlL Somewhere along the line this proposal that the chil-
dren of the elderly be required to assume some costs for the elderly
person, do you recall that?

Dr. WerLE. Yes, I do.

In fact, there have been some States which have made efforts to
hold family members responsible in the medicaid reimbursement
for nursing home care. I believe that there are terrible problems
that appear in that sort of activity, however, I think that we also
have to be careful in considering how some elders, particularly
those with a large amount of resources can divest those resources
and become medicaid eligible and I think that is where we should
take a look rather than directl{ going to family members.

Family members are providing the lion’s share of home based
care now, more than 80 percent, and I think to view family mem-
bers as dumping their older relatives into nursing homes so that
they do not have to fulfill family responsibilities, is more of a myth
than a reality.

1 Mr. BiaGGI. You call for a greater supportive and greater coordi-
nation of the AAA’s and the State agencies, what concerns me is
that I am a major supporter of the Older Americans Act and I am

R the coauthor of the 1984 amendments.

The question is, who would pay for this? The VA or the Older
Americans Act?

Dr. WerLe. This is very complex, and our report discusses in
more detail.

One of the things that we tried to look at, was what were the
resources that the VA has that the community does not have and
vice versa?
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Where can the sharing occur?

We were not suggesting that there be muddying of the waters of
removing the VA’s ability to provide care to older veterans, what
we tried to do was to look for those places in which the VA was
basically hamstrung, where they could not provide services because
of the way that the laws are stated. And there are certain services
which the VA cannot provide under law and what we tried to do
was to determine how sharing arrangements could be developed in
which each organization could do what it does best to help the
others.

And there are gocd examples of that, with the VA providing edu-
cation, training, and backup for some of the counselors and psychi-
atric services for home care agencies, and in return, the home care
agencies, could provide chore services, which under law, the VA
cannot provide. And that is the kind of example of what we are
suggesting in this project.

Mr. Biacai. Thank you, very much, Dr. Wetle for your important
testimony.

Dr. WEeTLE. Thank you.

Mr. Biagai. The second panel, Mr. Charles Juliussen, past State
commander, Disabled American Veterans; Mr. John T. Doonan,
State commander of Veterans of Foreign Wars; Mr. John Hein,
State legislative chairman of the American Legion; Col. Warren L.
Davis, director of the New Jersey Division of Veterans Program.

Mr. RiNaLDo. Thomas Culkin, the New Jersey commander of the
American Ex-Prisoners of War, if you want to sit in on this panel,
it will be fine.

Mr. CurkiN. Thank you, sir.

Mr. RinaLpo. Is there anyone else, any State organization that
feels that they want to testify at this point?

Mr. Schimkowitz from the Jewish War Veterans? All right, fine.

We are making this exemption so that we have all the State
groups together. 1 would like to remind everyone that there are
other commitments of the members of this panel and so I would
suggest that you make your statements very, very brief. You can
give us your entire written statement and it will be included in the
record in full.

The first witness that I would like to call on at this time, is Mr.
Charles Juliussen, the past State commander, of the Disabled
American Veterans.

Mr. Juliussen?
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PANEL TWO, CONSISTING OF CHARLES F. JULIUSSEN, PAST DE-
PARTMENT COMMANDER O NEW JERSEY, VETERANS' ADMIN-
ISTRATION VOLUNTARY SERVICE REPRESENTATIVE, DIS-
ABLED AMERICAN VETERANS; JOHN T. DOONAN, STATE COM-
MANDER, NEW JERSEY VETERANS OF FOREIGN WARS; JOHN
LIEIN, CHAIRMAN, LEGISLATIVE COMMITTEE FOR NEW
JERSEY, THE AMERICAN LEGION; COL. WARREN L. DAVIS, DI-
RECTOR, NEW JERSEY DIVISION OF VETERANS PROGRAMS;
JOSEPH SCHIMKOWITZ, NATIONAL SERVICE OFFICER, JEWISH
WAR VETERANS; AND THOMAS P. CULKIN, DEPARTMENT OF
I;QE\\; JECRSEY COMMANDER, AMERICAN EX-PRISONERS OF
VAR, INC.

STATEMENT OF CHARLES F. JULIUSSEN

Mr. JuLiusseN. Thank you.

Mr. Chairman, and members of the committee, on behalf of the
883,000 members of the Disabled American Veterans of which over
24,000 reside in New Jersey, may I say that we appreciate the op-
portunity to participate in today’s hearing on “The Needs of the
Older Veteran.”

New Jersey, at the present time has two VA medical centers, one
in Lyons and East Orange and one VA Regional Otfice in Newark,
(I;IJ, to service approximately 1 million veterans living in New

ersey.

In 1978, I researched the nursing home needs in New Jersey for
the veterans, at that time the 10-year estimate was 383,000 or 38
percent of the 1 million veterans in New Jersey that would be in
the group needing nursing home care in New Jersey. With people
moving from New York and New Jersey into the southern part of
our State to retire, this number—38 percent—has probably increased.

To respond to the questions of the aging veteran needs in New
dersey. (A) we need an outpatient clinic with a 200-bed nursing
care unit, located in Toms River, Ocean County; (B) increased park-
ing at VA facilities for senior veterans close to entrances; (C) in-
crease the pharmacy program; (D) treatment after 1 year if non-
service-connected ailment appears to stabilize; (E) transportation to
VA facilities; (F) this one might draw a few laughs, but to the vet-
erans it is not a joke, doctors that speak English; (G) increase fund-
ing for é)rosthetic and orthogic devices for research programs.

The State of New Jersey has approximately 630 beds available
for veterans and their wives. Also a 100 bed unit is being construct-
ed in New Jersey. The VA has two programs to help the State vet-
eran homes, per diem and construction. Increased fundinE for the
construction program should be reviewed by the responsible State
and Federal agencies.

On a national level, in 1983, there were over 4 million veterans
over 65 and the projected increase will be § million in 1985; 7 mil-
lion in 1990, with over half the males 65 or older; 9 million in the
year 2000 of which 4 million will be 75.

On a national level, the VA has several operating programs for
the older veteran, (a) nursing home care, (b) community nursin
home care, (¢) domiciliary care, (d) hospital based home care, (e
aduit geriatric day care centers, (f) residential care, (g) geriatric re-
search education clinical center. That is better known as GRECC.
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The VA is still the most effective, available system to treat veter-
ans. One VA hospital in the Western United States due to a water
main problem had to transfer patients to a private hospital. When
the costs were compared and analyzed it would cost $31 millicn
over the operating costs of a VA hospital for 1 year. With 172 VA
hospitals, it would add over $5 billion to the budget.

The DAV maintains that the VA should be the sole Federal pro-
vider of direct health care in all categories of veterans in this coun-
try. However, not with standing this, the DAV does believe that
the cooperation that now exists between the VA and the Adminis-
tration on Aging and other Federal, State, and Local agencies
should continue. This sharing of information will help all older
Americans, not only veterans. As the VA and the Administration
on Aging, share the research efforts, their experiences and exper-
tise, this can only foster innovative approaches to alternative and
non institutional long term care and the increasing need for acute
care.

Mr. Chairman, this concludes my statement.

And again, the DAV really appreciates being give the opportuni-
ty to participate in today's hearing.

I will leave my full statement to be inserted into the record.

I will also be glad to answer any questions that you or any mem-
bers of this committee might have for me at the end of the panel.

[The prepared statement of Mr. Juliussen follows:]

PREPARED STATEMENT of CuarLes F. JuLusseN, Past DepARTMENT CoMMANDER OF
NEw JuRsey VETERANS ADMINISTRATION VOLUNTARY SERVICE REPRESENTATIVE,
DiSABLED AMERICAN VETERANS

Mr. Chairman and members of the committee, on behalf of the over 883,000 mem
bers of the Disabled American Veterans, of which over 24,000 reside in New Jersey,
may I say we appreciate the opportunity to participate in today’s hearing on the
needs of the older veterans.

New Jersey has at the present time, two V.A. medical centers, Lyons and East
Orange and one V. A, regional office in Newark, New Jersey to service approximate
ly one million veterans living in New Jersey.

In 1978, I researched the nursing home needs in New Jersey for the veterans. At
that time the ten year estimate was 333,090 t38%) of the one million veterans in
New Jersey that would be in the group needing nursing home care in New Jersey
taddendum No. 1). With people moving from New York and Pennsylvania to the
southern part of our State to retire this number (38¢%) has probably increased.

To respond to the question of aging veterans needs in New Jersey. (a) Out patient
clinic with 200 bed nursing care unit located in Toms River, Ocean County, (b In-
crease parking at V.A. facilities “~ senior veterans close to entrances, (¢) Increase
pharmacy orogram, id; Treatment after one year if non-service connected ailment
appears to stabilize, (e: Transportation to V.A. facilities, (D Doctors that speak eng-
lish, and 2} Increase funding for prosthelic and orthotic devices research programs,

The State of New Jersey has approximately 630 beds available for veterans and
their wives. Also a 100 bed unit {])eing constructed in North Jersey. The V.A. has
two programs to help the State veteran homes, per diem and construction. Increased
funding for the construction program should be reviewed by the responsible State
and Federal agencies.

On a national level, 1n 1983 there were over four million veterans over 65, the
projected increase will be five million in 1985, seven million in 1990, with over half
the n’;z_ﬂos 65 or older. Nine million 1n the year 2000, of which four million will be
over (.

On a natwonal level, the V.A. has several operating programs for the older veter-
an. (a) nursing home care, tbi community nursing home care, (c) domiciliary care, (d)
hospital based home care, ie} adult (geriatric) day care centers, (D) residential care,
and (g) Geriatric Research, Education Clinical Center (GRECC).
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The VA is staill the most cust effective system available to treat veterans. One
V A hospital in Western United States due to a water main problem had to trans.
fer patients to private hospitals. When the costs were cumpared and analyzed, it
would cost 31 million dollars over the operating cost of a V.A. huspital for sne year.
(\lVilhI\§72zV A hospitals, it would add over five billion dollars to the budget «udiden-

um No. 2,

The DAV maintains that the V.A. should be the sole Federal provider of direct
health care in all wateguries of veterans in this country. However, notwithstanding
this. the D.A.V does believe that the cooperation that now exists between the V.A.
and the Administration on Aging and uther Federal, State and local agencies should
continu¢_This sharing of information will help all other Americans, not unly veter-
ans As the VA and the Administration on Aging shure the research efforts, their
experiences and exvertisc. this can only fuster innovative approaches to alternative
to noninstitutio.. ¥l long term care and the increasing need for acute care.

Mr Chairman, this .ompletes my statement. Again the D.A.V, deeply appreciates
being given the opportunity to participate in todays proceedings.

[Addendum 1)
DisABLED AMERICAN VETERANS,
Somerville, NJ, March 22, 1978.

Mr. Stuanrr Coby,
Iirector, Special Service Projects,
Washington, DC..

Dear Mr Coby 1 stated tot{ou in our telephone conversation 1n January that
Lyons V A Houspital would need two domictliary units 1200 beds per unit) within the

next ten years My letter was delayed due to research for justification for these
units.

The justification is s follows: .

a January 1, 1978, the State of New Jersey only had 39 domiciliary beds available
for veterans, ,

b Lyons V A Hos%)itnl is located in District 4, one of the largest districts with a

veteran population of 1,100,000,

¢ _Tle only other locations in the V.A. System for construction of these units are
Bath, N Y, Coatsville, Pa., and Martinsburg, West Virgima. These locations are
quite u distance from New Jersey.

d There is an existing rail link to North Jersey and easy access to major high-
ways to the rest of the State.

¢. It weould be an economic boost to the State of New Jersey.

f The VA has standard plans for these units that are used throughout the coun-
try.

f They can be converted to nursing care units very quickly.

1 A grant from the Government for Solar Power would absorb quite a bit of the
construction costs.

Yours truly,
CuarLes F, Jurtussen, V.A.V.S. Representative.

Marcn 30, 1978,
John D. Chase, M.D,,
Chaef Medical Director, Department of Medicne and Surgen, Veteruns' Admunustra
tion, VA Central Office, Washungton, DC.

. Dear Du Cuase We are enclosing a copy of a letter from Mr, Charles F. Julius-
sen dated March 22, 1978 requesting information regarding donuuliary vare units
for the Lyons VA Hospital, Lyons, New Jersey. )

We would appreciate information as tu present or projected pians for dunuuiliar,
units for the state of New Jersey in view of the low number of dumiciliury beds
available for veterans in the state of New Jersey at the present time, coupled with
the fact that patients would have a cunsiderable distance to trasel out of the state
of New Jersey for domicilinry care.

Respectfully requested,
Sruarr J. Cony,
Direetor, Special Service Projects.
Enclosed.
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VETERANS' ADMINISTRATION,
DePARTMENT oF MEDICINE AND SURGERY,
Washington, DC, May 5 1978.
Mr. Stuagrt J. Copy,
Director, Special Seruvice Pryjects, Disabled American Veterans, Washington, DC.

Dear Mr. Cony. I am pleased to respond to your letter concerning Mr. Charles F.

Juliussen's interest in the construction of a Veterans Administration domiciliary at |
the VA Hospital, Lyons, New Jersey. Since Mr. Juliussen is a Veterans Administra- -
tion Vuluntary Service representative at the hospital, we appreciate his interest in
having a domiciliary placed at our Lyons facility’

Domiciliary care, one of the several VA health care programs, is provided on a
regionalized basis throughout the country 1n 16 VA domiciliaries. We have no im-
mediate plans to expand the number of VA hospitals providing domiciliary care. We l
are considering furtgler decentralization of this program into more existing hospitals |
in the development of our longrange medical care plan. At present we have a0 |
plans to construct a dorniciliary at our Lyons VA Hospital. ‘

Concerning State home domiciliary beds, our latest figures reflect that New
Jersey has a total of 340 domiciliary beds. These are divided between the facilities 1
at Menlo Park and Vineland. Al present, 127 of these beds are occupied by veterans,

Mr. Juliussen may wish to urge these State facilities to make more bed avaiuble to ‘
veterans. J
|
|
|
|

“

We appreciate Mr. Juliussen's concern for our veteran patients and .. eir need for
domiciliary care.
Sincerely yvours,
Joun D. Cuasg, M.D., Chicf Medical Director.

DiSABLED AMERICAN VETERANS,
Somerville, NJ, June 19, 1978.

Mr. Stuart Cony,
Durector, Special Service Projects,
Washington, DC.

Dear Mg. Covy. In my letter of March 22, 1978 concerning the addition of 100
nursing vare beds at Lyons VA Hospital, I was not specific envugh. I wll try ta clar
ify this justification plus add another area to be looked into.

ITEM [, NURSING CARE UNITS

The VA standard 200 bed unit I mentioned s listed as a domicihiary. nursing care ‘
umt. Lyons could use «2) two of these units as Nursing Cure Units  total 400 beds. |
Right now there are 27,000 World War I and 62,000 Wurld War II veterans in the |
nursing wre age group. The ten year estimate 1s 383,000 that will be in this age ‘
group.

|
|

ITEM 2. OUT PATIENT SERVICES

The vut patient Jine s runming approximately 15 over the VA estimate per 1
month 1 feel there i o definite need to upgrade the existing clinic, because of the |
age of the hospital this will be expensive. As the World War II, Korean, and Viet |
Nam Veteran get vlder the need for vut patient treatment will increuse. Therefore, |
I fee! a study shuuld be wunducted on updating the vut patient chinie. Using 1983 as ‘
a target date for completion and 15 millivn dollars as the cost ithis figure based on
the VA figure of 125 million for an out patient clinic at Camden, NJ.

The justifications b, ¢, d, ¢ and h of my letter of March 22, 1978 still apply to this
letter. |

Sincerely yours,

Cuanies F. JULIUSSEN,
V.A.V.S. Representative.
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JUNE 23, 1978.
Re VA Hospital, Lyons, NJ.

Dr. Joun D. CHaAsE,
Chief Medical Director,
Department of Medicine and Sargery,
VA Central Office,

- Washington, DC.

DeARr Dr Cuask: This is in further reference to our correspondence regarding VA
domiciliary care for the state of New Jersey. I am enclosing copies of previous corre-
spondence including your response of May 5, 1978.

. I am attaching a letter from Mr. Charles F. Juliussen, VAVS Representative at
VA Hospital Lyons New Jersey, with reference to domiciliary and nursing care fa-
cilities in the area of Fort Lyons VA Hospital. Please note Mr. Juliussen’s remarks
regarding the indicated need for additional nursing care units and we would appre-
ciate your comments in view of the information contained in the attached letter.

We would appreci~* information as to present and proposed future plans for in-
creasing outpatient .acilities in the state of New Jersey in view of the statements
contained in Mr. Juliussen’s remarks regarding outpatient service.

We would appreciate any information you may have regarding possible increases
in funds to expand cutpatient services.

Respectively requested,
Stuart J. Cony,
Director, Special Service Projects.

VETERANS” ADMINISTRATION,
DEPARTMENT oF MEDICINE AND SURGERY,
Washington, DC, July 17, 1978.
Mr. Stuarr J. Copy,
Director, Special Service Projects. Disabled American Veterans, National Servnce and
Legislative Headquarters, Washington, DC.

Dear Mr Coby I am pleased to respond to your letter of June 23, 1978, in behalf
of Mr Charles F Juliussen, concerning health care facilities at the Lyons, New
Jersey Veterans Administration Hospital.

There is a future need for nusing home care beds in the long-range planning for
Medical District #5. Tt.s District currently has 320 operating nursing home care
beds (50 Coatesville, o0 East Orange, 120 Lebanon and 90 at Lyons, New Jersey),
with 300 programmed for future construction (60 Wilmington, 120 Camden and 120
Wilkes-Barre) which is 65% of our estimated need of 956 through FY 1987. While
we have no definite plans for additional nursing home care beds at Lyons, New
Jersey at this time, we will consider locating more beds at this health care facility
in our long range planning.

The comparison of an independent outpatient clinic with an outpatient service
that is an integral part of a VA health care facility, e.g., Lyons, New Jersey outpa-
tient service, is not valid since many of the services are used jointlgre for inpatient
and outpatient services at a considerable cost savings. Outpatient Services at VA
health care facilities are upgraded in the Five-Year Facility Plan in accordance with
the hospital’s Five-Year Facility Plan based on esmblisheg criteria to the extent re-
sources are available and within the priorities determined for VA medical care
system.

As part of our continuing facility planning process, the VA maintains information

. on all facility problems. Since this information is currently available for our Lyons
facility, a special study is not required.

You will be interested to know that the VA is proceeding with the planning of a |
new VA hosptial at Camden, with outpatient service and a 120 nursing home care i
bed capability as an integral part of this VA health care facility. We are negotiating
with the General Services Administration to npgrade our Newark, New Jersey out- |
patient facilities. ‘

We appreciate Mr Juliussen's voluntary service and concern for our veteran pa- |
tients.

Sincerely yours, |
Jonn D, Cuase, M.D,,
Chief Medical Director.
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{Addendum 2]
[From DAV magazine, August 1984}

No Surprise—VA HospitaLs Do It CuEAPER THAN Private HospiTALS

Defenders of the VA medical system, including the DAV, have long insisted that
the agency delivers quality health care at considerably less cost than private and
not-for-profit medical facilities.

On the other side of the debate are people like those on the Grace Commission,
who simply assume the private medical sector can do the job for veterans at less
expense. No cost-comparison data has ever substantiated this assumption.

Yet these critics have recommended policies that would gut the VA health care
system and assign much of the responsibility for veteran’s health care to private
sector medical facilities—all in the name .of saving money for the nation’s taxpay-
ers.

Who's right? Who does provide the most cost-effective health care?

Well, a water main break at one VA hospital recently provided an unanticipated
opportunitl{ to compare the costs for the two systems. And, the cost figure contrasts
are so striking they should even grab the attention of Grace Commission members.

The water main break shut down a VA hospital in the western part of the U.S.
And all of the hospital’s 227 patients had to be transferred to 15 local, non-VA hos-
pitals for five days while the mess at the VA facility was cleaned up. Each patient
{eceivc\(l] basically the same treatment and care they had been receiving at the VA
hospital.

At the end of the five-day period, the patients returned to the VA hospital, and
the VA received itemized bills for thos. patients' care from the private hospitals,

In addition, 26 VA outpatients were sent to non-VA clinics to receive the same
care they would have otherwise received at the temporarily closed VA hospital
dpggg this period. Itemized bills were sent to the VA as well for the outpatient
visits.

Thus, born of a disrupting water main break was a real-world opportuntiy to di-
rectly compare the costs of VA versus non-VA medical treatinent.

Analysts who compared the costs of care found the VA hospital not only less ex-
pensive to taxpayers, but incredibly less expensive. In fact, they concluded that if
the VA hospital in this one community were closed for just one year, taxpayers
;:foul_d s;hell out an additional $21 million above the cost of operating that one VA

ospital.

Multiply that by the VA’'s 172 hospitals nationwide, and one can easily sce that if
no VA hospitals were available, the cost of care in non-VA hospitals would be many
billions of dollars more than that currently spent on the VA medical system.

The striking contrast in costs begins at the most basic level. VA officials found
that while their average cost per patient day was $356.64, the average cost per pa-
tient day in non-VA hospitals was $610.85.

Outpatient visits at the VA hospital have an average cost of $59. The charges at
the private facilities for outpatient visits averaged $119.15 per visit, or more than
double the VA’s cost.

Indeed, all private facilit'y medical costs—from surgery to medication—ran signifi-
cantly higher than the VA's costs.

“One VA hospital has five days worth of private sector bills that can leave no
doubt in anyone's mind,” said DAV National Director of Services Charles E.
Joeckel. “The VA does more with less, They’ve learned to deliver quality health
c}z:re cheaper because they've been given no choice but to do exactly that through
the years.

“Critics may continue to call for gutting the VA health care system as a way to
save taxpayers' money. And they may continue to call for the reassignment of VA
health care responsibilities to the private sector. But those same private sector hos-
Eitals have told us it's going to cost a lot more for a lot less health care if the critics

ave their way.”

[Addendum 3]

STATEMENT oF JoHN F. HEILMAN, NATIONAL LEGISLATIVE DIRECTOR, DISABLED
AMERICAN VETERANS

Mr. Chairman and members of the subcommittee, on behalf of the over 800,000
members of the Disabled American Veterans (DAV), may I say that we deeply ap-
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fﬂreciate this opportunity to participate in today's hearing which concerns Public
w 89-73, the Older Americans Act of 1965, as amended.

In your invitation to testify, Mr. Chairman, you noted that the Older Americans
Act (faced with reauthorization at the end of Fiscal Year 1984) has certain similari-
ties in mission with the Veterans Administration—particularly with respect to the
health care and restorative services needs of our nation's elderly population. Con-
current with this statement, you then solicited the views of the DAV as to how the
VA and the Adminstration on Aging (the entity which administers the Older Amer-
icans Act) can coperate in serving the needs of their “overlapping” beneficiaries—
that portion of our population who are both elderly and veterans of U.S. military
service.

Before addressing this question, Mr. Chairman, I believe it appropriate to describe
the present scope of VA health care and related services that are extended to elder-
ly veterans.

As you may be aware, the Department of Medicine and Surgery of the Veterans
Administration is charged with the responsibility of providing health care to veter-
ans As such, the VA health care system presently employs more than 195,000 full-
time personnel and operates with an annual budget in excess of $7 billion. The
system presently consists of 172 medical centers (hospitals), 226 outpatient clinics,
99 nursing home care units and 16 domiciliaries,

In Fiscal Year 1982, these VA facilities, together with medical care services au-
thorized under state, community and private fee basis programs, provided nearly 1.8
million episedes of inpatient hospital care and 18 million episodes of ambulatory
outpatient care services.

As one might exBect, the extent and scope of VA health care has risen dramati-
cally since World War II. During recent l)q'ears the rate of increase of both inpatient
and outpatient care extended by the VA has decreased somewhat. This has been due
to artificially imposed “caps” on treatment rendered, caused by budgetary restric-
tions, rather than due to an actual decrease in consumer demand.

Indeed, if anything, the demand upon the VA health care system has been stead-
ily mounting and will continue to do so through the balance of the 20th Century as
America’s veteran population—particularly World War II veterans—continues to
grow older.

It is projected that the number of veterans over age 65, who now number roughly
in excess of 3.5 million, will almost double by the end of the present decade. B, the
year 2000, over 9 million veterans—or roughly 34% of the then existing veteran
population- will be over 65 years of age. {Compare this projected ratio with today’s
3 5 million veterans over age 65 who represent 12% of our veteran population).

The VA presently addresses the increasing medical care requirements of our
aging veteran population through its geriatric and extended care programs. These
programs encompass a broad spectrum of care and services and include, in addition
to extended hospital care (intermediate care), the following:

VA Nursing Home Care—is a program designed to provide skilled nursing care
and related services, as well as social and recreational activities. Ti;pically, VA
nursing home patients require prolonged periods of nursing and rehabilitation su-
pervision in an effort to obtain and maintain optimai function.

In Fiscal Year 1982, 15,072 veterans were treated in VA nursing homes which had
an average daily patient census of 8,486. The average age of these veterans was 70.1
years with 624% ofthem being over age 65.

The VA’s Community Nursing Home Care Program—is a contract program for
veterans who require skilled or intermediate nursing care in order to make the
transition from an institutional to a community setting. Veterans who have been
hospitalized in a VA facility for treatment of a service-connected condition may be
placed, at VA expense, in a community nursing home for as long as such care is
needed Nonservice-connected veterans are limited to such are for a period not to
exceed six months,

In Fiscal Year 1982, 31,658 veterans were treated in 3,100 contract community
nursing homes. The average age of these veterans was 67.7 years, with 56.2% of
them being uver age 65.

The VA's Domiciliary Care Program-—provides necessary medical and other pro-
fessional care for eligible ambulatory veterans whe are disabled by virtue of age,
disease or injury, and who are in need of care but do not require hospitalization or
the skilled services found in a nursing home environment.

In Fiscal Year 1982, 14,535 veterans were treated in VA domiciliaries. The aver-
age age was 59.6 years with 29.9% of them bein%over age 65,

The VA’s relationship with State Veterans Homes enables the agency to assist
the various states in providing domiciliary, nursing home and huspital care to ligi-
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ble veterans. This assistance 18 provided 1n two ways. (1) a “per diem” payment pro-
gram based upon patients treated and {2) a program of funding assistance for con-
struction, remodeling and alteration of state facilities.

During Fiscal Year 1982, these state homes maintained an average daily patient
census of 6,428 in nursing homes, 4,493 in domiciliaries and 580 in hospitals. Veter-
ans treated in state nursing homes and domiciliaries, were, on the average, three to
four years older then those in VA facilities. A greater proportion were over 65 years
of age than those in VA facilities.

Hospital Based Home Care—as the name aplies, 1s a program that arranges for
selected patients, who would otherwise remain in an institutional setting, to receive
nursing care in their uwn residence. A hospital based VA treatment team provides
the patient and family members with instructions in nursing and related treatment
procedures.

This most cost-effect.ve program 1s now being utilized in 30 VA medical centers.
In Fiscal Year 1982, over 144,000 home visits were made by VA treatment teams to
over 6,500 patients.

VA GRECCs have been and are utilizing research grant funding made available
by the National Institute on Aging. VA health care and social service personnel
across the country are aware of, and do refer elderly veterans to state Aging De-
partments and their various programs and services. Furthermore, representatives
from the VA, the Administration on Aging and other federal, state and local agen-
vies do meet and share inforination on their programs for the elderly —the forthcom
ing "Harvard Cunference on VA, 'Community Resources and the Older Veterans” is
a prime example of such sharing.

Mr. Chairman, the DAV has no objection to such continued cooperative efforts
for, as has been noted, the VA does make use of state and community based services
in caring for the elderly veteran.

This is not to say that the VA should abandon or share its present role of provid-
ing health care benefits and services to our nation’s veteran population. Quite the
contrary, the DAV maintains that the VA must remain the sole federal provider of
direct health care for all categories of veterans in this country. For this reason, we
would object to uny change in Section 203 of Title II of the Older Americans Act
that would dilute VA's present authonity to administer and develop its own health
care system.

But as the VA and the Administration on Aging gear themselves to meet the ever
increasing health care needs of the elderly —veteran and nonveteran alike—it is ob-
vious that innovative approaches must be considered and that alternatives to insti
tutional care must be utilized. To this end, the Veterans Administration and the
Admunistration on Aging can and should share their research efforts, their experi
ences and their expertise.

Mr. Chairman, this completes my statement. Again, the DAV deeply appreciates
having been given the opportunity to participate in today’s proceedings.

[Addendum 4}

STATEMENT OF Davip W. GORMAN, ASSISTANT NATIONAL LEGISLATIVE DIRECTOR,
DisanLED AMERICAN VETERANS

Mr. Chairman and members of the committee, on behalf of the more than 877,000
members of the Disabled American Veterans, I want to thank y.u and the members
of the Subcommittee for allowing us this opportunity to discuss the Veterans Ad
ministration medical research programs on aging.

Mr. Chairman, before proceeding with the text of my testimony, let me begin by
extendang to you the DAV's sincere and genuine appreciation for the interest and
concern you have shown 1n the area of the VA’s research programs. You are to be
commended for conducting this series of three hearings dealing with the VA's re-
search efforts —the first, on April 26, 1984, when testimony was received regarding
VA research efforts on neurological diseases, followed on May 8, 1984, when testimo-
ny was received relative to prosthetic and rehabilitation research and, finally,
today’'s heaning during which the VA's efforts in research concerning the aging vet
eran will be highlighted.

As you are well aws-e, Mr. Chairman, the demand upon the VA health care
system has been mount..,, steadily and will continue to do &0 through the balance
of this century and beyond as America’s veteran populaticn - particularly World
War Il veterans—continues to grow older.
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The number of veterans age 65 and over will grow from 2.9 million in 1980, to
approximately 5 million in 1985 and 7.2 million in 1990. It is projected that by the
year 2000, over 9 million_veterans—or roughly 34% of the then existing veteran
population—will be over 65 years of age.

In addition to the 172 acute care hospitals located throughout the United States,
the VA has embarked upon program expansion in a number of areas intended to be
responsive to the overall needs of the aging veteran. A large proportion of interme-
diate care beds are now occupied by older veterans with chronic debilitating prob-
lems requiring skilled nursing care In addition to intermediate care, there 1s a full
szectrum of institutional and non-institutional care in the VA, The programs are
characterized as follows:

VA Nursing Home Care.—The nursing home care unite ‘acated in VA medical
centers provide skilled nursing care and related medical services, as well as opportu-
nities for social, diversional, recreational and spiritual activities. Nursing home pa-
tients typically require a prolonged period of nursing supervision and rehabilitation
services to attain and maintain optimal function.

Community Nursing Care.—This is a contract program for veterans who require
skilled or intermediate nursing care to assist them in making the transition from a
hospital to the community.

VA Domiciliary Care —Domiciliary care in VA facilities provides necessary medi-
cal and other professional care for eligible ambulatory veterans who are disabled by
age, disease, or injury and are in need of care but do not require hospitalization or
the skilled services offered in a nursing home setting.

State Veteran Homes.—The VA relationship to State Veteran Homes is based on
two grant ¢~ rams—Per Diem and construction. The per diem program enables the
VA to assit  he states in providing direct hospital, nursing home and domiciliary
care to ve' .ns eligible for VA care. The other grant program provides VA assist-
ance in the form of direct funding for construction of new state domiciliary and
nursing home care facilities as well as the expansion, remodeling or alteration of
existing facilities,

Hospital Based Home Care —This program provides chronically ill veterans with
services in their own homes. A VA treatment team provides medical, nursing,
social, dietetic and rehabilitation regimes and, trains family members in ongoing
care of the patient.

Adult (Geriatric) Day Health Care.—This program provides health maintenance
and therapeutic activities in a congregate setting for veterans who would otherwise
require continued and fulltime institutionalization. Advances in the understanding
and treatment of certain illnesses of the aging now make it possible for many of
these veterans to function independently with partial care offered by these centers.

Geriatric Research, Education and Chnical Centers (GRECC).—T%e GRECC pro-
gram consists of ten centers and represents an important aspect of the response to
the health care needs of aging veterans. It serves to attract and develop superior
staff in the field of gerontology and geriatrics and to advance and integrate research
and educational achievements into the VA health care system. In agdition to pro-
viding a balanced program of research, education and clinical care in the field of
geriatrics, each GR%(‘% is charged with providing a specialized research component
with a particular focus such as neurobiology, immunology, endocrinology, behavioral
disorders, depression ‘senility, cardiopulmonary diseases or rehabilitation. Studies
br VA investigators in GRECCs and other geriatric research programs range from
clinical investigations and the development of innovative health care delivery sys-
tems to high priority basic science studies designed to increase the body of Knowl-
edge concerning the basic biological process of aging. This, in turn, will form the
foundation for future research aimed at delaying the age related degenerative proc-
esses that make the elderly so vulnerable to physical, functional and mental disor-
ders The VA is exploring a number of approaches to deal with the aging veteran
situation, one of which is to reduce the demand for health care services by reducing
the need for them.

Mr Chairman, the VA’s research program is comprised of three components.

Medical Research which provides opportunities for basic science and clinical in-
vestigation:

Rehabilitation Research and Development which is dedicated to improving the
quality of life and functional independence of physically disabled and infirm veter-

.ans and;
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It is our opinion that the VA 18 doing an admirable job regarding their research
programs with respect to the aging. This 1s true although the VA research compo-
nent received less than 2% of the total Department of Medicine and Surgery budget
in Fiscal Year 1983.

It 18 not really possible to put an accurate price tag on the value of research, how-

ever, the VA's efforts and accomplishments over the years have certainly been com-
mendable—~highlighted in 1977 when the Nobel Prize for Medicine was shared by
twotoYiA researchers—one of whom, Andrew V. Schally, Ph.D.. will provide testimo-
ny today.
Mr. é'haxrman, bLased upon the projected dramatic increase in the number of
aging veterans and the simple fact that people are living longer than ever before—a
hfe expectancy nf 75 years—the VA will be faced with the reality that more and
more veterans will be seeking medical care for a wide range of conditions which will
be of a chronic and debilitating nature.

It should be anticipated that as the aging veteran population continues to in-
crease, so will the number of sensory disabilities increase—such as speech and au
diological conditions.

This situation has been recognized by the VA as evidenced by the high priority
placed on research and development in speech and hearing impairments. The VA's
goals in speech and hearing impairment are:

To better understand the interaction between aging and an individual's ability to
communicate effectively through speech and/or hearing;

To deveiop valid and reliable speech and hearing evaluation procedures and,

To develop and provide 1nnovative devices or systems for the treatment of speech
and hearing impairments.

The fruits of the VA's efforts in this area may be witnessed here this morning, in
part, by the innovation of Remote Machine Assisted Treatment and Evaluation
(REMATE! developed by the Audiology—Speeck Pathology Service at the Birming-
ham, Alabama, VAMC under the direction of Gwenyth R. Vaughn, Ph.D,, Chief of
that Service.

REMATE 15 best described as a telephonic communication outreach health care
delivery system. It is a computer system that makes supplementary treatment and
evaluation and rehabilitation services available, assessable and cost effective nation
wide. A telephonic drill session includes the communication modes of speaking, lis-
tening, reading and writing.

Mr. Chairman, this program has proved itself to be a viable alternative to the tra-
ditional face-to-face/clinician patient treatment plan. Additionally, it has proven ex
tremely cost effective and has enjoyed a great deal of patient satisfaction.

Recognizing VA's efforts and achievements in research related to the aged veter-
an, Mr. Chairman, the DAV, nevertheless, offers the following recommendations:

That funding for VA's Health Services Research programs be sggniﬁcantly in-
creased with an eye toward developing responsible alternative methods for meeting
the needs and demand for care presented by the aging veteran populatior; and

Given the fact that older patients present a greater need for prosthetic and ortho-
tic devices, funding for VA's Rehabilitation Research and Development program
should be bolstered.

The DAV commends the VA's medical research efforts directed toward the aging
veteran and looks forward to additional and continued breakthroughs that will
enable our nation’s aged. disabled comfort.

In our view, Mr. Chairnian, fulfillment of our nation’s obligation to its aged veter-
ans lies within VA’s coordinated, Medical, Rehabilitation and Health Services Re-
search programs.

Mr. Chairman, this completes my statement. Again, the DAV deeply appreciates
having been given the opportunity to present our views on this most important sub-
ject.

Mr. Rinawrpo. Thank you, Mr. Juliussen.

Our next witness, is Mr. Doonan, John T. Doonan, the State
Commander of the Veterans of Foreign Wars.

Mr. Doonan, you may proceed.

STATEMENT OF JOHN T. DOONAN

Mr. DoonNAN. Thank you, Mr. Chairman and Members of this
Committee, thank you for the privilege of this hearing before this
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distinguished committee to present the views of the Department of
New Jersey, Veterans of Foreign Wars.

My name is John T. Doonan, and it is my privilege to represent
the 72,480 members of the New Jersey Veterans of Foreign Wars,
the largest and most involved veterans organization in our State,
as their State Commander.

Mr. Chairman, the purpose of today’s hearing: Older Veterans,
Growing Numbers and Changing Needs, is in the opinion of the
Veterans of Foreign Wars, one of the most important issues facing
America today. The fact that this hearing is being held here today,
bears witness to the concern that you and other Members of the
Congress have for those who have answered the call in our Na-
tion’s time of need. We, the Veterans of Foreign Wars, sincerely
thank you for coming to New Jersey to hear our views.

The Department of New Jersey Veterans of Foreign Wars, would
also like to say a special thank you, to Congressman Matthew Rin-
aldo, ranking miniority leader, member of this committee for his
invitation to appear here today. Congressman Rinaldo has a very
distinguished public career in which his support for veterans, their
widows and orphans has never been questioned. We, the Veterans
of Foreign Wars, count Mat Rinaldo as one of our strongest and
most unflinching supporters in the U.S. Congress and Congressman
Rinaldo, we thank you.

Mr. Chairman, of the 28.5 million veterans today, there are over
3.5 million who are over the age of 65. The number of veterans
over the age of 65, is expected to double by the year 1990. Nine mil-
lion by the year 2000, and 12 million by the year 2010. More signifi-
cantly, over half of the male population over the age of 65, will be
veterans by the year 1990. New Jersey’s veterans population is just
under 1 million with a substantial number being older veterans.

These veterans reside primarily in the central and southern part
of our State in the many retirement villages that have been built
in New Jersey. The June 4, 1984 edition of the U.S. News & World
Report, has an article entitled, “VA’s Goals, Model Care for 9 Mil-
lion Older Americans.”

The article is an interview with Harry Walters, Administrator of
Veterans’ Affairs. When asked what specifically the Veterans’ Ad-
ministration is planning to do about the growing numbers of older
veterans, Mr. Walters answered:

We must learn to treat veterans, all veterans, but predominantly those over the
age of 65 as cutpatients. We do not want to deny them access to inpatient facilities,
when they have acute care needs, but we want to learn how to treat people at home.

And we want to learn to treat patients in adult day care centers, keeping them in
facilities during the day and sending them home at night.

The Department of New Jersey Veterans of Foreign Wars con-
curs with Mr. Walters, however, as we in New Jersey, look at these
two ideas, we need your help to make them a reality for New Jer-
sey’s older veterans.

As I stated before, the majority of New Jersey’s older veterans
reside in central and southern New Jersey where we have no VA
facilities. On July 12, 1984, Congressman G.B. Sonny Montgomery
on a visit to South Jersey stated, that “He would do everything in
his power to have a Veterans’ Administration outpatient facility,
built in South Jersey.”
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With the help of this committee working in consort with the Vet-
erans’ Affairs Committee and other members of Congress, this
much needed facility will become a reality and within a reasonable
period of time.

This facility will help all veterans but as we know, the need for
assistance to our older veterans is growing each day.

Mr. Walters’ second suggestion of creating adult day care centers
for veterans should be worked in conjunction with the State of
New Jersey’s Division of Veterans Services. Through their veterans
nursing homes in Vineland, Menlo Park and our third home now
being constructed at Bergen’s Pines, Paramus, NJ. These homes
are geared to assisting veterans and the staffs understand the prob-
lems facing our older veterans. Working in conjunction with these
facilities reduce costs and we feel would benefit the veteran.

Construction of phase I of the Bergen Pines Nursing Home has
begun and it is estimated to be completed by the summer of 1985.
This first 100-plus beds are only the beginning and we need Feder-
al funds to complete phase II and III as soon as possible.

Current reports indicate that the moneys for phase II and III are
coming in 1986 or 1987. We of the New Jersey Veterans of Foreign
Wars ask your help in obtaining these funds as soon as possible.

With the addition of phase II and phase III, the Bergen Pines fa-
cility will have in excess of 300 nursing home beds. Meeting the
needs of older veterans and older Americans is no easy task.

The cost at this time cannot be determined, however, the Con-
gress must start appropriating more funds, in order that the Veter-
ans' Administration may live up to its mandate of serving the
needs of all veterans.

Thank you, very much for allowing me to appear here today, sir.

My full statement will be available to you if you wish to insert it
into the record.

And I will be happy to answer any questions at the end of the
testimony.

[The prepared statement of Mr. John T. Doonan follows:]

PREPARED STATEMENT OF JOHN T. DOONAN StaTE COMMANDER, NEW JERSEY
VETERANS OF FOREIGN WARS

Mr. Chairman and members of this committev, thank you for the privilage of ap-
pearing befure this distinguished committee to present the views of the Department
of New Jersey Veterans of Foreign Wars.

My name is John T. Doonan and it is my privilege to represent the 73,000 mem-
bers of the New Jersey Veterans of Foreign Wars, the largest and most involved
veterans organization in our State, as their State commander.

Mr. Chairman, the purpose of today's hearing “Older Veterans. Growing Num-
bert, Changing Needs” 18 in the opinion of the Veterans of Foreign Wars one of the
must impurtant 1ssues facing America today. The fact that this hearing is being held
here today bears witness to the concern you and other Members of the Congress
have for those who answered the call in our Nation's time of need. We of the Veter
ans of Foreign Wars sincerely thank you for coming to New Jerscy to hear our
views.

The Department of New Jersey Veterans of Foreign Wars would also like to say a
special thank you to Congressman Matthew J. Rinaldo, ranking minority member of
this committee for his invitation to appear here today. Congressman Rinaldo has a
very distinguished public career in which Lis support for veterans, their widows and
orphans, has never been questioned. We of the Veterans of Foreign Wars count
Matt Rinaldo as one of our strongest and most unflinching supporters in the U.S.
Congress. Congressman Rinaldo we thank you.
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Mr Chairman, of the 28.5 million veterans today there are over 3.5 million over
the age of 65. The number of veterans over 65 is expected to double by 1990; 9 mil-
lion by the year 2000; 12 million by the year 2010. More significantly over half of
the male population over 65 will be veterans by the year 1990.

New Jersey’s Veterans population is just under 1 million with a substantial
number being “older veterans.” These veterans reside primarily in the central and
southern part of our State in the many retirement villages that have been built in
New Jersey.

The June 4, 1984, edition of “U.S. News and World Report, Inc.” has an article
entitled “VA’s Goal; Model Care” for 9 Million Older Veterans.” The article is an
interview with Harry Walters, Administrator of Veterans Affairs. When asked,
what specifically the Veterans Administration is planning to do about the growing
numbers of older veterans Mr. Walters answered, “We must learn to treat pa-
tients,—all patients, but predominantly those over age 65—as out patients. We do
not want to deny them access to inpatient facilities when they have accute care
needs, but we want to learn how to treat people at home. And we want to learn to
treat patients in adult-day care centers, keeping them at the facilities-during the
da%: and sending them home at night.”

he Department of New Jersey Veterans of Foreign Wars conquers with Mr. Wal.
ter’s. However, as we in New Jersey look at these two ideas, we need your help to
make them a reality for New Jersey's older veterans. As I stated before, the majori-
ty of New Jersey’s older veterans reside in central and southern New Jersey where
we have no VA facility. On July 12, 1984, Congressman G.B. Sonny Montgomery on
a visit to South Jersey stated” He would do everything in his power to have .a veter-
ans administration outpatient facility built in South Jersey.” With the help of this
committee working in concert with the Veterans Affairs Committee and the other
Member of Congress this must needed facility will become a reality in a resonable
period of time. This facility would help all veterans, but as we know the need for
assistance to our older veterans is growning each day. .

Mr Walter’s second suggestion of creating adult day care centers for veterans
should be worked in conjunction with the State of New Jersey's division of veterans
services through their veterans nursing homes in Vineland, Menlo Park and our
third home now being constructed at Bergen Pines, Paramus, New Jersey. These
homes are geared to assisting veterans and their staffs understand the problems
facing our older veterans. Working conjuction with these facilities would reduce
costs and we feel would benefit the veteran.

Construction of phase I of the Bergen Pines nursing home has begun and is esti-
mated to be completed by summer 1985, This first 100 plus beds are only the begin-
ning and we need the Federal funds to complete phase II and III as soon as possible.
Current reports indicate the moneys for phase 1I and 11 coming in 1986 or 1987. We
of the New Jersey Veterans of Foreign Wars askf'our help in obtaining these funds
as soon as possible. With the addition of phase I and phase III the Bergen Pines
facility will have in excess of 300 nursing homes beds.

Meeting the needs of older veteran and older Americans is no easy task. The cost
at this time_cannot be determined. However, the Congress must start appropriating
more funds in order that the Veterans Administration may live up to its mandate of
serving the needs of all veterans.

The major areas needed to be expanded upon as seen by our organization are:

1. Increased geriatric units at all VA medical centers.

2 Expansion of the VA research program to accelerate research with respect to
Alzheimer's disease, diabetes, chronic obstructive lung disease, and the increased
susceptibility of older persons to certain infectious diseases.

ncreased mileage allowance for those who perform much needed volunteer
work through the Veterans Administration voluntary service. I'm proud to tell you
Mr Chairman that more than 78,000 volunteers provide over 11 million hours of
services to hospitalized veterans and the membership of the Veterans of Foreign
Wars accounts for over 10 percent of this total effort. g‘he VA's volunteer effort not
only benefits older Veterans who are VA hospital patients, but it also provides a
meaningful and productive activity for senior citizens, both veterans and nonveter-
ans, whu serve as volunteers. With the rising cost of gasoline and the diminishment
or nonexistence of public transportation, the mileage allowance on income tax de-
ductions should be increased for those who perform this much needed volunteer
service,

Mr Chairman, time has only allowed me to highlight the needs of older veterans.
However, we look forward to working with you and the members of the New Jercey
Xmgr(_zssionul delegation to meet the needs of America’s older veterans, and older

mericans.
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The Veterans of Foreign Wars has many mandates, nationally we represent veter-
ans of all ages among our more than 2 million members and some 700,000 members
of our ladies auxiliary; but all our efforts for these older citizens would be for
naught if upon reaching their folden age, they were to become the cast offs of socie-
ty. We have this concern equally for all older Americans. It is at this stage of their
lives that all American citizens should reap the harvest of their labors and the qual-
ity of their lives at its highest. That this has not always been true in the past for a
major segment of our aged citizens is truly unfortun .te. But, if it is still not so to-
morrow—shame on us as a Nation.

This concludes my testimony and remember as Harry Walters says “America is
No. 1thanksto our veterans.”

Mr. RinaLpo. Thank you, Mr. Doonan.

Our next witness will be Mr. John Hein, State legislative chair-
man of the American Legion.

Mr. Hein, you may proceed.

STATEMENT OF JOHN HEIN

Mr. HEIN. Thank you, Mr. Chairman.

Mr. Chairman and members of the committee, it is the opinion of
the American Legion that issues relevant to the aging veteran pop-
ulation comprise one of the most serious challenges ever presented
to the VA health care system. As stated before, demographics un-
derscore the impending problems concerning aging veterans. The
number of veterans 65 and over will triple by the year 2000 reach-
ing a total of 9 million. Of greater significance is the group of vet-
erans over the age of 75, who by the year 2000 will number 4 mil-
lion strong. This is six times the 1981 total for veterans in this cat-
egory. It is accepted that the provision of health care for these
older veterans will be complicated by multiple acute and chronic
problems resulting in lengthy hospital stays and extended post hos-
pital care.

Obviously not all of these veterans will utilize the VA health
care system. Statistics from 1981 show approximately 768,000 of
the 3 million veterans over the age of 65 came to the VA for one
form of care or another. That is roughly 1 out of every 4 veterans
goes to the VA after the age of 65. However, recent increases in
medicare duductibles and reductions in medicaid funding, will in-
crease utilization rates by making the VA more economically at-
tractive. And in many cases, absolutely necessary, to the future
aging veteran population. Signs of increased demands for care are
already in evidence across the VA system. And this includes the
increasing need for new and private facilities for the care of aging
fernale veterans who will reach 400,000 by 1990. That is 60,000 in
New Jersey and if the population of 1 out of 4 goes, that will be
15,000 that will require care in our VA hospital in New Jersey.

The American Legion is studying the situation carefully and
making recommendations both to Congress and the VA, but cne
thing that the VA can do and we will continue to urge them to do
is totake advantage of the constant flow of new medical technology
that results in shorter hospital stays and better methods of treat-
ing veterans as outpatients. We know that there will be an in-
creased need for nursing home beds, and the VA will need to con-
struct more and to use more such beds from the private sector.
There also needs to be more intense study of ways to deal with
long-term debilitating illnesses that tend to affect older people,
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such as Alzheimer’s and strokes. The Legion would also like to en-
courage States to increase the number of beds in the State's old sol-
diers homes.

In New Jersey where 914,000 veterans currently reside, and
138,000 are over the age of 65, the VA's continuing the process of
preparing for the health care needs of aging veterans. That means
that they would be treating about 32,000 veterans in the future.
Specifically, plans and contracts are being finalized for the con-
struction of a 240 bed nursing home care unit at Lyons Hospital
and also at Lyons, VA officials have tentatively planned a new 100
bed domiciliary care center for fiscal year 1989, which, however, is
contingent upon further valuation—1I believe that the groundbreak-
ing was supposed to be in October of this year.

The VMAC in East Orange is severely restricted by space, and
has proposed an additional 30 nursing home care units, beds, to
supplement the existing 60 bed unit. The latest survey conducted
by an American Legion national field representative showed a
waiting list of over 100 veterans seeking nursing home care at
VMAC in East Orange. The average waiting time was reported to
be 6 months.

Assuming that the Lyons nursing care unit is typical, the
months to turnover a bed is 3.2.

The unofficial waiting time for Menlo Park, and that is our
State’s soldier's home which is partially funded through the VA
system, is about 1 year, for about the same number of 80 to 100
waiting veterans. Now, these facts underscore the VA's position
that there is already a lag in the VA's ability to serve the veterans
population.

Whereas the CBO assumes that this is not the case in their pro-
jections on the budget.

VA systems strategic planning, known as medical district initiat-
ed program planning, evaluations also point out the immediate
need to implement specialized programs relative to aging veterans,
such as geriatric evaluation units, or geriatric research, education-
al and clinical centers.

However, these necessary programs still remain distant to actual
activation for New Jersey facilities and depend upon deserve and
merit the support of congressional leaders and the administrations
of the future.

From the Legion’s standpoint, it will have to be realized that
many more veterans will be receiving health care, especially long-
term care in community settings, under VA guidance. We will have
to closely monitor this to insure that veterans, especially non-serv-
ice-connected veterans are not haphazardly placed in community
settings without adequate VA oversight and monitoring for the re-
sultant danger of less than quality care.

The VA acting as the primary source of health care wants to es-
tablish and maintain mutually beneficial relationships with com-
munity providers. Internally the VA must continue to balance its
current acute care system with expanding chronic services.

At this point, I would like to propose a new idea. I call to your
attention that the baby boom is over and this means that there are
school facilities throughout New Jersey that could be spared and

5]




48

utilized, perhaps as stop gup measures, for the next 5 ta 15 years
for domiciliary or nursing care centers, for veterans.

Each facility has the classrooms that are available, lunch rooms,
kitchens, baths, showers, auditoriums, stages, and some even have
their own laundry facilities. The local governments under State
and Federal guidance could economic many of these facilities to
economically assist assets for the community.

In general, the American Legion shall continue to observe the
overall health care arena with continued focus on geriatric medi-
cine. We shall continue to stress the areas of concern, such as the
prevention of diseases, and then rehabilitation of the severely dis-
abled are integral components of quality care to the aging veteran.

Health care for the elderly must continue to be interdisciplinary
in nature, It must be continuously reemphasized that health care
in general but especially to elderly veterans involves acute, chron-
ic, medical, and social services.

Additionally, the Legion will continue stressing that all Ameri-
cans, and not just veterans will benefit from the VA's advance-
ments in geriatrics and gerontology.

This is especially true when considering that by the year 2030, 1
in 5 of all US. citizens will be over 65 years old, almost twice as
many as today.

In conclusion, it must be again noted that these issues represent
a most serious challenge to the VA system, and demand the contin-
ued planning and activation of innovative programs. The overall
welfare of our elderly veterans in the near and distant future de-
pends completely on what actions are accomplished today.

As previously stated, the VA has already undertaken a number
of initiatives in preparation for a need to care for the increasing
numbers of older veterans. The Legion is supportive of these and is
adding its own suggestions, and will continue to be as helpful as
possible.

The level of funding and construction required to bring the
system to a prepared state will certainly come under fire from op-
ponents both within and outside of Government.

To those opponents, the American Legion will continue to make
two important points crystal clear: First, and foremost, we shall
stress the health care benefit is a commitment to our veterans
made by the American people through many Congresses.

It is more: it is a debt by the American people and its Congresses
to its defenders, particularly to those who shall continue to bear
the mental and physical scars for their entire lives.

Second, the American Legion is convinced the VA system can
provide health care more cost effective, and to a greater number of
veterans than can private-sector resources.

Again, experience shows that most users of the VA health care
\\;:)uld, in cases where there were no other resources, be public
charges.

And there is an inescapable responsibility of the Federal Govern-
ment to care for the service-disabled veterans in places of honor.

Thank you very much for this opportunity.

Mr. RiNaLpo. Thank you, Mr. Hein.

[The prepared statement of Mr. Hein follows:]
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PREPARED STATEMENT OF JoHN HEIN, CHAIRMAN, LEGISLATIVE COMMITTEE FOR NEW
Jensey, THe AMERICAN LeGioN

Mr Chairman and members of the committee, it is the opinion of the American
Legion that issues relevant to the aging veteran population comnprise one of the
most serious challenges ever presented to the VA health care system. Demogra‘phim
underscore the impending problems concerning aging veterans. The number of vet-
erans 65 and older will triple by the year 2000, reaching a total of 9 million. Fur

- thermore, this group will total 12 million by the year 2010. Of greater significance is
the group of veterans over age 75 who, by the year 2000, will number 4 million
strong. This is six times the 1981 total for veterans in this category. It is accepted
that the provision of health care for these older veterans will be complicated by
multiple acute and chronic problems, resulting in lengthy hospital stays and ex-
tended post-hospital care.

Obviously, not all of thse veterans will utilize the VA health care system. Statis-
tics from 1981 show approximately 768,000 of the 3.3 million veterans over age 65
canie to the VA for one foum of care or another. However, recent increases in Medi-
care deductibles and reductions in Medicaid funding will influence utilization rates
by making the VA more economically attractive, and in many cases, absolutely nec-
essary, t¢ the future aging veterans population. Signs of increased demands for care
already in evidence across the VA system.

The American Legion is studying the situation very carefully, and making recom-
mendations t» both Congress and the VA. One thing the VA can do, and we will
continue to urge them to do, is to take advantage of the constant flow . ¥ new medi-
cal technology that permits shorter hospital stays and better methods of treating
veterans as outpatients. We know there will be an increased need for nursing home
beds; the VA will need to construct more, and to use more such beds from the pri-
vate sector. Also, there needs to be more intense study of ways to deal with the
long-term debilitating illnesses that tend to affect older people, such as Alzheimer’s
and stroke The Legion will also encourage States to increase the number of beds in
State Soldiers’ Homes.

In New Jersey, where 914,000 veterans currently reside, VA is continuing the
process of preggring for health care needs of aging veterans. Specifically, plans and
contracts are being finalized for construction of a 240-bed Nursing Home Care Unit
at VAMC Lyons, New Jersey. Also at Lyons, VA officials have tentatively planned a
nev 100-bed Domiciliary in Fiscal Year 1989, which, however, is contingent on fur.
ther validation VAMC East Orange, severely restricted space wise, has proposed an
additional 30 NHCU beds to supplement the existing 60-bed unit. The latest survey
conducted by an American Legion National Field Represcntative showed a waiting
list of over 100 veterans seeking nursing home care at VAMC East Orange. The av-
erage waiting time was reported to be 6 months.

VA's system of strategic planning, known as Medical District Initiated Program
Planning IMEDIPP) evaluations, also point out the immediate need to implement
specialized programs relative to aging veterans, such as Geriatric Evaluation Units
{GEUs) or Geriatric Research, Education Clinical Centers (GRECCs). However, these
necessary programs still remain distant to actual activation for NJ facilities and
;_icpend on generous support from Congressional leaders and Administations of the

uture.

Froin the Legion’s standpoint, it will have to be realized that many more veterans
will be veceiving health care, especially long-term care, in community settings,
under VA's guidance. We will have to closely monitor this to ensure veterans, espe-
cially nonservice-connected veterans, are not haphazardly placed in community set-
tings without adequate VA oversight and monitoring wiﬂy\ a resulting danger of less

- than quality care The VA, acting as the primary source of health care, must estab-
lish and maintain mutually beneficial relationships with community providers. In-
ternally, the VA must continue to balance its current acute care system with ex-
panded chronic care services.

. In general, The American Legion must continue to observe the overall health care
arena, with continued focus on geriatric medicine. We must continue to stress areas
of concern like the fact that preventation of diseases, and rehabilitation of the se-
verely disabled are integral components of quzlity care to the aging veteran. Health
care for the slderly must continue to be interdisciplinary in nature. It must be con-
tinuously reemphasized that health care in general, but especially to elderly veter
ans, involves acute and chronic medical and social services. Additionally, the Legion
will continue stressing that all Americans and not just veterans, will benefits from
VA’s advancements in geriatrics and gerontology. This is especially true when con-
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sidering that by the year 2030, one in five of all U.S. citizens will be over 65 years
old, almost twice as many as today.

In conclusion, it must be again noted that these issues represent a most serious |
challenge tc the VA system, and demand the cuntinued planning and activation of ‘

innovative programs The overall welfare of our elderly veterans in the near and
distant future depends completely on what actions are accomplished today.

As previously stated, VA has already undertaken a number of initiatives to pre- |
pare tu provide care for the increasing number uf ulder veterans. The Legion is sup- o
portive of these and 1s adding its uwn suggestiuns, and will centinue to be as helpful
as postible The level of funding, and counstruction required to bring the system to a
prepared state will certainly come under fire from opponents buth within and out
side Government. To thuse ulppuncnts. The American Legion will continue to make .
twu important points crystal clear. First, and foremost, we will stress the health
care benefit is a commitment to our veterans made by the American people through
many Congresses, Secondly, the American Legion is convinced the VA system can
provide health care more cost effectively and tu a greater number of veteruns than
can private-sector resources, Again, experience shuws that most users of VA health
are would be public charges in any event, and there 15 an inescapable responsibility
of the Federal Government to care for the service disabled.

Mr. RiNaLDO. The next witness will be Col. Warren Davis. He is
the Director of the New Jersey Division of Veterans' Programs.
Colonel Davis.

STATEMENT OF COL. WARREN L. DAVIS

Colonel Davis. Mr. Chairman and members of the committee, I
want to thank you for this opportunity to address you on the vital
issues of aging veterans.

As the Director of the Division of Veterans Programs and Special
Social Services, it is my special charge to provide the vital services
that the State has to offer for its veterans. And might I add that
the State of New Jersey has a long history of providing service for
its veterans.

Yesterday, I attended the opening session of the DAV, Disabled
American Veterans, National Convention in Washington, DC, and
it was humbling, absolutely humbling. It was held at the Sheraton
hotel in their convention hall. I was sitting there with a name tag,
which said, “VIP” on a ribbon, and I looked out at the thousands of
disabled veterans, and I felt very strongly that they were the
“VIP's” and I was mislabeled.

I served 22 years in the military. However, I am fortunate in
that during that 22 years, I did not receive an injury. I am here
:Iww and indeed fortunate to be able to help the veterans of New

ersey.

In New Jersey today, there are approximately 405,000 World
War II veterans whose average age is presently 63. According to
the Veterans' Administration of the 405,000 veterans of World War
II, it has been anticipated that about 7.7 percent of these veterans .
will require some type of medical assistance annually.

The Division of Veterans Programs and Special Services present-
ly maintains and operates two long-term care nursing facilities, .
t{mse located at Vineland and Menlo Park, NJ. A third is in the
process of being constructed in Paramus, NJ, as was stated by a
speaker earlier. When the first phase is completed, we will have
114 additional beds. The second and third phases of construction
will bring the facility up to a total of 300 beds. At that time, we
will have over 1,000 nursing home beds for veterans in the State. It
is not enough. .
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State veteran homes are a bargain for the Veterans' Administra-
tion, and we are, after all, looking at how we can best utilize dol-
lars. In the Veterans' Administration own study of last year, for
nursing care facilities, they declared that State homes are cost ef-
fective programs for the VA. The Veterans' Administration pays
about 20 to 25 percent of the cost of care for veterans in a State
veterans nursing home. That is, indeed, a bargain, and we feel that
cooperation like this, and similar ventures, should be explored to a
greater extent. We in the State of New Jersey pledge our support
and are very interested in joint ventures with the Veterans' Ad-
ministration in caring for our veteran population.

Also, soon to be under construction that is—next month we
should be getting that underway, the first State-owned veterans
memorial cemetery, which will provide aproximately 110,000
gravesites for the veterans of this State.

It is the division’s hope, in view of the large numbers of veterans
who will need medical assistance to provide additional help and
services throughout the State and one of the plans that we are
presently exploring and proposing is to provide veterans with home
health care to meet their needs, similar to the program that has
been, is presently being planned by the Veterans’ Administration.

This will permit the veteran to remain at home and receive
health care in familiar surroundings. We feel this is an appropriate
alternative to institutionalization.

Another divisional plan is to provide contract services to private
nursing homes while veterans are waiting on our lists.

It has been stated by one of our other speakers that we have a 9-
to 12-inonth waiting list. Let me say this. It is heartbreaking to us
to have those veterans on that waiting list.

Normally, veterans and their families don't plan for nursing
care. When it happens, it normally is an emergency in just about
every case. A veteran suddenly is hospitalized. He stays for an ex-
tended period of time and at some point it is determined by the
hospital that his optimum stay in the hospital is ended. He then
needs nursing care.

That veteran at that time may have some other resources in the
bank. He may have a veterans pension. He may be getting social
security; he may not be eligible for medicare. He may be ineligible
to go into, at that time, a VA nursing care facility because he was
a patient in a private hospital.

A Veterans' Admini.tration hospital will not accept that veteran
because he no longer requires hospitalization and the VA cannot
provide contract nursing care for him at that time in private nurs-
in % facilities.

0, he is left out. He cannot go into a medicaid facility because
his income or his resources are too great. This is where there is a
great need in this State and throughout the country to assist veter-
ans. The catastrophic circumstances or the financial crisis that
occurs when a veteran needs nursing care today, and he doesn’t
have enough money to go into a private facility, which incidentally,
in the State of New Jersey, costs from $2,000 to $3,000 a month.
That is a financiai disaster to the veteran and his family, and I
think that this need is critical and should be addressed.
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It is to be noted, as previously mentioned in my opening re-
marks, that the demands on the VA and the division will increase
by 38,000 veterans in need of medical assistance.

To anticipate the actual demands and needs of these veterans,
this division is planning, in the near future, and hopefully in coop-
eration with the Veterans’ Administration to provide outpatient
clinic services.

This will ease the demands placed upon the VA hospitals as well
as our nursing home facilities, in Menlo Park, Vineland, and soon
Paramus.

As you may be aware, as the years pass, the demands on the Vet-
erans Administration and the division will increase in conjunction
with the aging needs of veterans and we feel that it is an emerging
crisis and we certainly wish this committee success in solving that
problem and that crisis.

Thank you.

Mr. RiNALpo. All right, thank you very much, Colonel Davis.

[The prepared statement of Colonel Davis follows:]

PREPARED STATEMENT oF Col. WARREN L., Davis, DIRECTOR, NEw JERSEY DivisioN oF
VETERANS' PROGRAMS

In New Jersey today there are approximatelf\" 405,000 World War IT veterans
whose average age is presently 63. According to the Veterans Administr ..on, of the
105,000 World War II veterans, it has been anticipated that 7.7% of these veterans
will require some type of medical assistance in the very near future.

The division of veterans programs and special services presently maintains and
uperates twu (2; long term nursing facilities for the veteraus at Vineland and Menlo
Park. Within the upcoming year the long-term nursing facility in Paramus will be
completed in 1ts first phase. The first phase will serve and provide nursing for ap-
proximately 111 veterans of the State of New Jersey. This will be augmented by a
phase two and phase three which will eventually provide services for 300 veterans
of this State. It is important that the three facilities are strategically located —one
in south Jersey (Vineland), one in central Jersey (Menlo Park), and one in north
Jersey (Paramusi. Alsu under construction is the Arneytown Veterans Memorial
Chem(s'tcr) which will provide approximately 110,000 grave sites for the veterans of
this State.

It is the divisiun’s hope, in view of the large numbers of veterans who will need
medical assistance, tu provide additional help and services. One of the plans this di
visivn is cunsidering, providing funds are available, is to provide veterans with
home health care to meet their needs. This will permit the veteran to remain at
hume and receise health care in familiar surroundings. Another divisional plan is to
provide cuntracting services to other nursing homes in which we may place those
who are on vur waiting lists at Vineland and Menlo Park. This service will expedite
the admussiuns process and permit our most needy veterans access to this type of
service. If moneys are uvanlugle for this service, our veterans will not have to wait 6
to 9 months to enter a long term facility. It is to be noted, as previously mentioned
in my opening remarks, that the demands on the VA and the division will increase
by 38,000 veterans in need of medical assistance. To anticipate the actual demands
and needs of these veterans, this division is planning, in the near future, hopefully
with the woperation of the VA, to provide an out-patient clinic. This will ease the
demands placed upon Menlo Park, Vineland, and soor. Paramys. As you may be
aware, as the years progress, the demands on this division will increase in conjunc-
tion with the aging of the World War 1l veterans.

Much has been done in the past and much is currentl‘\; under way to meet the
needs of the veterans of this State. There is, however, much to be done in the future
fur the veterans. The pressing issue is monetm}r, without an increasing budget, the
demands of the World War II veterans of New Jersey will not and cannot be met. It
is imperative that an increased budget be passed so that the demands upon this di-
vision will be met,

Another example of this division’s commitment to the veterans of this State is our
increasing and expanding Bureau. Presently, in cooperation with the VVLP, we are
opening more service offices throughout the State to provide counseling, employ-
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ment opportunities, plucement, and assistance in making application to the VA.
This bureau expansion s of vital importance to aid the veteran i becoming aware
of any groblems and programs which might affect him. We shall do this through
our field offices and also through our newsletter which will update our veterans on
all new legislation and benefits he may be entitled to participate in for the duration
of such programs The $60 million bond issue currently being proposed will provide
needed moneys for this division’s plans at Paramus.

Much of what I have said here today has been planned by this division in its stra-
tegic glanning and hopefully will be carried out if budget increase requests are ap-
proved The time is now to plan for the tremendous increases in demands and serv-
ices which can be expected in the very near future. Gentlemen, I submit to you a
mandate for your consideration. Our veteran has done for his country and its
people, it is time for his country and its people to do their duty to the veteran. I
thank you.

STATEMENT OF JOSEPH SCHIMKOWITZ

Mr ScuiMkowiTz. Mr. Chairman and members of the committee,

It is an honor for me to appear before you today on behalf of the
Jewish War Veterans of the United States to discuss our views on
the VA's Medical Construction Program for the fiscal year 1985,

Mr. Chairman, first, I would like to extend my appreciation and
thanks to you and the staff of this committee for your hard work
and continued commitment to maintaining the well-being of our
Nation’s veterans. Our members of the oldest war veterans’ organi-
zation in the United States stand ready to assist you to ensure es-
sential medical care and construction programs are maintained
and realistically funded.

We believe our Nation has a clear responsibility and commit-
ment to maintain and upgrade the quality of the VA medical care
systems, and to meet the health needs of the ever-aging veterans’
population. I come before you today to reaffirm this commitment
and express my hope that our country will never forget those men
and women who have served, and who, in some cases, have given
the ultimate sacrifice for our country.

With this background in mind, the specifics of the VA’s medical
construction budget for the fiscal year 1985 represents a mixed bag
of hope for the veterans of this country.

There is no doubt that the VA’s medical care and construction
budget should be given top priority over the next two decades. In
this regard, the budget request for fiscal year 1985 is not satisfac-
tory, and we feel the VA must reestablish its priorities to ensure
the safety, modernization, and construction of sufficient VA facili-
ties These priorities must reflect the changing demographics of the
veterans population.

We wholeheartedly support the proposed increase of $290.7 mil-
lion to $822 million of budget authority for fiscal year 1985. Howev-
er, these funding levels are barely adequate for the short term. We
feel obligated to bring to your attention why the fiscal year 1985
budget proposal fails to meet the realities and expectations of the
veterans community for the long run,

As you know, many facilities of the VA's health care are deterio-
rating and becoming increasingly outmoded. Many hospitals were
not constructed for the use of modern equipment and this is very
important. Therefore, unable to meet modern standards of health
care, we commend the VA’s proposal of $28.6 million replacement
for the hospital in Houston, TX, which will incorporate a 120-bed
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nursing home care unit. The proposed modernization program
scheduled for the agency’s Allen Park, MI medical facility, and the
remainder of the replacement and modernization projects at Au-
gusta, GA; Mountain View, TN, and New York.

However, we are most distressed that not a single new VA hospi-
tal has been proposed for fiscal year 1985. Furthermore, the admin-
istration has failed to reconsider its decision to cancel plans to
either renovate or modernize the Baltimore VA Medical Center.
The Baltimore VA Medical Center is considered by the VA to be
one of the 10 medical centers most in need of construction, replace-
ment, or modernization. This year’s budget has also failed to pro-
pose building or modernizing a single facility in Florida despite
recent demographic studies indicating that Florida’s veteran popu-
lation is expanding faster than in any region in the United States,
and we are all aware of that.

In the area of nursing home care, we feel this budget request is
inadequate to keep up with the continued expansion of veterans’
needs. In fiscal year 1984 the VA requested $67.3 million for nurs-
{)n% home care, which included the addition of 840 nursing home

eds. .

The budget for fiscal year 1985 is $16.5 million lower, requesting
only $50.8 million, and an addition of only 57 nursing home beds
over the last year’s request.

Furthermore, the budget for fiscal year 1984 marked the third
year in a row in which funds were not authorized for construction
of our new domiciliary facilities or remodeling existing ones. The
VA’s medical construction budget for fiscal year 1985 has barely
addressed this most serious problem. In fact, the VA has chosen to
renovate just one domiciliary facility. Many of these buildings are
over 50 years old and do not meet current standards of fire safety.
We believe the number of aging veterans, particularly those with
insufficient social or family resources to meet minimal care needs,
will increase over the next 20 years. We urge this committee to
closely monitor this situation and to consider providing additional
funds for domiciliary care in the medical construction budget for
the fiscal year 1985. There is no doubt that the inaction will only
magnify and increase the cost to be paid by our veterans and the
American taxpayer.

All of these budget deficiencies will be magnified by current de-
mographic trends in the veteran comtnunity. Veterans 65 years or
older numbered 3.3 million in 1981. By the year 2000 this figure
will triple. In 1981 25 percent of veterans 65 years or older used
VA medical services. There is no reason to believe this percentage
will change. Yet, using this percentage as a basis, the 798,000 over
65 veterans who used VA health care services will increase to 2.2
million by the year 2000.

Finally, the last goint to be made about the budget is more of an
administrative problem than a budgetary deficiency. Last fall on
September 27, 1983, the House Subcommittee on Oversight and in-
vestigations of the Committee on Veterans’ Affairs investigating al-
legations made bg the Association of Orthopedic Chairmen on the
status of the VA health care.

In our opinion, the findings of this report illustrate dangerous
trends in VA medical care. In its summarized form, the major
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thrust of this report is that orthopedic care is in a perilous condi-
tion due to improper use of funds, unsafe operating conditions due
to old or poorly maintained instruments, and to general misman-
agement.

For example, this report alleged that items such as lawn sprin-
klers, earthquake proofing, and similar items are often given prior-
ity over purchasing artificial limbs or surgical instruments and
prescription drugs.

Also, the length of a VA patient’s hospitalization is often deter-
mined by the administration’s budgetary decisions instead of good
medical practice. Essentially, patients not only receive inferior care
while in-patients, but inferior care as outpatients due to their ex-
c}z;aaive numbers which outstrip the hospitals’ ability to care for
them.

Mind you, I am knocking the VA in East Orange or Lyons Hospi-
tal. I think they do a terrific job on what they’ve got to work with.

Finally, surgical and other medical procedures are not scheduled
primarily due to lack of support staff. The report claims that em-
ployment contract provisions forced the VA by labor organizations
or voluntarily adopted by VA management do not permit full use
of hospital facilities.

Mr. Chairman, if this report is only partially accurate, the seri-
ousness of these charges must be considered. It is important to au-
thorize and appropriate necessary moneys for construction of
health facilities.

However, it is equally important to effectively administer health
facilities already built. I urge this committee to once again monitor
these situations and all similar reports so that an accurate picture
of VA medical care is obtained.

Thank you very much for giving me this time to address my
views on these important matters.

Thank you, Mr. Rinaldo, Mr. Biaggi, and Mr. Florio.

Mr. RINALDO. Thank you, Mr. Schimkowitz.

[The prepared statement of Mr. Schimkowitz follows:]

PREPARED STATEMENT OF JoSEPH SCHIMKOWITZ, NATIONAL SERVICE OFFICER, JEWISH
WAR VETERANS

Mr Chairman and members of the subcommittee, it is an honor for me to appear
before you today on behalf of the Jewish War Veterans of the USA to discuss our
views on the VA's Medical Construction Program for FY’85.

Mr Chairman, first, I would like to extend my apﬁreciation and thanks to you
and the staff of this subcommittee for your hard work and continued commitment
to maintaining the well-being of our nation's veterans. Our members of the oldest
active war veterans’ organization in the USA stand ready to assist you to ensure
;_*ssc;int(;al medical care and construction programs are maintained and reahstically

unded.

We believe our nation has a clear responsibility and commitment to maintain and
up-grade the quality of VA medical care systems and to meet the health needs of an
ever-aging veterans’ population I come before you today to reaffirm this commit-
ment and express my hope that our country will never forget those men and women
who have served, and in some cases, given the ultimate sacrifice for our country.

With this background in mind, the specifics of the VA’s medical construction
budﬁet for FY’85 represents a mixed bag of hope for the veterans of our country.

There is no doubt that the VA’s medical care and construction budget should be

iven top priority over the next two decades. In this regard, the budget request for

Y’85 is not satisfactory and we feel the VA must reestablish its priorities to ensure
the safety, modernization, and construction of sufficient VA facilities. These prior-
ities must reflect the changing demographics of the veteran population.
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We wholeheartedly suppurt the prupused increase of $296.7 million to $822 million
of budget authority for FY'8), however, these funding levels are barely adequate for
the short term. We feel ubligated to bring to y .ur attention why the FY'85 budget
proposal fails to meet the realities and expeciations of the veteran community for
the long run.

As you know, many facilities of the VA's health care system are deteriorating and
becutning increasingly outmoded. Many huspitals were not cunstructed for the use of
modern equipment and therefore, are unable to meet modern standards of health
care. Therefore, we commend the VA's proposed $28.6 million reglacement for its
hospital in Houston, Texas which will incorporate a 120-bed nursing home care unit,
the proposed mouernization program scheduled for the agency's Allen Park, Michi-
gan medical facility, and the remainder of the replacement and modernization
;‘}rojﬁcts at Augusta, Georgia, Mountain Home, Tennessee, and New York, New

ork.

However, we are most distressed that not a single new VA hospital has been pro-
posed for FY'8J. Furthermore, the administration has failed to reconsider its deci-
sion to cancel plans to either renovate or niodernize the Baltimore VA Medical
Center. The Baltimore VA Medical Center is considered by the VA to be one of the
ten medical centers most in need of construction, replacement or major moderniza-
tion This year's budget has also failed to propose building or modermizing a single
facility in Florida despite recent demographic studies indicating that Florida’s veter-
an population is expanding faster than in anf' region in the United States.

In the area of nursing home care, we feel this budget's request is inadequate to
keep up with the continued expansion of veterans reeds. In FY'84 the VA requested
67.3 million for nursing hume care which included the addition of 840 nursing home
beds. The budget for FY'85 is $16.5 million lower, requesting only 50.8 million and
an addition of only 57 nursing home beds over last year’s request.

Furthermore, the budget for FY'84 marked the third year in a row 1n which funds
were not authonized for construction of new domiciliary facilities or remodeling ex-
isting ones The VA's medical construction budget for FY'85 has barely addressed
this most serious problem. In fact, the VA has chosen tc renovate just one domicili-
ary facility. Many of these buildings are over 50 years old and do not meet current
standards of fire safety. We believe the number of aging veterans, particularly those
with insufficient social or family resources to meet minimal care needs, will in-
crease over the next twenty years. We urge this subcommittee to closely monitor
this situation and to consider providing additional funds for domiciliary care in the
medical construction budget for FY'85. There is no doubt that inaction will only
magnify and increase the cost to be paid by our veterans and the American tax-
payer.

All of these budgetary deficiencies will be magnified by current demographic
trends in the veteran community. Veterans 65 years or older numbered 3.3 million
in 1981, by the year 2000 this figure will triple. In 1981 25% of veterans 65 years or
older used VA medical services, there is no reason to believe this percentage will
change, yet using this percentage as a basis, the 798,000 over 65 veterans who used
VA health care services will increase to 2.2 million by the year 2000. Also, our coun-
try has a substantial number of women veteran 65 years or older and by the year
2000 they will number 100,000. Furthermore as documented by the VA, the median
age for male veterans is 51.4 years and 51.9 years for female veterans. This subcom-
muittee_and our nation’s veteran urganizations must respond to the realities of our
time Failure to resolve this dilemma, between a lack of budgetary planning by the
VA and the Federal Government and increased health demands of veterans, can
only result in budgets that do not reflect or answer the growing concerns and needs
of veterans across this country.

Finally, the last point to be made about this budget is more of an administrative
problem than a budgetary deficiency. Last fall on September 27, 1983, the House
Subconimittee on Oversight and Investigations of the Committee on Veteran Affairs
investigated allegations made by the Association of Orthopaedic Chairman on the
status of VA health care. In our opinion, the findings of this report illustrates dan
gerous trends in VA medical care. In its summarized form, the major thrust of this
report is that Orthopaedic care is in a perilous condition due to improper use of
funds, unsafe vperating cunditivns due to old or poorly maintained instruments and
to general mismanagement. For example, this report alleged that items such as
lawn sprirklers, earthquake prufing, and similar items are often given prionty
over purchasing artificial hips, surgical instruments and prescription drugs. Also,
the length of VA patients’ hospitalization is often determined by administrative and
budgetary decisioas instead of good medical practice. Essentially, patients not only
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receive inferior care while in patients, but inferior care as out-patients due to their
excessive number which far outstrip the hospitals’ ability to care for them.

Finally, surgical and other medical procedures are not scheduled appropnately
due to lack of support staff. The report claims that employment contract provisions
forced on the VA by labor organizations or voluntarily adopted by VA management
do not permit full use of hospital facilities. Mr. Chairman, even if this report is only
partially accurate, the seriousness of its charges must be considered. It is important
to authorize and appropriate necessary monies for construction of health facilities,
however, it is equally important to effectively administer health facilities already
built I urge this Subcommittee to once again monitor this situation and all similar
reports so that an accurate picture of VA medical care is obtained.

To conclude, the JWV of the USA views this year's medical and construction
budget as being barely adequate for the short run. It certainly does not address
many of the long term health care problems anticipated from our aging Veteran
population While the VA has never been expected to care for all veterans it must
plan for the health needs of the service connected, disabled and needy veterans who
are growing older.

Mr Chairman, thank you for giving us this time to express our views on these
important matters.

Mr. RiNaLpo. Our next witness will be Mr. Thomas Culkin, the
New Jersey Commander of the American Ex-Prisoners of War.

Mr. Culkin, I don’t know how much testimony you have, but I
assure you t' 1t the entire testimony will be included in the record.
If you wish to summarize it in the interest of time, you are certain-
ly welcome to do so.

Mr. Curkin. All right, Congressman, I can state it very quickly.

Thank you.

STATEMENT OF THOMAS P. CULKIN

Mr. CuLkin. Mr. Chairman, members of the committee.

My name is Thomas Culkin, State Commander of the American
Ex-Prisoners of War, Inc., Department of New Jersey.

I have a statement I would like to read into the minutes of this
meeting. I assure you it is brief, but it emphasizes the concerns of
the American Ex-Prisoners of War, Inc., membership from the five
chapters of the State of New Jersey, representing nearly 1,000
American ex-prisoners of war.

I can assure you they are all well within the age group with
which you are concerned.

On Friday morning, August 24, 1984, I was contacted by John
Vihstadt, counsel of the House Select Committee on Aging, from
Wash(;ngton, DC, informing me of this meeting, and inviting me to
attend.

No, we are not prepared at this late date to participate nor have
we been asked. Until 1981 when President Reagan signed our na-
tional charter and passed the POW law 97-37, we were not even in
existence as far as our Government was concerned. We are now.
We are now recognized in a chartered veterans group, and we
insist on being recognized and represented by our leaders at all
Government inquiries pertaining to veterans’ affairs as well as the
House Select Group on Aging.

We who have certainly suffered as a group more than any one of
our fellow veterans’ organizations and are certainly among the age
group being considered at this meeting, feel fully justified in asking
for this representation.

Our members have faced the enemy bravely and all conflicts
within our lifetime. We have suffered the wounds, indignities, pri-
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vations, starvations, and brutalities from our Nation's enemies and
survived.

The dues we proudly paid to become members of the American
Ex-Prisoners of War organization are more by far than required by
any organization in existence in America today, and should be so
recognized.

Comparatively, we are smaller in number than the major veter-
ans organizations in the United States today, but our members
proudly belong to the DAV, the American Legion, tbe VFW, the
Jewish War Vets and Catholic War Veterans et cetera.

However, we now want the recognition we reserve as a major
veterans organization with representation of American ex-POW'’s
at future meetings.

Yours in patriotism, Tom Culkin.

Mr. RiNaLpo. Mr. Florio.

Mr. FLorio. Let me just express to all the witnesses my apprecia-
tion for the participation.

Today, as many of you know, is just one more experience in the
continuing dialog that some of us in Congress have attempted to
create and establish with veterans on all matters dealing with vet-
erans.

The reference was made to the meeting that we had in the
Southern portion of the State when we were able to bring in Chair-
man Montgomery from the Veterans’ Affairs Committee.

The participation of all the organizations that are here at that
meeting was fully appreciated, and the continuing relationship is
one that is in the interest, not only of the organization or the orga-
nizations that are represented, but also in the integrity of the proc-
ess in Government, and unless we have sort of the hands-on experi-
vnce of those people who are members transmitted to the Congress,
certainly policies can't be developed that are truly responsive to
the real needs as opposed to the perceived needs of the various vet-
erans’ organizations.

I want to make one comment and then maybe ask one question,
and then excuse myself. Unfortunately, I have got a prior commit-
ment I have got to go to. -

But the observation I want to make is again to reinforce this
point that we have to be very vigilant in making sure everyone is
ta:king about it, as we shift some responsibilities to other programs
and to other agencies, that we don’t reach a tipping point where we
wake up one morning and someone says, “Well, the VA is no
longer doing what it used to do, and therefore, maybe there is no
need for the existence of the VA.”

That there is, say, the concern of that. Reference wes made, I be-
lieve, by one of the witnesses to medicare and the problems associ-
ated with medicare. Rest assured that next year there are going to
be proposals to deal with the financial problems of medicare that
are going to advocate reduction in benefits for medicare recipients,
increases in deductibles and copayments on the part of medicare
recipients.

If we are talking in an organized way of shifting responsibilities
out of VA, the VA health system over to the medicare program,
you can see the problems that are associated with signing on exclu-
sively to a ship that is listing if not sinking.
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So, you've got to be very concerned about that. I would make the
suggestion that in some areas, in the area of geriatric care, re-
search, delivery systems, that in that instance maybe we shouldn’t
be shifting things off of the VA out into the private health care
system. Maybe we should be reversing it, and shifting some of the
responsibilities back to the VA and let the VA assume lead posi-
tion in this country in dealing with geriatric care research, formu-
lating new ways of dealing with geriatric care concerns, because
the universe of veterans is going to be much more weighted to
older citizens than is going to be the general population universe.

So, the appropriate place might be to see the VA as the lead
agency in developing health care policies for older Americans. I
think in many respects it might be that we want to talk about a
project, almost of the nature of putting a person on the moon, and
if we are concerned about health care we have to be concerned
about health care for older Americans in general, why not make
the VA, the Veterans’ Administration, the lead agency to formu-
laltle lthose policies for veterans and for the general population as a
whole.

The only point, the question I want to ask the colonel. I under-
stand that your office is in the process of formulating some sort of
a seminar for next year dealing with veterans’ concerns, and in the
planning strategy meetings—and there were apparently some
people in this audience who are at them, some literature is being
distributed that says, and it surprised me, that New Jersey has
become the 50th State, out of 50, in terms of VA hospital or health
care moneys per capita.

That is, we are the lowest state in the country.

Can you just elaborate on that, briefly?

Colonel Davis. That statement was directed primarily at claims
and recovery of money from the Veterans’ Administration for vet-
erans’ claims in New Jersey.

Mr. Frorio. Fifty out of fiftieth of all the States?

Colonel Davis. That is correct.

Mr. Frorio. That in itself is troubling, and certainly as a
member cf the Veterans’ Affairs Committee any documentation
tlﬁat you can provide to us we will be happy to take a look into
that.

I can’t imagine why we would be in that kind of situation, but if
you could provide us with some documentation you have my pledge
to look into that to find out why New Jersey would be 50th out of
50 States. That is just inexcusable, but thank you very much.

Mr. Chairman, I appreciate it.

Mr. RiNALDO. Thank you very much, Mr. Florio.

Mr. Biaggi?

Mr. BiagGl. Yes. Some reference was made to monitoring. The
VA should be monitored and Congress should be monitored.

It has been my experience that the real monitors are the Veter-
ans organizations. As the result we have had a number of correc-
tions and hearings. You are out there on a day-to-day basis, and
you may be a little more objective than many others, and we rely
on you for your input.

My recommendation that we make a new Deputy Administrator
in the VA deals with that, and one of the duties that the Adminis-
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trator would have would be to develop a high level of visible liaison
with leading veterans organizations, and to make sure that their
input is received as the VA moves ahead.

That is clearly very, very important. I don't believe that there is
sufficient monitoring. Oversight is rarely done in the degree in
which it should be by Members of the Congress. ’

We just have too many things to do. There are o.casional hear-
ings when something is brought to our atteation. On the most part,
what is brought to our attention is brought by veterans organiza-
tions, so I am sure you recognize it. You may not fully recognize
the importance of what you do, and how we rely on it. As a result
of your input we in Congress move, and have corrected many con-
ditions. [ can tell you in the Bronx, not too many years ago, the
Bronx VA hospital, before we built a new one, which I was respon-
sible for, there was a national expose—I think it was a Life or Look
magazine.

I'am sure you folks remember it. Well, we had a hearing, and we
focused attention and we cleared the condition and improved it
very substantially. That is very, very important.

The question of adequacy of care is always critical.

Mr. Hein made some reference to it, and I think Colonel Davis
made some reference to it, and perhaps Mr. Doonan, relating to the
fact that there was an inordinate waiting period.

Well, if we have that now, what can we anticipate in the future
when we know there is going to be a burgeoning of the elderly
among the veterans population?

We also know, with the aging process, as night follows day, that
with the aging process, there is an increased need for medical care.

Unless we do something with the Veterans’ Administration’s hos-
pital system we are simply not going to be prepared to deal with
the problem.

They are well intended and the statements here made by wit-
nesses are well-meaning, but there are limitations, unless we can
expand or remove those limitations. Clearly one of the purposes of
the hearing is to focus with greater emphasis on this oncoming
crisis, because I see it as a crisis, unless we do something now, with
some long-range programs.

To the representatives of the veterans of America, I can only tell
you that you have done the job in the past despite the cynicism of
the new veterans who will see the light; but the job remains to be
done, and your responsibility, your day-to-day work in these hospi
tals is critical as far as we are concerned.

The veterans, the auxiliaries, they do the job, and it is not just a
perfunctory make-work assignment. It is critical as far as we in the
Congress are concerned. We need your input. I mean I emphasize
that. I can't emphasize it sufficiently because we know how valua-
ble it is.

[ want to thank you for your testimony today, and to congratu-
late you for the work that both you and your organizations have
done over the years. But for those organizations, the veteran
wouldn't be in the position that he is in today.

There is a lot to be desired, but it would have been considerably
worse. Their input into the process is significant and that the new
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organization of Ex Prisoners of War, I'm sure, the effort—hopeful-
ly, united effort, will be even more productive.

Thank you very much.

Mr. RinaLpo. I would like to take this opportunity to certainly
thank this panel, and also to reiterate that the record remains
open for any other individual or group who want to submit written
testimony, you merely contact my office, or the House Select Com-
mittee on Aging, and it will be included as part of the record. You
have 2 weeks in which to do that.

I would like to ask the representatives here one question, be-
cause all this, as you know, is being taken down. It will be put into
the furm of a report. It will be presented to the Members of Con-
gress, und I want to know if there are any specific proposals your
vrganizations are advocating to improve the level or quality of care
being provided tu vlder veterans, and could you state them fully?
Exactly what proposals you feel are important, what recommenda-
tivns this committee, in particular, should study so that we can
bring it back to Washingten with us, and perhaps come up with
some meaningful areas of change and improvement.

Anybody who wants to, on that score.

Mr. Biacar If you are in a position to respond to this question—
you may nut be because of the parameters in which you function.
You may require approval from the national body. For those of you
who don't represent the national body, per se, you were here when
[ announced the proposals, the four proposals I made, and if you
were, let me ask you. Do you approve them? If not, why not? And if
you have not heard them, please let me know, and I'll read them
again.

Mr. JuLiusseN. Could you restate your proposals, because the
two doctors took so long that I forgot.

_Mr. RinaLpo. Mr. Schimkowitz?

Mr. SciimMkowitz. Gentlemen, I think a very important clarifica-
tivn should be made because some magazines and some people have
come out with a theory of the idea that because a veteran is 65
years old he should receive treatment, or he will receive treatment
at the VA hospitals or the Newark Regional Clinic.

I think this should be clarified by the people up on the Hill, and
find out. Let’s make it by the—if we can possibly, let's give the
man that’s 63 years old treatment for any condition whether he is
servive connected or not on an outpatient treatment basis, even
though he is not service connected for it.

I would like to see that sometime, because some people think it is
in effect now, and others don't and they get turned down and they
are very disappointed.

Mr. RiNaLDO. You mean that right now if they are over 65 and
they are not receiving treatment? My understanding is——

Mr. Scuimkowitz. Unless they have service connected.

Mr. RinaLpo. My understanding is that they are supposed to re-
ceive treatment.

Mr. Schimkowitz. That is what has to be clarified. We have
people here from the VA hospital. I think maybe they could give
you a better declaration on that.

Mr. RinaLpo. They are going to speak on the next panel, and
perhaps——
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Mr. SchimMkowiTz. Maybe they can answer that question right
now.

Mr. RinaLpo. Well, why don’t we——

Is anybody here from the—Mr. Kidd or Mr. Baglio, could you
answer the question at this time?

My understanding is that priority is given to service-connected
problems, and then others are taken after that.

Mr. BacLio. Joe was talking about 65 and over.

Mr. ScaiMkowiITz. That’s right.

Mr. BaGLio. And this is teue that priority is given to them on the
basis of the fact that they cannot financially afford that type of
care on the outside; and on the basis of space being available for
them as was stated by Dr. Mather this morning.

Mr. RinaLpo. He'’s talking about outpatient.

Mr. BaGuio. Outpatient treatment.

Mr. ScHiMkowITZ. Outpatient treatment is restricted solely to
service connected.

Mr. BaGLio. That’s correct.

Mr. BiacGal. I am going to recite some of the proposals.

One would be the creation of a new Deputy Administrator for
Elderly Veterans. Obviously, the reason for that is to focus greater
attention on the problems of the elderly veterans, also bring that
Deputy Administrator right up to the top, so that the problems are
dealt with at the very top level.

I assume that there would be support for that?

Any objection? Any negatives? Mr. Hein?

Mr. Hemn. It has been my personal experience, and I am not
speaking for the Legion, but when you introduce another organiza-
tion into an organization that is already functioning, it never
seems to work out right, and the conflicts that swirl around make
that organization eventually ineffective.

I think the or%anization has to be structured almost from within,
and I don’t see how that organization fits in the current structure
of the VA systen.

Mr. Biagal. Well, it is from within; they have a person there
now, but they don’t have the person they have now doesn’t enjoy
the access to the Administrator, to the Director of the VA.

We had that with aging, and we fought to have that—the role of
the aging raised to Assistant Secretary, so that they would have
access to the Secretary, so you can bring the problem right up to
the top, instead of having it languish in a lower level. i

I don’t think—I don't think the concern that you raise is really
Jjustified.

Mr. Hein. I'll go along with that.

I think it is a concern however.

Mr. Biagal. You think it is what?

Mr. HeIn. I still think it is a concern, but it can be handled.

Mr. Biagal. Oh, clearly.

Mr. CuLkIN. Excuse me.

Mr. Biagai. Mr. Culkin.

Mr CurkiNn. In essence, this is just the addition of another execu-
tive to the VA staff in Washington.

Mr. Biagal. That’s right.

Mr. CuLkiN. I think we would agree with that.
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Mr. Biagat. And also one of the duties would be to coordinate
and be available for all of the veterans organizations, for their
direct input, of which I think would be salutary. In my judgment—
I have said it before, and I will say it again. You are the most criti-
cal component in the whole structure dealing with ... veterans,
the welfare of the veterans.

You are out there, you are right in the field. You know what the
problems are. You can—why do you come to us and go to the long
way around, when you have direct access to a Deputy Administra-
tor who will bring that issue to the fore, look at it, distill it, and if
it has merit, bring it to the Administrator of the entire Veterans’
Administration.

That’s our experience. Absent that, it will languish at a lower
level, and probably never get to become a full hearing.

Another was the establishment of clinical centers, Geriatric re-
search and educational clinical centers. I think Dr. Mather agreed
with that, and I think Dr. Wetle agreed with that.

[ assume no one objects.

Another was to conduct realistic settings on how to implement
effective cost-containment measures in VA hospitals.

Any objection to that?

Mr. JuLiusseN. On the cost containment, I think you will find
that I was speaking to Mr. Kidd before and the VA operates—they
have only increased their budget by 5 percent per head, stickin%
within the inflation rate where on the outside it has gone up 1
percent per year.

Mr. RiNaLDoO. It’s gone up 14.

Mr. JuLiussen. 14.

But no matter what program we suggest or research program—
you know the whole country benefits from the research proyraims
of the VA right now, whether it is in the aged veteran o the
younger population, and no matter what program we suggest, it all
involves funding, and funding is a problem.

Mr. RiNaLDO. That is exactly correct.

You know one point you have to bear in mind is when we talk
about shifting programs and shifting resources, you shift them
from the VA to another agency. I think it is incumbent upon every-
one to recognize that in this day and age that other agencies might
be having their budgets cut, and may not be able to handle the
program sufficiently. Similarly when we shift programs to the VA or
put increased emphasis on them there, you can’t do it without
adequate funding.

You know, I for one am totally committed to the needs of our
veterans, and I think at this point you should recognize, and I want
to assure you that I am not going to allow the deficit to be reduced
at the expense of programs that you need, deserve, and are entitled
to —programs that Congressman Biaggi and I fought for. And cer-
tainly that's why we want to hear your concerns, how these pro-
grams can be improved and where they are lacking, and where
perhaps there is a need that hasn’t been fulfilled.

Because without a hearing of this type, without your bringing it
30 our attention, we can’t do the kind of job that we are elected to

0.
Mr. Biagcl. One last proposal.

¥
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Mr. RinavLpo. Let him finish—I think he’s got——

Mr. JuLiusseN. When we speak about programs like that the two
busic complaints I get, this gentleman brought up was about non-
service.connected veterans.

The VA had a program where if they were 1 year after their—if
they had a non-service-connected ailment, if it stabilized, we would
stop giving them medication and treatment. That is a large prob- -
lem with the older veteran, because after a year he has to go out
and try to find money to get this taken care of.

The same way with their prescriptions. After a certain amount of )
time, if they are non-service-connected, they have to stop the pre-
scriptions.

Now, it is not basically the hospital. That is a VA rule, and they
have to live up te it.

And one other thing I would like to mention, Mr. Florio left
before I could mention it, that program about, that came up about
transferring some of the veterans' benefits to medicare, when they
researched it, they found out that all the gentlemen that come up
with the program wanted to do was take the money from the VA
and give it to medicare.

So, it wasn’t saving the Government any money; it was just
transferring funds.

Mr. RinaLpo. Well, that’s the problem.

Mr. Biacal. The greater problem was raised by Mr. Florio, and I
remember it under a couple of administrations, that it was not
fixed anywhere. It keeps cropping up, and that is really the dis-
mantling of the Veterans’ Administration’s hospitals. That is
always there, and if you shift the responsibility from the Veterans’
Administration piecemeal, though the vote may be to medicare or
wherever,, Old Americans Act, in the end what you are talking
about is dealing with the skeleton about was and it becomes easier
to extinguish.

So be wary of that.

Mr. CuLkiN. Mr. Congressman. I as well as my group feel that
we have to be very aware of the constant erosion of the VA by out-
side sources, and I don’t have to mention the committee’s name
that we are all upset about, but I think we have in the future to be
very careful of this constant attempting erosion.

Mr. RinaLpo. That's a point well taken. That is another object.ve
of this hearing, to see that it doesn’t happen, because a copy of the
transcript, the ful® copy goes to every member of the Veterans
Committee, so that appropriate legislation can be enacted by that
committee.

Mr. BiacGl. You are talking about the W.R. Grace Commission?

I think it should be put in, stated, put it in the record.

_Mr. CuLkin. Well, I am talking about the W.R. Grace Corrmis-
sion.

Mr. Biacal. That’s right. Sure. ‘

Mr. RinaLbo. And I might state that if any of you go back to ‘
yuur respective groups, and they have other ideas or other recom. |
nmendations, don't hesitate to get them to us.

Mr. Biaccl. Well, I have the last proposal, and why I'm putting |
it to you, I think it is important that the record shows that you

support it.
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Legislation which I have cosponsored to designate 10 percent of
the VA intermediate care hospital beds for veterans sulfering from
Alzheimer's disease, presently, and I said it before as succinctly as
you can have it.

Are there any objections?

[No response.]

Mr. Biagal. There being none, I will construe that as being sup-
portive.

Mr. RiNaLpo. OK.

Once again, I want to thank you all. You have been—did you
have something, Mr. Doonan?

Mr. DooNAN. Yes. They set aside 10 percent on Alzheimer’s?
What percentage of veterans in there now have Alzheimer's?

Mr. Biacgl. We don’t have that number yet, but it is increasing.
I think—who testified this morning. Dr.——

Mr. DooNaN. The lady, I think, brought it up in her testimony.

Mr. Biagal. Did you testify on the Alzheimer’s disease?

Did you make reference to the——

Dr. WETLE. I didn’t, but let me note that in the general commu-
nity the patients in more than half of nursing home beds suffer
from cognitive impairment.

Mr. Biacgal. So, when we set 10 percent aside, it is really a rather
modest figure, which means that we have to be certain that some-
thing is set aside. It may be increased later.

Mr. RivaLpe. Well, I want to thank the——

Dr. Matner. Mr. Chairman, could I ask one question, and that is
that if you desire to direct additiona! questions to the VA, for in-
sﬁance on Alzheimer's disease, we would be very happy to answer
them.

There is a wealth of information that we could provide you.
About 20 to 25 percent of those who are coming to the VA right
now, have some kind of cognitive impairment, of whom the majori-
ty may have Alzheimer’s disease.

Mr. RiNaLpo, Thank you.

Once again, Mr. Hein?

Mr. HEIN. Just one small point that Mr. Juliussen touched on
and Congressman Rinaldo said, I just want to make sure that ev-
eryone understands that when they do cut medicaid funds, that
this is an increase basically of the people who are going to come to
the VA and it has to be recognized by other sources other than vet-
erans is that is exactly what they are doing when they cut the
funds for medicaid and medicare, that is forcing more people into
the VA system.

Mr. RinaLpo. Well I am not taking it for granted that it is going
to be cut.

First of all, we are—I am a sponsor of the bipartisan commission
to look into ways of solving the medicare crisis, I think that there
are a lot of ways to solve it without cutting *he benefits that you
are currently receiving. For example, along with Social Security,
we can write a new contract for people just now entering the work-
force, and phase it in over a long period of time so that it would
not affect any people right now who are dependent on those pro-
grams or who are planning on receiving berefits from those pro-
grams.
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I think that there are a lot of things that can be done to bring
down health care inflation, and we have got to look at some of
those areas. We have got to look into the area of cost. I think that
there are a lot of different avenues that have to be explored before
we say that we are going to cut benefits. To come out and say that
the only way that you can solve a particular problem is to cut
benefits is dead wrong. It is the easiest way out, it is a cop out and I
am not going to accept it.

Thanks again. It is now time for our next panel.

Nancy Day of the Somerset County Office on Aging.

Ms. Day, do you want to proceed, please?

PANEL THREE, CONSISTING OF NANCY DAY, ON BEHALF OF
RUTH M. READER, EXECUTIVE DIRECTOR, SOMERSET COUNTY
OFFICE ON AGING, SOMERVILLE, NJ; ATTILIO J. MASTROBAT-
TISTA, COORDINATOR, VETERANS SERVICES, COUNTY OF SOM-
ERSET, NJ; FRANK TAYLOR, ASSISTANT MEDICAL DIRECTOR,
EAST ORANGE VETERANS MEDICAL CENTER ON BEHALF OF
PETER BAGLIO, DIRECTOR, VETERANS’ ADMINISTRATION MED-
ICAL CENTER, EAST ORANGE, NJ; A. PAUL KIDD, MEDICAL
CENTER DIRECTOR, VETERANS' ADMINISTRATION MEDICAL
CENTER, LYONS, NJ; AND JAMES PURDY, DIRECTOR, VA RE-
GIONAL OFFICE IN NEW JERSEY

STATEMENT OF NANCY DAY

Ms. Day. I am sfpeaking on behalf of Ruth Reader who is the ex-

ecutive director of the Somerset County Office on Aging, and my
name is Nancy Day.

Mr. Chairman, and members of the committee, there are 28,000
individuals over the age of 60 in Somerset County, representing 14
percent of the population. More than 25 percent of this group are
over 75 years of age, and 7 percent are over 85. Projections are that
by the year 2000 these percentages will have increased greatly with
the largest increase being those individuals who are 85 plus.

Somcrset County Office on Aging is the coordinating agency re-
sponsible not only for serving the needs of today’s older person, but
also for planning and putting into place services that will meet the
growing numbers of tomorrow’s older adults.

We believe it is, therefore, essential for all communities, social
service agencies, churches, governmental agencies, and individuals

“themselves to come together and prepare for this change. Three
main issues are of great concern to all individuals whom we serve.

They are: Health care, including long-term care, housing, and
transportation.

Preventive health is one way to prepare for the future, and to
minimize the demand. The Administration on Aging has embarked
on a health promotion for older adults, the campaign in which this
Office on Aging will be an active organizer and participant.

The program will encourage and maintain wellness through
stress management, proper nutrition, physical fitness, and a wide
range of issues identified by the community, and addressed through
personal and community self-help programs.

While the goals of the program address the need to stay well as
one ages, the problem of health care for the ill elderly continues to
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escalate. The current issue of medicare is a source of great concern
for all older persons. The DRG system for hospital reimbursement
can result in patients being discharged from hospitals before they
are able tu care for themselves, straining the community care net-
work, and more tragically, frequently causing readmissivn to the
hospital due to complications arising from the early dismissal.

While we are supportive of hospital cost containment, the patient
must be assured that a support system is in place before they are
discharged, and special consideration given to the frail elderly.

The Office on Aging has seen great willingness of families to pro-
vide care. The family, however, must have an ongoing assistance of
professionals tu meet the need of the frail older person, and to help
them cope with some veryv difficult situations.

When no family is available, the community care system must be
prepured tu assist. In-home service workers, home health aides, vis-
iting nurses, senior shoppers, medical transportation, and escort
services, are all required in varying degrees for the frail elderly to
remain in the community. If a full range of service is avdilable, en-
trance to a nursing home can be limited to those who are in need
of cunstant skilled care. It is important to insure that independence
is fostered, and least restrictive environment sought.

Adult day care centers and respite care programs are two pro-
grams which, if available, can be alternatives to institutionaliza-
tion, and alsu provide a cost saving to families and Federal expend:
itures.

It is our recommendation that greater emphasis be given to the
expansion of home care programs to meet the growing number of
older persons. The impact of DRG’s will be adversely felt if pro-
grams are not there to complement the success of hospital cost con-
tainment.

The housing issue of older veterans is identical to that of older
persuns. As one ages in the community the housing requirements
change, and alternatives must be developed.

In Somerset County the housing complexes for senior citizens
have waiting lists so long that they rarely accept applications.

Rental assistance for apartments in the community is desperate-
ly needed. The need for boarding homes, rooming homes, sheltered
care homes, and shared homes, is clearly evident. Veterans, upon
discharge from a VA facility, need an appropriate place in the com-
munity. Some facilities for more independent vete.ans built on
grounds of VA grouuds, but linked to the community services
would be ideal.

Residents couuld participate in the congregate nutrition program,
senior centers, educational and recreational activities, which are a
part of the community system while residing in such facilities. The
linkages to community are vital to prevent social isolation, and to
assist with the reentry into noninstitutional living.

The third major area of concern is transportation. Older individ-
uals frequently do not have access to services, employment, or rec-
reational opportunities due to transportation problems. That ¢‘ate-
ment applies to persons within VA facilities, as well as those in the
community. The increasing number of older persons will necessi-
tate additional funding for local transportation.
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In a county such as Somerset where public transportation is ex-
tremely limited, the county operated coordinated transportation
system is essential.

Federal funding for such services is insufficient, and request for
service cannot be satisfied.

Some of the problems of aging, social isolation, and inadequate
medical care, poor nutrition, for example, can be reduced by pro-
viding transportation to services already existing in the available
community.

Transportation is a critical issue when attempts are made to
open community day care programs to residents of VA facilities.
The VA hospital is not prepared to transport into the community,
and a local paratransit is not prepared to add to an overburdened
operation.

The Veterans’ Administration may wish to consider ways in
which we can work together in the community to integrate pro-
grams. We believe the provision of transportation is a key issue.

As one looks for projections for the future it is evident that plans
must be made for increased services. We at the local level are pre-
pared to work to insure older persons the quality of life they so
richly deserve.

We believe that you, Mr. Chairman, and the members of the
Select Committee on Aging, working at the Federal level, must
give us the resources and the regulations needed to implement the
necessary changes.

Thank you for your commitment to older Americans, and for the
opportunity to present our local concerns and issues.

Mr. RivaLpo. Thank you, Ms. Day.

[The prepared statement submitted by Ms. Day follows]

PREPARED STATEMENT OF RuTH M. READER, Execunive DIRECTOR, SOMERSET COUNTY
OFFICE ON AGING

Congressman Rinaldi, I am pleased to be asked to speak to the issue of Older Vet-
erans: Growing Numbers, Changing Needs.

There are 28,000 individuals over age 60 in Somerset County representing 14 per-
cent of the population with Men comprising 40 percent of that population. More
than 25 percent of this group are over 75 years of age, and 7 percent are over age
%5 Projections are that by the year 2000, these percentages will have increased
greatly with the largest increase being those individuals who are 85+ projected to
be an 88 percent increase).

Somerset County Office on Aging is the coordinating agency responsible for not
only serving the needs of todays’ older person, but also for planning and putting
into place, services that will meet the growing aumbers of tomorrows older adults,
Today, I have been asked to address the speciul needs of one particular group, the
veteran.

It is projected that by 1990, just six short years from now, the veteran population
will double from its present population of 3.3 million 7.3 million and by 2000, 1t 1s
estimated there will be 9 million veterans. It is therefore essential for all communi-
ties, social service agencies, churches, governmental agencies, and the individuals
themselves to come together and prepare for this change.

Three main issues are of great concern to all the individuals whom we serve.
They are, health care, including long-term care, housing and transportation.

Preventive Health is one way to perpare for the future and to minimize the
demand The Administration on Aging has embarked on a ““Health Promotion for
Older Adults” campaign in which this Office on Aging will be an active organizer
and participant The program will encourage the maintenance of “Wellness'
through stress management, proper nutrition, physical fitness and a wide range of
issues identified by the community and addressed through personal and cominunity
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self help programs. We luuk furward to the participation of vur local VA hospital in
this project

While the goals of the program address the need to stay well as one ages, the

roblem of health care for the ill elderly continues to escalate. The our rent issue of

edicare is a source of great concern for all older persons. I hope that the Select
Committee un Aging, with your knowledge of and concern for the elderly will scruti-
nize the proposed changes carefully.

The DRG system for hospital rexmbursement can result in patients being dis-
charged fron. the hospital before they are able to care for themselves, straining the
commumty care network, and more tragically, frequently causing readmission to
the hospital due to complications ansing from the early dismissal. While we are
supportive of hospital cost containment, the patient must be assured that a support
?ysten; dis nln place before they are discharged, and special consideration given to the

rail elderly.

The Office on Aging has found great willingness of families to provide care. The
family, however, must have the on-going assistance of professionals to meet the
needs of the frail older person, and to help them cope with some very difficult situa-
tions When no family is available, the community care system must be prepared to
ast.ot InHome Services workers, Home Health Aides, Visiting Nurses, Senior Shop-
pers, Medical Transportation and Escort Services are all required in varying degrees
for the frail elderly to remain in the community. If the full range of services is
avalable, entrance to a nursing home can be limited to those who are in need of
constant skilled care It is important to ensure that independence is fostered and
least restrictive environments sought. Adult Day Care Centers and Respite Care
programs are two programs that, if available, can be an alternative to institutional-
ization and also provide a cost saving to families and federal expenditures.

It is our recommendation that greater emphasis be given to expansion of home
care programs tu meet the growing numbers of older persons. The impact of DRGs
will be adversely felt if programs are not there to compliment the success of hospi-
tal cost containment Recently, Donald B. Milch, Executive Director of Passaio’s
Beth Israel Hospitul was quoted saying, “There are too few home care programs and
toe few alternatives fo, higher levels of need” to handle the early discharges. Veter-
ans by 1930 will comprise about four-fifths of the older population in the 65-74 age
range. This will put a tremendous strain on the health care system.

The issue of housing for Older Veterans is 1dentical to that of all older persons.
As one ages in the community, the housiang requirements change, and alternatives
must be developed In Somerset County the housing complexes for senior citizens
hate wuting lists so lung that they rarely accept applications. The Somerville Hous-
ing for example, has a list of 500 people waiting for applications while the turnover
rate 1z tbout 3 or 1 apartments a year. Rental assistance for apartments in the com-
munity 15 desparately needed. One apartment complex 1s raising rents by $75.00 a
month, well within their legal right, gut an insurmountable burden for the elderly.
The need for boarding and rooming homes, sheltered care homes and shared homes
is clearly evident. Veterans upon discharge from a VA facility need an appropriate
place 1n the community. Some facilities for more independent veterans built on the
grounds of VA grounds, but linked to the community for services would be ideal.
Residents could parucipate in the Cungroguts nutrition pregram, senior centers,
educational and recreational activities which are a part oF the community system,
while residing in such facilities, The linkages to the community are vital to prevent
social isolation and to assist with their reentry into non-institutional living.

The third major urea of concern is transportation. Older individuals frequently do
nut have access to services, employment or recreational opportunities due to trans-
purtation problems That statement applies to persons within VA facilities as well
as those in the community. The increasing numggrs of older persons will necessitate
additional funding for local transporation. In a County, such as Somerset, where
public transpurtation 1s extremely himited, the County -operated coordinated transporta
tioi sy stem s essential. Federal funding for such aservice s insufficient and requests for
aurvice wannot be satisfied. Some of the problems of aging. social isolation, inadequate
miedival care, puot nutrition for example can be ameliorated by(;)rowding transportation
touservives already existing and available in the community. Additional Federal suﬂport
for capital e xprenditures and uperating costs for capital expenditures is essential. If the
transimittal of funds frum the Federal agency to the local can be expedited, it would be
very helpful. The delay between approvals and receipt of grant monies is lengthy and
adds one mure difficulty tu planning for vehicle replacements and. or additions to the
fleet.

Transportation is a critical issue when uttem;;]ts are made to open community day
programs to residents of VA facilities. The VA hospital is not prepared to transport

.’
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into the community, and the local para-transit is not prepared to add to an overbur-
dened operation The Veterans Administration may wish to consider ways in which
they can work with us in the Community to integrate programs, and I beleve the
provision of transportation is a key issue.

We are fortunate in Somerset County to have an office for Veterans Affairs
within Counti government. Mr. Mastrobattista and the Office on Aging work coop-
eratively, making referrals, sharing information, and publicizing benefits. He wisits
our Senior Centers regularly to remind Veterans and their families of available
services.

As one looks at projections for the future it is evident that plans must be made
for increased services We at the local level are prepared to worﬁ to insure the older
persons the quality of life they so richly deserve.

I believe that you, Mr Chairman, and the members of the Select Committee on
Aging working at the Federal level must give us the resources, and the regulations
needed to implement the necessary changes. Thank you for your commitment to
Older Americans and for this opportunity to present our local concerns and 1ssues.

Mr. RiNaLDO. Qur next witness will be Mr. Mastrobattista from
the Office of Veterans Services in Somerset County.
You may proceed.

STATEMENT OF ATTILIO J. MASTROBATTISTA

Mr. MASTROBATTISTA. Good morning, Mr. Chairman, and mem-
bers of the committee. On behalf of the Somerset County Board of
Chosen Freeholders, I extend a hearty welcome to Somerset
County.

My name is Attilio J. Mastrobattista. My office is that of Coordi-
nator of Veterans Services, County of Somerset, New Jersey. I am
a combat veteran of both World War II and the Korean war, a
proud member of several veterans organizations, and a member of
the New Jersey Veterans Facilities Council.

I submitted, Mr. Chairman, a complete statement as requested
by your office. In the interest of time I will not read the statement,
but I will paraphrase from it, and move back to the recommenda-
tion area, and then come back and touch or one or two sensitive
areas.

The recommendations I tried to keep, Mr. Chairman, are in rela-
tion to the principal aspects of this Committee on Aging. And they
deal primarily, not with additional benefits, not with exclusive ben-
efits, but with those benefits which are very needed, and very im-
portant.

My office is that on a county level, the lowest subdivision of the
governmental situation, and that office closest to the people.

Mr. Chairman, my recommendation would be to revise the ap-
proved pension plan as it pertains to a surviving spouse.

Presently a surviving spouse will receive approximately 51 per-
cent of the amount being received by both—by both prior to the
demise of the veteran. The dollar amounts are even more signifi-
cant. From $602 for both, to $307 monthly for the spouse. This is
further reduced dollar per dollar by countable income, which in-
cludes Social Security. .

The veteran, upon the demise of the spouse, receives $459 a
month. The schedule for a surviving spouse should provide the
same, as the schedule for a surviving veteran in all categories of
the schedule.

A third recommendation, Mr. Chairman, would necessitate legis-
lation to permit discretionary adjudication for presumption of serv-
ice connection for chronic conditions—and this is very critical—
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where the type of service rendered indicates so beyond a reasona-
ble doubt, which would be much in the manner recently effected
and long overdue for former prisoners of war.

Now, if I might digress for just a moment. We heard the com-
ment here in testimony about age 65 and the means test for a vet-
eran guing for outpatient treatment. I believe I heard testimony,
probably correct, that the outpatient treatmeni only relates to a
primarily service-connected condition and secondarily, on a priority
basis, on a ranking for which a nonservice-connected veteran has
the very lowest priority.

So there are some veterans, if I might illustrate, someone that
spent 2 years in the artillery firing large 155 howitzers, sooner or
later he is going to develop ear problems. If he did not apply
sooner, he is probably going to be denied if he applied later. We
can almost assume that the condition was due to his type of serv-
ice. That is the type of thing that I meant.

A fourth recommendation, Mr. Chairman, would be to restore
the eligibility for the death burial allowance which was so severely
restricted effective October 1, 1981 so as to preclude a significant
number of veterans previously eligible. Many such veterans en-
dured the rigors of combat and at the time of death—and this is
very important-—-are neither receiving compensation nor pension. I
believe that at least two national veterans organizations petitioned
for this restoration.

This last part and I would like to read verbatim. While it is not
particularly associated with the aged, it has long-range effects for
the aged.

Mr. Chairman, the entitlement period for the GI Biil Educational
and Training Act, for Vietnam era veterans should be extended, for
a reasonable time. This benefit to the individual is obvious and
well deserved. A general benefit to our country has also been real-
ized through this bill. An editorial in the Courier News on June 22,
1984, addresses this subject su eloquently that I submit it as a part
of my testimony.

Now, I would like to go back, perhaps, to the most critical ques-
tion as to why we are here.

New Jersey is one of 32 States which operate 47 veterans homes,
one of 9 States which operate more than one such home and soon
to join 2 other States which operate more than 2 such homes. The
waiting list at this time at our two veterans homes extend from 6
to 15 months and going up. Ground breaking for the third facility
you have heard about. It will not in any way take care of the
present backlog.

Mr. Chairman, I think that the testimony that has been devel-
oped and that information which is already part of the testimony
before you even met here today, indicates quite strongly that the
situation is now critical, now, not 2 years from now or 5 years from
now. :

The situation is critical now. I have heard about three or four
different studies continuing, something innovative must be done.
And 1 concur that aging is a problem that we all have, whether we
are veterans, widows of veterans, or nonveterans and it should be
attacked on a general basis. However, we are talking about veter-
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ans, who I think, share a situation in this country which is unique
through their service and sacrifices.

I say again, Mr. Chairman, the testimony developed indicates
strongly that a critical situation now exists. It needs some innova-
tive thought. We have heard expressed that school facilities have
grown in excess of our needs. In that regard, I would like to say
that the existing legislation and thc approaching 65 year average
age of the World War II veteran combine to create an already less
than desirable situation.

I would suggest that an implementation plan that any implemen-
tation plan must contain long range, secondary utilization of future
facilities once the impact of the substantial number of World War
II veterans passes. The pitfalls prevalent with primary and second-
ary educational facilities, must be avoided. In this regard, while I
believe strongly that this problem is primarily, if not solely, a Fed-
eral problem, an ultimate solution should at least consider involve-
ment by States in a manner previously alluded to in my testimony,
47 State homes throughout the country and growing.

However, the financial obligation rests with the Federal Govern-
ment.

My thanks to you, Mr. Chairman, and to the committee for your
interest in our Nation’s veterans, and for your selection of Somer-
set County as the site for the public hearing and also to American
Legion Post No. 63, for providing the facilities.

Thank you, sir.

[The prepared statement of Mr. Mastrobattista follows:)

PREPARED STATEMENT OF ATTILIO J. MASTROBATTISTA, COORDINATOR, VETERANS
ServICES, CoUNTY OF SoMERSET, NJ

Goud morning to yuu Mr Chairman and to the members of the Select Cummittee
on Aging. On behalf of the Somers.. County Board of Chosen Freeholders, I extend
a hearty welcome to our county.

My name is Attilio J Mastrobattista. My office is that of wordinator, veterans
services, County of Somerset, New Jersey. I am a combat veteran of both World
War Il and the Kurean war, a proud member of several veterans organizations, and
a member of the New Jersey Veterans Facilities Council.

The Somerset County Office of veterans services was created by the Board of
Chosen Freeholders in September, 1983. This avtion was culminated after much re-
search by present Freeholder director John K. Kitchen, himself a combat veteran of
the Vietnam war Strong support for the office was also forthcoming from thenFree-
holder director Vernon A. Noble, a long ime advocate of senior citizen and human
services activities.

This wwunty office is un the governmental subdivision level ‘“clusest to the people.”
As such, it pruvides that often critical link between the veteran and the Veterans
Admunistration. This "closest to the people’ aspect has been very well received and
affords vpportunity tu provide anallary services to veterans, their dependents and
survivors through cuntinuwing haison with county, municipal, volunteer and private
agencdies  One such linison has been that with our county office on aging and the
seniur utizen centers throughout vur county. Aside from the service cases generated
by my visits to the individual sites, the observance of activities thereat prompts me
tu say tu this select committee, ""The Federal Funding making these sites possible is
being very well spent.”

We have, essentially, fuur major Fedeml facilities serving the veterans population
of New Jersey. the rugional office in Newark, the insurance center in Philadelphia,
and the medical centers at East Orange and Lyons. Generally speaking, it has been
my eaperience that these facilities are serving the veterans population reasonably
well, within the parameters of Federal Law.

In No« Jersey, the present attitude toward the veteran population, cheir needs
and problems, is excellent. Governor Thumas H. Kean has repeatedly demonstrated
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understanding, cumpassion and leadership The sume must be said for our senate
and assembly members. There exists a very {ine bi-partisan attitude.

In our State, veterans affairs are administered by the Department of Human
Services through the division of veterans programs and special services. Autivities
instituted within the recent past certainly reflect positively for the admunistration
of commissioner George J. Albanese and Director Warren L Davis.

New Jersey is one of thirty-two States which operate 47 State veterans homes,
vne of nine States which operate more than one such home, and soon to join two
other States which operate more than two such hotnes.

The waiting list time at our two veterans homes extends from six to fifteen
months, and going up Ground breaking for the third facility was held this spring.
While this addition will help, the number of prospective applicants 1s expected to
increase dramatically.

The various national veterans organ.zations have historically pruvided, and con-
tinue to provide, inestimable service to the veterans population. One of the most
laudible of these services is that provided by the departiment service personnel at
Veterans Admimistrativn regional offices. In the VF.W. Magazine, April, 1984 issue,
then commander in chief Clifford G. Olson, Jr. conmented, "“Of course, service ren-
dered to the veteran by the veteran 1s given with no compulsion to join the V.F.W.
It is sufficient for the V.F.W. to know that a veteran is in need.”

Mr Chairman, surely all in this room will agree that our Nation's veterans, by
their military scrvice, have made a unique and proud contribution to the general
welfare of our cuuntry and its citizens. These contributions, now civic in nature,
wontinue lung after committing the uniforms to moth balls. In the American Legion
Magazine, August, 1981 issue, national commander Keith Kreul commended. “Our
picture is une of service. service to our communities, our States, our country, service
to all veterans, service to youth, service to God and service to all Americans.”

Mr. Chairman, 1 Lave attempted to address those poinis contained in your letter
of invitation to testify at this public hearing. If I may sire, I thank you for the op-
portunity.

|

In capsule summary, the governmental machinery to service the veteran et al 1s
in place, from the Federal level by the Veterans Administration, through the State,
duwn to the county and the critically important national veterans organizations.

This then krings us to your poirt for recoimendations as to what legislative, ad-
munistrative and policy :hanges should be made to help meet the needs of the grow
ing veteran population in the future.

Mr Chairman. I am sure that, from what information is already available to the
wmmittee and frum the testimony forthcoming at this hearing, the prindpal con-
cern is a lack of sufficient domueiliary and nursing care facilities. Existing legisla
tiun and the approaching 63 year average age of the World Wear II veteran comt ine
tu create an already less than desirable situation. Surely, the need for additivnal
facilitics 15 already documented. I would suggest that any implementation plan
must cuntain lungrange secondary ut.ization of futuie facilities once the impost of
the substantial number uf World War II veterans passes. The mtfalls prevelant with
primary and secondary educativnal fauilities must be avoided. In this regard, while I
believe strongly that this problem is primanily, if not solely, a Federal problein, an
ultiuate sulativn shuuld, at least, consider involvement by States in the manner
previously alluded tu in my testinony. However, the financial obligation rests w.h
the Federal Government.

A second recommendation, Mr. Chairman, would revise the improved pension
plan as it pertans tv a surviving spouse. Presently, a surviving spouse would re- |
ceive approximately 517 of the amount being received by both prior to the demise |
uf the veteran. The dollar amounts are even more significant, from $602 monthly t.
. 3307 monthly This is further reduced, dollar for dollar, by “countable income™

which includes sucial security. The veteran, upon the demise of the spouse, receives
$152 monthiy. The schedule for a surviving spouse should provide the same as the
schedule for a surviving veteren, in all categories of the schedule. -

» A third recommcndaticn, Mr. Chairman, would necessitate legislation to permit
discretivnary adjudication for presumption of service-cuinection for chrunic condr-
tiuns where the type of service rendered indicates so beyond a reasonable doubt.
This wuuld be mu\.{:cin the manner recently effected, and long overdue, for former
prisoners-of-war.

A fourth recommendation, Mr. Chairman, would be to restore the eligibility for
the death burial allewance which was so severely restricted, effective October 1,
1981, s0 as tu preclude a significant number of veterans previously eligible. Many of
such veterans endured the rigors of combat, and at the time of death were neither
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receiving compensativh nor pension. I believe that at least two national veterans
organizations have petitioned for this restoration.

Lastly, M. Chairman, the entit!. .ent period fur the GI bill Educational Training
Act for Vietnam era veterans shou. . . extended for a reasonable time. This benefit
tu the individual is obvious and well deserved. However, a general benefit to our
country huas ulou been realized through this bill. An editorial 1n the Courier News,
June 22, 1984, uddresses this subject so eloquently that I submit it as part of my
testimony.

My thanks to you, Mr. Chairman, and to the committee for your interest in our
Natiun's veterans, fur your selection of Sumerset County as the site for this public
hearing. and to Ameriwcan Legion Post No. 63 for providing the facilities.

{From the Courter-News, Junc 22. 1984]

AMERICA’S LEGACY TO ITS VETERANS

Keith Kreul, nativnal cummander of the American Legion, was not exaggerating
when he recently desuribed the GI Bill of Rights as “the single must comprehensive
preve of legislation ever passed by Cungress, une of the must enlightened laws ever
adupted by any guvernment, a munumental act whose offects are still reverberating
throughout the land.”

When President Franklin D. Roosevelt signed the GI Bill 40 years ago today
during World War II, a year after the American Legion urged such legislation, “nei-
ther he nur the T8th Congress that passed 1t thought of it as an investment,” Kreul
said. "Thur emphasis was on giving emphatic notice to the men and women of our
armed forces that the American people did not intend to let them down.”

But it turned vut tu be an investment, one that continues to pay dividends. In the
shurt term, the GI Bill lived up to its real name—The Servicemen's Readjustment
Act of 1911 As Kreul noted in his anniversary message, the GI Bill prevented “a
wmplete distuption of Amnerica’s ecunomy,” because it permitted millicns of veter
ans to obtain education, training and loans that enabled them to readjust to a
prawtimie econoniy. Furthermore, Kreul said, “Our better-educated, higher-earning
veterans return taxes to U.S, coffers that are estimated to be three times what the
veteran received as benefits from the GI Bill of Rights.”

The main benefits of the 1944 bill were education and training at government ex-
pense, yub counseling and placement and government-guaranteed loans for homes,
farms and businesses.

The statistics are remarkable:

Mure than 7.8 million World War II veterans and 2.3 million more from the
Korean War studied under the first two GI Bills.

The present GI Bill has provided education aid since 19353 to about 7 nullivn veter
ans, many of whom served in Vietnam.

Appruximately 9.8 mullion loans worth about 3141 billion were made under the
first GI Bill.

Although the present GI Bill is not as magnanimous as its predecessors - service
men and women must contribute some of their pay—the concept of rewarding
American military personnel and investing in their futures is as sound today as it
wag {0 ycars ago.

Mr. RiNaLpo. Thank you, verv w2uch.
We appreciate the facilities and your presence here today. ]
Our next witness will be Mr. Peter Baglio, the medical center di-

rector of the Veterans Medical Center in East Orange.
Mr. Baglio.

STATEMENT OF PETER BAGLIO

Mr. Bagrio. Thank you, Mr. Chairman.

Mr. Chairman, I want to take this opportunity to express my
decp appreciation to you and the committee for granting this op-
portunity to speak about health care services of the veterans and
particularly about the needs of the elderly.

I have prepared a written statement which I will submit to the
committee, ogviously, but because of vision difficulties, I am going
to ask my associate to read this statement to the committee.
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Mr. RiNarLpo. Well the statement will be, without objection, in-
cluded in the record in full.

Mr. BacgLio. Yes, and so with your permission, Mr. Chairman, 1
would like to ask my associate to read this?

Mr. RinaALDO. Sure.

Mr. Taylor.

Mr. TayLor. Good afternoon, my name is Frank Taylor.

This is the statement of Peter Baglio, Director, Veterans’ Admin-
istration Medical Center, East Orange, NJ, before the House Select
Committee on Aging, August 27, 1984,

Mr. Chairman, and members of the committee, I would like to
thank you for this opportunity to address the current status of the
Veterans medical care system in New Jersey and the need for
health care services for our New Jersey veterans.

My colleagues, Mr. Kidd, Director of the Lyons VA Medical
Center, and myself, try to provide a coordinated system of care for
the veterans in our service areas. While each of us speak to the
specific activities and concerns at our facilities, I want to point out
that we engage in joint planning and coordination of services in
psychiatry, surgery, medicine, nursing heme care, to ensure that
the maximum capabilities of each institution are provided for our
veterans in a cost effective manner.

As an example, the future planning for nursing home care units,
and domiciliary beds has resulted in the bulk of the projected nurs-
ing home and domiciliary beds being allocated to Lyons VA Medi-
cal Center consistent with their role in long term care.

Befcre I describe the activities of our institution, I would like to
tell the committee something about the veterans in our service
area. The Lyons and East Orange service area is composed of the
counties of Bergen, Essex, Hudson, Hunterdon, Mercer, Middlesex,
Monmouth, Morris, Ocean, Passaic, Somerset, Sussex, Union, and
Warren.

While we serve all veterans no matter where they come from, for
planning purposes, VA Central Office has assigned Lyons and East
Orange Medical Center a primary service area. This consists of
717,000 of the 914,000 veterans in the State of New Jersey or 78.4
percent,

The balance of the veterans population is served by the Philadel
phia VA Medical Center and comes primarily from Camden, Bur-
lington, and Gloucester Counties. The majority of our patients
come from Essex, Hudson, Middlesex Counties with a significant
number from Monmouth, Passaic, Somerset, and Union Counties.
A relatively large number of veterans come from as far south as
Ocean County.

The Veterans Administration Medical Center in East Orange is a
tertiary teaching hospital which has 942 authorized beds of which
876 are operating. Sixty-six operating beds are out of service due to
a major construction project which includes total air-conditioning,
patient privacy, additional elevators, sprinklers, and replacement
of fire alarm systems.

The operating beds are divided as follows:

Medicine, 322.

Intermediate medicine, 82.

Neurology, 82.
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Rehabilitative medicine, 20.

Spinal cord injury, 35.

Surgery, 222.

Psychiatry, 113.

In addition, we have a nursing home care unit of 60 beds. As the
largest general medicine and surgery facility in the State of New
Jersey, we offer all modalities of care including, cardiac surgery,
with the exception of organ transplants.

Our training programs for our physicians and dentists are affili-
ated with the university of medicine and dentistry of New Jersey.
The majority of our staff hold faculty appointments at this institu-
tion. In addition, we have outpatient clinics, in-house which had
115,888 visits in fiscal year 1983, and a satellite clinic in Newark,
NJ, which listed 59,141 outpatient visits in the same period of time.

Before proceeding, let me furnish some statistics pertinent to our

present and future plans.
. The most significant characteristic of our service area is a chang-
ing composition of our veteran fpopulation. In 1984, our veteran
population of 717,638 consisted of 13.3 percent in the 65 to 74 age
group and 3.5 percent in the 75 and over age group. This will
change dramatically by 1990 when 21 percent of the veterans will
be over 65 and 6.2 percent over 75. By 1995, the over 75 population
will increase to approximately 12 percent.

These projections clearly demonstrated the need for special at-
tention to these veterans. The estimated percentage of beds occu-
pied by patients over the age of 65 in this medical center is expect-
ed to increase as follows:

1983—35 percent.

1990—57 percent.

1995—66 percent.

The number of outpatient visits by our veterans over age 65 is
anticipated to grow by 10 percent in 1990.

Various disability needs of patients over the age of 65 in 1990
are:

Limitations of activities of daily living.

Needs for home health services.

Hospital based home care.

Isolated elderly patients.

Adult care and respite care.

The nursing home need of veterans in the area served by the VA
medical center in East Orange, and Lyons is estimated to be 7,000
beds. We provide only for a 16 percent market share of this need,
or 1,130 beds through State VA or contract community nursing
home beds.

We have recognized these needs and instituted measures to care
for this group.

These are some of the things that we have done at our medical
center:

One, appuintment of a geriatrics committee to study the problem
of vur aging patient population and to formulate recommendations
for meeting their special needs.

Two, we have a clinical nurse specialist in gerontology who is
master's prepared in this phase of medical care. She is responsible
for the instruction of nursing personnel in the care of the aged,
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with particular emphasis on the intermediate care wards, and the
nursing home care unit.

She is a member of the various committees dealing with the
aged, and works closely with physicians and dietetic personnel in
the hospital.

Three, a member of our dietetic service is a member of the Na-
tional VA Committee on Nutrition on the Aged, and she has
brought back many new ideas which have been put into effect re-
sulting in better nutrition for our elderly patients.

Four, there has been a growing interest in the management of
malignant tumors in our veteran population. As a result we have
increased the number of medical oncologists and have recruited
two surgical oncologists. All have had additional training in this
specialty.

Five, a Committee on Patient Education has been appointed and
its chairperson is a nurse with a doctorate in education. This roup
has prepared brochures and held sessions for patients, staff, and
the community.

Six, we have initiated a vascular surgery section and have invest-
ed in equipment which provides non-invasive techniques in the di-
agnosis of lesions in both arteries and veins. A member of our sur-
gical staff is chairperson of a cooperative study which is investigat-
ing the management of patients with arteriosclerotic lesions of the
internal carotid arteries.

Seven, several members of our staff are involved in research ef-
forts which will impact on our aging population. Studies in endocri-
nology, management of malignancies, hypertension, and others are
in progress.

Eight, a chronic dialysis program which serves approximately 50
patients at this time, has been functioning for several years.

Nine, we have had a hospital based home care program which
provides extended care service, to a minimum of 58 patients on a
continuing basis. The staff made 7,503 visits during fiscal year
1983 Many of these patients are over age 65 and would be institu-
tionalized if lacking this service.

Ten, as indicated earlier, there are 60 nursing home care beds at
our facility at this time. In addition, patients are referred to the
State veterans home. The average daily census at these institutions
was 356 for fiscal year 1983.

In addition, we place patients in community contract nursing
}1]88%05 and maintained an average daily census of 117 in fiscal year

Eleven, members of our staff are involved with community
groups Social work service participates regularly in the following
areas that have specific impact on aging:

Meals on Wheels,

New Jersey State Coalition for the Homeless,

The New Jersey Chapter for the Nativual Association of Social
Workers.

Commiittee on Aging.

Salvation Army’s Social Welfare Council,

We frequently use the services of the Essex County Agency on
Aging We are confident that our plans for the future, which are
developed through the MEDIPP process will adequately provide
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health care services for elderly veterans in this area. Those plans,
include, an increase in vutpatient visits, a consolidation of our
Newark outpatient and in house patient programs, in a new build-
ing on the present campus which will provide larger and more
modern facilities and will improve the care given our patients.

Although it was initially planned to add 120 bed nursing home
care units for this campus, space was not available and these beds
were added to the 120 beds at the VA medical center, Lyons, NJ.

To give that facility an additional 240 nursing home care beds.
However, we will add approximately 30 beds to our present unit,
when the present major construction project is completed, for a
total of 90 nursing home care beds.

The need for better facilities, in the management of oncology pa-
tients had led to the recommendation that this center be the site of
a new 10 million volt linear accelerator unit and a replacement of
our present cobalt 60 unit with a ¢ million volt linear accelerator.
We have applied for a geriatric evaluation unit designed to im-
pruve the diagnosis, treatment and management of the chronically
ill, older patient. It will also facilitate the proper placement of
these patients when medical needs no longer mandate hospitaliza-
tion. This has been approved at the district level and will be of-
fered as part of the MEDIPP submission.

Also included in the MEDIPP submission will be an increase in
the capacity of our hospital buse home care program and an in-
crease in our 30 beds for out intermediate care units.

We have initiated discussions with our sister facility, at Lyons to
increase our interaction with communities within our jurisdiction
so that we can accomplish more using existing and planned addi-
tional resources.

Increased use of community contract nursing homes may become
necessary. This will entail a mcre intense search for such homes
and increase activities on the part of our social work service.

Our staff will be encouraged to increuse research and direct it to-
wards the care of the aging veterans perticularly, in the fields of
immunology, cardiovascular disease, neurology, and psychiatric as-
pects of the aging.

This completes my statement and ¥ wish to thank you for the op-
portunity to appear before you here today, thank you. very much.

{The prepared statement of Mr. Baglio follows:]

I'REf AREL STATEMENT OF PETER BatuLio, DIRECTOR, VETERANS ADMINISTRATION
Mebical CENTER, EAsT ORANGE, NJ

Mr Chawrman and members of the commttee, I would like to thank you for this
opportunity tu address, the current status of the veterans medival care system in
New Jersey amnd the need for health care services, for our New Jersey veterans. My
culleaggue, Mr Kidd, Director of the Lyons VA Medical Center, and myself try to
provide a wourdinated system of care, for the veterans in our service areas. While
eadt of us speak, to the specific activities and concerns at vur facilities, I want to
pouttit vut that we engage in juint planning and coordination of services in psychia-
try. ~uriery. medivne and nursing hume care. to ensure, that the maximum capa.
Lilities of cach institution, are provided for vur veterans in a cost-effective manner.
As an example. the future plan-ing fui nursing home care units and domiciliary
beds has resulted in the bulk. vl the progected nursing home and domiciliary beds,
being allecated to Lyons VAMC consistent with their role in long term care.

Befure T describe the activities in our 1nstitutivn, I would Like to tell the commit-
tee sonwthing about the veterans in our service area. The Lyons and East Orange
senice area, » cumposed of the counties of. Bergen, Essex, Hudson, Hunterdon,
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Mercer, Middlesex, Monmouth, Morris, Ocean, Passaic, Somerset, Sussex, Union and
Warren While we serve ull veterans no matter where they come fiom, for planning
purposes, VA .entral office has assigned Lyons and East Orange VAMC a primary
service arca This consists of 717,000 of the 914,000 veterans in the State of New
Jersey, or 78 4% The balence of the veteran population, is served by the Philadel-
phia VAMC and come primarily from Carn.den, Burlington and Gloucester Counties.
The majority of our patients .ume from Essex, Hudson and Middlesex Counties with
significant numbers from Monmouth, Passa.c, Somerset and Union Cuunties. A rela-
tively large number of veterans (100-200) come from as far south as Ocean County,

The Veterans Administration medical center in East Orange is a tertiary, teach-
:ng hospital, which has, 912 authorized beds of which 876 are operating. 66 operat-
ing beds are out of service due to a major construction project which includes total
hospital air-conditioning, patient privacy, additional elevators, sprinklers and re-
placement of fire alarm systems. The operating beds are divided as follows. medi-
cine, 322, intermediate, 82, neurology, 82, rehab. medicine, 20, spinal cord injury, 35,
zgrﬁ;o;y. 222, and psychiatry, 113. In addition, we have a nursing home care unit of

eds.

As the largest general medicine and surgery facility in the State of New Jersey,
we uffer all inodalities of patient care, including cardiac surgery, with the exception
of organ transplantation QOur training programs for physicians and dentists are af
filiated with the University of Medicine and Dentistry of New Jersey. The magority
of our staff hold faculty appointments at this institution.

In addition. we have outpatient clinics in-house which had 115,888 visits in fiscal
year 1988 and a satellite clinic in Newark which listed 59,441 visits in the same
period of tiine,

Before proceeding, let me furnish some statistics pertinent to our present and
future plans

The most significant characteristic of cui service area is the changing composition
of our veterun population In 1984, our veteran population of 717,638 consisted of
133% 65 74 and 3.3% 75 and over. This will change dramatically by 1990 when
21% of the veterans will be over 65 and 6.2% over 75. These project.ons clearly dem-
onstrated the need for special attention to these veterans.

The estimated percentage of beds occupied by patients over age 65 in this center
is expected to increase as follows. 1983, 35 percent, 1990, 57 percent, and 1995, 66
percent.

‘The number of outpatient visits by veterans over age 65 is anticipated to grow by
109% in 1990.

Various disability necds of patients over age 65 in 1990 are. a. hmitation of actii-
ties of daily living, b needs for hoine health services, c. hospital based home care, d.
isolated elderly patients; and e. adult day care and respite care.

The nursing home need of veterans in the area served by the VA centers in East
Orange and Lyons is estimated to be 7,000 beds. We provide only for a 16% market
share of this need, ur 1.130 beds through State, VA or contract. community nursing
home beds.

We have recognized these needs and instituted measures to care for this group.

1 Appointment of a geriatric committee to study the prublem of our aging patient
population and to formnulate recommendations for meeting their special needs.

2 We have a clinical nurse specialist in gernotology who is aster's prepared in
this phase of medical care. She is responsible tor the instruction of nursing person-
nel in the care of the aged with particular emphasis on the intermediate care wards
and the nursing home care unit. She is a member of various committees dealing
with the aged and works closely with physicians and dietetic persunnel in the hospi-
tal.

3 A member of our dietetic service is a member of *#- national VA Committee on
Nutrition of the Aged She has brought back many new ideas which have been put
into effect, resulting in better nutrition for our elderly patients.

t There has been a growing intercst in the management of inalignant tumors in
our veteren population. As a result, we have increased the number of medical onco-
logists and have recrnited two surgical oncologists. All have had additivnal training
in their specialties.

5 A committee on Patient Education has been appointed and its chairperson is a
nurse with a doctorate in education This group has prepared brochures and held
t~ssions for patients, staff and the community.

o We have initiated a vascular surgery section and have invested in equipment
which provides non invasive techniques in the diagnosis of lesions of both arteries
and veins A member of our surgical staff is chairperson of a cooperative study
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ih 18 investigating the management of patients with arteriosclerotic lesions of
the internal carotid arteriss.

7. Several members of our staff are involved 1n research efforts which will impact
vn vur aging population. Studies in endocrinolugy, management of malignancies, hy
pertension and others are in progress.

8. A chronic dialysis program, which serves approximately fifty patients at any
time, has bean functioning for several years.

9. We have had a hospital based home care program (HBHC) which provides ex
tended care service tv a mimimum of fifty patients un a continuing basis. The staff
made 7,503 visits durings fiscal year 1983. Many of these patients are ovver age 65
and would be institutionalized if lacking this service.

10. As indicated earlier, there are 60 nursing home care beds at our facility at
this time. In addition, patients are referred to the State veterans homes. The aver
age daily census at these institutions was 356 for fiscal year 1983. In addition, we
place patients in cummunity/contract nursing homes and maintained, an average
daily census of 117 in fis cal year 1983,

11. Members of vur staff are involved with community groups. Sucial work service
participates regularly in the followind areas that have specific impact on aging.
“Meals on Wheels,” the New Jersey Stute Coalition for the Homeless, the New
Jersey Chapter of the National Association of Social Workers, Comnuttee vi Aging,
and the Salvation Army’s Social W sfare Council. We frequently use the services of
the Essex County's Agency on Aging.

We are confident that our plans for the future which are developed through the
hlI]EDIPP provess will adequately provide health care services for elderly veterans in
this area.

Those plans include an increase in outpatient visits, the consolidation of our
Newark clinic and vur in-house patient programs in a new building on the present
campus which will provide larger, more modern facilities and will improve the care
gven our patients. Although it was initially planned to add a 120 bed nursing home
care unit to this campus, space was not available and these were added to the 120
beds at VA Medical Center, Lyors, N.J. To give that facility an additional 240 nurs-
ing care beds. However, we will add approximately 30 beds to our present unit when
the present major construction project 13 completed for & total of 90 heds.

The need for better facilities in the management of oncology patients had led to
the recommendation that this center be the site of a new 16 million volt linear ac-
celeratur umit and a re%lncement of our present cobait 60 unit with a 6 million volt
linear accvlerator. We have app...d for a geriatric evaluation unit designed to im-

rove the diagnosis, treatnient and management of the chronically ill older patient.

t will also facilitate the pruper placement of these patients when nedical needs no
longer mandate hospitalization. This has been approved at the district level and will
be offerad as part of the MEDIPP submission.

Also iucluded in the MEDIPP submission will be an increase in the .apacity of
our [IBHC program and an increase of 30 beds for our intermediate care unit.

We have initiated discussion with our sister facility at Lyons to increase our (nter
action with communities within our jurisdiction so that we can accomplish more,
using existing and planned additional resoucces. .

Increa ed use of community. contract nursing homes may become necessury. This
will ent, 1l a more intense search for such homes and increased activity on the part
of our social work services.

Our staff will be encouraged to inccease research directed toward the care of
agang veterans particularly in the ficlds of imuiunology, cardivvascular disease, neu
rology and psychiatric aspects of the aging.

This completes my statement. I w‘sﬁ to thank you for the opportunity to appear
before you.

Mr. RinaLpo. Thank you, Mr. Taylor, very much.

Our final witness will be Mr. Kidd, the medical center director for
the veterans medical center in Lyons.

STATEMENT OF A. PAUL KIDD

Mr. Kipp. Thank you, Mr. Chairman, and members of the com-
mittee. I welcome tﬁis opportunity to describe our programs for
older veterans in New .Jersey, and our specific future needs. As in-
dicated by my colleague, Mr. Baglio, on my right, director of the
VA medical center in East Orange, we both recognize the reeds of
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older veterans, and are working together to plan to meet these
needs in the future.

Mr. Baglio described in his statement our joint service area for
veterans in the State, so I won’t reexplain that now.

A recent survey of the veteran population in New Jersey as
pointed out by many others, and documented by the VA office of
reports and statistics, indicates that—and you've heard over
900,000 veterans in New Jersey. The aged veteran proportion of
this total is approximately 15 percent right now, and New Jersey is
ninth ameng the 10 States with such high ratios. Of added signifi-
cance, two bordering States from whom we hosupitalize and refer
patients are also among the top 10. New York, which is 4th, and
Pennsylvania which is 10th. The impact will cominue to be real-
ized for anotlier special group of veterans, over 75, who will com-
prise nationwide approximately 4 million by the year 2000.

Overall, the veteran population will decrease 20 percent by the
year 2000, but the absolute number of veterans in this age range
will remain relatively constant, about 3.6 million through the year
2020. These facts will have a profound impact upon the existing
Veterans' Administration health care system, and you've heard
many of these recited today.

It is well known that the elderly experience greatly increased
disability, and dependents utilize acute and long-term health care
resources at very high rates, higher than any other age group, and
have fewer actual personal resources such as relatives willing and
able to provide care, and generally limited financial support.

At present 11 percent of the total population over 65 uses more
than 30 percent of the health care dollars in this country. They ac-
count for 36 pe.cent of the hospital days, and 87 percent of the
nursing home days.

Today, particularly in New Jersey, we are confronted with the
impact of the DRG, or diagnostic related group prospective reim-
bursement system, which has been adopted nationwide by medi-
care.

New Jersey has one of the—is one of the first States to utilize
such a program. In fact, the newly initiated DRG system for the
Veterans' Administration is based partially on the New Jersey ex-
perience.

This system has financial incentives to reduce lengths of stay,
and to use acute bed services for more appropriate patients,

Elderly patients with multiple complex diagnoses are often con-
sidered nonprofitable in community hospitals due to their long
lengths of stay. There is already a trend to refer those patients to
our medical center when formally they would have received pri-
vate care or medicare.

This will be a stronger trend in the future. Nationwide the Vet-
erans’ Administration has tended to keep elderly patients—that is,
elderly veterrns—hospitalized for longer periods than private hos-
pitals due to the variety of illnesses we treat at one time when
they come to our door.

One of our most urgent tasks is to emphasize the use of other
resources for these patients. Alternatives to hospitalization, early
discharges, and use of community-based programs will help us to
continue to provide this care. .
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Traditionally, the community medicine approach in the private
sector emphasizes treatment for admission complaints, and usually
little importance is given to providing long-term therapy achieving
maximal functioning, and ensuring appropriate placement.

Without attention to those factors, more rehospitalization and
use of long-term institutional care will result.

It has been our experience in the VA that elderly patients need a
special, more broadly based and interdisc_plinary approach.

In collaborating with the six other medical centers which make
up the VA medical district No. 4, we have created special planning
task forces to make specific plans for treating all veterans. And
when I talk about medical district No. 4, I'm referring to the
Wilkes-Barre, Wilmington, DE., Philadelphia, Coatesville, Lebanon,
as well as Lyons and East Orange facilities.

Various clinical administrative representative.. in this group of
facilities are assigned to extended care and aging :ommittees of our
district specifically to plan care for the elderly veteran. This medi-
cally —or medical district initiated program plann’'ng approach has
contributed markedly to the knowledge and the n<ad to share re-
sources for the elderly.

In our medical district we maximize present resources by using
what we call the natural planning unit. That is, neighboring VA
medical centers within the same catchment area as Lyons and East
Orange is, cooperate to supplement and share with existing pro-
grams and propose new ones.

Some areas being explored are the cont-act nursing home, res-
pite care areas, and hospital-based home care programs which
you’ve just heard about.

One of the services offered to all discharged patients is referral
to other Federal, State, and local level programs. If elderly patients
meet all the Federal requirements they generally receive benefits
such as the whole spectrum of Social gecurity—that is, medicare,
disability, retirement, and SSI.

The major State resource is medicaid. Elderly veterans have to
wait many times as long as 6 months to a year’s period in New
Jersey to obtain medicaid certification.

According to our social workers, many of our elderly veterans
are rejected by local community services if they are eligible for VA
outpatient services. This will lead to more dependence on the VA
medical system by our elderly veterans.

Back on August 6 of this year, in preparation for this hearing.
which we thought would be earlier, we did a quick survey of our
facility to see just approximately how many patients over 65 were
located in the various programs. And this will give you a glimpse
if the impact rizht now of the aging veteran in our facility at

yons.

We have a total operating bed capacity of 1,168, and we have 90
nursing home beds. In our intermediate care section of beds, which
is about 245, we had approximately 220 elderly veterans, which is
about 90 percent.

In our geriatric psychiatry we have 326 beds, and we had that
filled 100 percent. Of course, that’s expected.

In acute psychiatry we have 354 beds, and we had about 35,
which was agout 10 percent at this time.
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Alcohol dependency programs, we have 31 beds, and we had 10,
which is about 30-percent elderly veterans.

Neurology, we have 54 beds, and we had about 25 elderly veter-
ans, which is about 50 percent.

General acute medicine, we have 75 beds, and we have 45 elderly
patients, which is about 60 percent.

Special medical units, and I'm referring to our intensive care
unit, our respiratory care unit, we have about 23 beds, we had five
at that time. That’s about 20 percent. Of course, this fluctuates.

In our rehabilitation medicine unit, which is 30 beds, we had
about five, which is about 15 percent.

Our nursing home, which is 90 beds, as I indicated earlier, we
had about 80-percent elderly veterans, which is 70.

In our ambulatory and outpatient services program, in all outpa-
tient clinics, we estimate we have roughly about 6,000 individual
patients who will come to see us at different times during the year,
and about 30 percent—a little less than 30, 1,800 were elderly vet-
erans.

Contract nursing home we have 49 contracted beds, and the
census_at that time we had about 30, or a little over 60 percent
were elderly veterans.

We have a large residential care, shelter care home program for
veterans. About 350 beds around the State, and we have about 50
percent of those, or 180, were over 65.

] So that gives you an idea where this aging has impacted us so
ar.

Now, let me tell you about some of the special programs we are
either initiating or planning for at Lyons.

We're planning for a geriatric day treatment program. It's been
approved by cur medical district. We've yet to get the resvurces,
but they’re in the planning stage. And, of course, we expect 100-
percent utilization from geriatric patients.

We're also planning further in the future for what we call an
adult day care, or adult day health care program. This is a lit'le
more medically oriented, and we expect perhaps half of those pa-
tients will be geriatric.

We want to have a geriatric evaluation unit, and Dr. Mather in-
dicated prospectively there will be more this year, and I think the
VA has indicated that in the next 15 years almost every VA hospi-
tal should have one of those. And I think Congressman Biaggi men-
tioned this voo. This is something that we would like to have.

Respite care program, this was approved by the medical district.
Funding is not available at this time, and if we . ad it, about 80
percent, we feel, would be geriatric veterans.

New nursing home care. I think this was mentioned that we're
having a 240 bed unit which will be constructed beginning some-
time late next year, and hopefully ready by 1987 or 1988. This will
be in addition to the 90 beds we have now. Again, this is a forecast,
but easily more than haif would be geriatrics.

Domiciliary unit, there’s been talk of 100 bed nnit for Lyons. I
might mention that there is no—there are no domiciliary beds in
New Jersey or Pennsylvania. There are some in New York, Virgin-
ia, and West Virginia, but there are none in the eastern seaboard:
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Maryland, Delaware, Pennsy lvania, New Jersey, and we could use
some beds in that area, and we plan for that.

Some of the programs that we expect to jointly use between us
and East Orunge, a hospice program, which would be located in
East Orange due to t' vir higher incidence of cancer and other ter-
nﬁinal conditions, but we would count on helping to share with
that.

Hospital based home care, again, East Orange has such a pro-
gram, has a small radius. We'd want to work in with that and
expand perhaps the radius because we're only about 20 miles
apart. This way veterans could remain at home with assistance,
and we can go out with visiting teams.

It was mentioned earlier about New Jersey veterans homes, so I
won’t reexplain that, but obviously the VA does play a part in
funding the construction, and also the per diem costs to help sup-
port those veterans in those homes.

In conclusion, the staff at Lyons is dedicated to the care of all
veterans, but in recent years has focused more on the care of elder
ly veterans who have served their country in its time of need, and
deserve the best of care in their later years.

We thank you for this opportunity to explain those needs.

[The prepared statement of Mr. Kidd follows:]

PREPARED STATEMENT OF A Datl. Kipn, MebicaL CENTER DIRECTOR, VETERANS
ADMuwis(RATION Mepical CENTER, Lyons, NJ

Mr Chairman and members of the cummuttee, I weliome this opportunity to de-
suribe wur programs fur older veterans in New Jersey, and our specific future needs.
As indicated by my colleague, Mr. Baglio, Director of VA Medical Center, East
Orange, we buth recognize the needs of older veterans and are working tugether to
plan to meet these needs in the future.

A recent survey of the veteran population in New Jersey, as documented by the
VA office of reports and statistics and local data from the Bureau of Veterans Serv
ices, Trenton, New Jersey, gives vital information for future planning. New Jersey
Lias over 900,000 veterans. The aged veteran pruportion of this total veteran popula-
tin is appruximately 17 percent. New Jersey is ninth among the ten States with
such high rativs. Of dddeﬁigmﬂmncu, two bordering States from whom we hospi-
talize and refer patients are alsu among the top ten—New York which is fourth and
Pennsylvania which is tenth. The impact will continue to be realized for a special
;eoup of veterans over o who will comprise nationwide approximately four million

y the year 2000. Overall, the veteran population will decrease 20 percent by the
year 2000, but the absulute number of vetcrans in the sge range will remain rela
tively constant at 3.6 nullion through 2020. These facts will have a profound impact
upon the existing Veterans Administration health care system.

It 15 well known that the elderly experience greatly increased disability and de-
pendence, utihize acute and long term health care resources at higher rates than
any other age group, and have fewer actual personal resources, such as relatives
willing and able to provide vare and generally limited financial support. At present,
11 percent of the total VA population over 65 years old uses maure than 30 percent
of the health care dollars, they account for 36 percent of the hospital days and 87
percent of the nursing home days.

Today, | asticularly 1n New Je.sey, we are confronted with the impact of the DRG
prospes tve reumbursement system which has been adopted nationwide by medicare.
New Jesey was one of the first States to utilize such a program. In fact, the newly-
imitiated "DRG system lingnostic related groups) for the Veterans Administration
i3 based partially on the New Jersey experience. This system has financial incen
tives to reduce lengths of stay and tu use acute bed services for more appropriate
patients. Elderly patients with multiple, complex diagnoses are often considered
"non profitable’”” in community hospitals due to their lengths of stay. There is al-
ready a trend tu refer those patients to our medical center when formerly they
would have received private care under medicare. This will be a stronger trend in
the future. Nativnwide, the Veterans Admunistration has tended to keep elderly pa
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tients huspitalized for fonger porivds than paovate hospitals due tu the variety of 11l
nesses we treat at one time. One of vur most urgent tashs 15 to emphasize the use of
uther resources for these patients. Alternatives tu hespitalization, early discharges
and use of community-based programs will help us tu cuntinue to provide quality
care.

Traditivnally, the cummumity medicine approach emphasizes treatmeut for admus
s complaints and usually little impurtance s given to providing long term ther
apy, achieving masimal functivnily, and insuring appropriate placement. Without
attention tu those facturs, moure rehospitalization and use of long term institutional
care will result. It has been our experience in the Veterans Admimstration that eld
<tly patients need a special, more bruadly based and interdisciplinary approach.

In collaborating with the six other medical centers which make up VA Medical
District No. 1, we have created special planning task forces to make specific plans
fui treating all veterans. Various clinical and administrative representatives are as
signed w extended care and aging commuttees of our district, specifically to plan
ware fur the elderly veteran. This “MEDIPP imedical dsistrict iniisated program
planning; appruach has contributed markedly to the knowledge and the need to
share resources for the elderly. In our inedical distnict we maximize present re-
sources by using the 'natural planning unit.” Neighboring VA medical centers
within the same catchment area le.g. VAMC Lyons and VAMC East Orange) cooper
ate tu supplement and share with existing programs and proposed new ones. Sume
areas bung explured are the contract nursing hume, respite care units and hospital
based home care programs.

One of the services offered to all discharged patients i< iefer:al to other Federal,
State and lowal level programs. If elderly patients mect all of the Federal require
nients, they generally receive benefits such as the whole spectrum of social security
tmedicare, disability, retirement and SSI.. The major State resource s medicaid.
Elderly veterans have to wait, many times as long as six months to a year's period,
to obtain medicaid.

According to vur social workers, many of our elderly veterans are rejected by
local community services if they are eligible for VA outpatient services, This will
lead to more dependence on the VA medical system by our elderly veterans.

VA MEDICAL CENTER, LYONS, PROGRAMS SURVEY ON AUGUST 6, 1984
{Teat opetatng hospital beds— 1168, total rursing home beds ~90)

Nombet of Apptoxsmale pumber

of pateets 65 and
optraleg beds O RS
Nare of pregram
Intermedate care R 245 220
Genatee psychatty e 326 3%
Acute psychialry . . 354 35
Acohol dependence et 31 10
Detoxfcation und (new) . . 30 (")
Newrology 5 54 2
Generat acute medical . PR 75 4
Special medicat umts (ICU. RCU) . PR 23 5
Rehabdtation mecicine . . 30 )
Spectal program, VAMC, Lyons Nursing home care umit . . 90 10
Ambylatory and outpatent semices, VAMC, Lyons program-
Al outpatient clinics ... e 26,000 1,800
Conlrait nurswng home | . C . . 249 30
Reswdental care . . 2350

NGt open yet
2 Ropransule number of patients

Some special programs we are cither initiating or planning for at Lyons are.

i1 Swaial aleohol detoxificatiun unit  Due to open soon. This will provide services
tu th:l heretofure unrecognized alcohole veterans 20 percent elderly utilization ex
pectea.

12) Genatric day treatment program— MEDIPP proposal approved —resources yet
tobe allocated. 100 percent geriatric utilization expected.

31 Adult day hea‘l,th care program—Proposal to be developed— 350 percent geriat
ric utilization expected.
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44 Geriatric evaluation unit  Propusal appreved by district but not funded as yet
100 pereent utihization by geriatric patients. (Patient will be evaluated in a special
ward to improve diagnostic accuracy, treatment, discharge planning and follow up
care.}

.5 Respite care program—Proposal approved by district—Funding not available.

If funded, services for 80 percent geriatric veterans.

+G; New nursing home care unit—240-bed unit authorized by VA central office in
addition to the existing 90 beds. Approximately 160-170 beds to be occupied by geri- -
atric patients anticipated. Project to be completed late 1987.

7) Domicihary unit—100 beds— Anticipated at least 40 percent occupancy by geri-
atrics. This VA resource is presently only available to us in New York, Virginia,
and West Virginia. There are no VA facilities in Maryland, Delaware, Pennsylvania
or New Jersey.

Programs to be utilized jointly between VAMC Lyons and VAMC East Orange:

t1; Hospice—Located at East Orange due to higher incidence of cancer and other
terminal conditions. To be utilized by Lyons. Appropriate patients to be referred. As
yet, no program. Estimate to be based on beds for progra.a when established.

2 Hospital based home care—Expand existing program at East Orange. Lyons
will make referrals to accommodate elderly veterans who could remain at home
with this assistance.

13) New Jersey veterans homes—Currently two homes. Menlo Park and Vineland.
Veterans in the northern part of New Jersey will have a new State home in Para-
mus next year. A special resource for the elderly. Veterans administration partiall
funded the construction of these facilities and pays partial per diem costs. Also, V
sees patients 1n outpatent clinics and receives patients needing hospitalization.

Conclusion, The staff of Lyons is dedicated to the care of all veterans but in
recent years has focused more on care of the elderly veterans who have served their
country in time of need and deserve the best c{ care in their later years.

We thank you for this opportunity to describe our programs and list our specific
needs for future years.

Mr. RinaLpo. Thank you very much, Mr. Kidd, Mr. Baglio.
Mr. Bgglio, in your statement that was read, it was noted that
you've applied for a geriatric evaluation uL.it.
Now, what determines whether or not you're going to receive
that unit?
Mr. Bacrio. Well, first of all, it has to be approved by the medi-
cal district. If you recall, Mr. Kidd made reference to medical dis-
trict concept. It has to be approved by the medical district, and
sent up to centra! office. It goes to Dr. Mather’s shop. I don’t know
if Dr. Mather is here yet. He was your first speaker with us. And
depending on availability of funds, the programs are approved.
Mr. RiNaLDpo. So it’s approved strictly by him.
How much money is involved?
Mr. Bacrio. It varies from one section to another, depending
upon what kind of staff you want; what kind of workload you're
going to have, and so on.
So I can't really answer your question except to tell you that——
Mr. RinaLpo. Can you give me some range, some parameters?
Mr. Bacrio. Do you have any ideas, Paul? .
Mr. Kipp. Well, Lyons has submitted a proposal too, and we feel
it costs about a little over a quarter million. Be about eight or nine
full-time equivalent staff to run it, which, again, depends on the fa- .
cility we're talking about. I don’t know what his is—that’s what
ours is.
Mr. Rinavpo. Is there anything we can do in Congress to ensure
this approval? |
Mr. BacLio. I really don’t know, Mr. Chairman. I think that per- |
haps availability of funds, and appropriations for, you know, the |
care of the elderly, all its programs, is the way to go.
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Mr. RiNaLbo. Yes, | guess at this point the thing is you have to—
this has not been submitted to Dr. Mather yet, or has it?

Mr. BacgLio. Well, it's been submitted to our medical district, and
it has gone up to Dr. Mather’s shop, yes, it has.

Mr. RinaLpo. All right. Well, we'll certainly get in touch with
Dr Mather again, and look into it, and see what we can do to help
because you recognize the importance of having those units, and
we(’)l;{do everything we can to assist you in that endeavor.

f,

Mr. BagLio. Thank you.

Mr. RiNaALpo. Does anybody else have any comments? We will
now hear from James Purdy. Mr. Purdy?

STATEMENT OF JAMES R. PURDY

Mr. Purpy. Mr. Chairman, I want to apologize. My name is
James R. Purdy, and I'm the director of the VA regional office in
New Jersey. Unfortunately, I do not have 30 copies because I was
invited to this meeting by my good friend, Mr. Jee Schimkowitz
from the Jewish War Veterans.

It is somewhat ironic that the telephone call which came from
Washington looking for Mr. Thomas Culkin, the department com-
mander of the ex-POW'’s, came to my office, and I took the liberty
of giving them his home telephone number. No one invited the re-
gional office to participate in this program.

Now, if this should happen in the type of networking and com-
munli):y programming that the young lady spoke about, we're in
trouble.

Now, I would like to say to this committee that because I have
attempted from a Federal level to work with the State level, and
we have Mrs. Mehtarundum here from the State department on
aging We have worked on a program that fell through because of
boundaries, et cetera. But the fact is, we tried.

I commend you for recommending, and hopefully you will have
approved, the position of the Deputy Administrator and the Veter-
ans’ Administration. It’s long overdue.

The question was put before what can be done. I say to you here
and now that there is an organization already in existence which
could put your committee, the Federal Government, way down in
‘ront in terms of working with the aging veterans, and the aging
population. The Federal Executive Board. There are 26 of them. 1
am the past chairman of the Federal Executive Board in New
Jersey. And because it consists of the heads of all the Federal agen-
cies, we serve it, no added compensation, largely at our own time,
and we know what resources are available from the Federal level.
So all we would have to do is network with our counterparts on the
State and the county level, et cetera, and I think we would be way
out in front.

Second, having been inside the Vetcrans' Administration for
some 19 years I perceive an imperceptible coronar, zzclusion
taking place inside my agency that I truly love.

If, in fact, the VA regional offices are continually reduced, as
they have been, the pulse of the VA will be stopped.
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You may mak. all of the studies and the evaluations you would
lie about ‘he aging veteran, but I assure you presently they will
not get paid unless those medical reports come to my office, or one
of the VA regional offices.

I assure yo% that those veterans will not be able to use their in-
perpetuity cerxtificate of eligibility to buy a home, if that is what
they want to do, unless it is processed to our offices. This could be
changed, but right now it must come through the regional offices.

Why am [ tell you this? For the simple reason that I serve in
what we call the eastern region. There are 21 VA regional offices.

Qut of those 21 regional offices our budget for 1984-85 was reduced

approximateiy 6 percent per office.

In New Jersey we were reduced approx:mately 10 percent which
adds up fo 23 full-time bodies.

Now, I say to you here and now, and I already sent a status of
the state of the veterans program in New Jersey to each congres-
sional office informing them of this. If we have to live with that 23
full personnel cut, then the delays that we are experiencing now,
they will, in fact, be exacerbated.

I have been reporting an out-of-line situation in my housing oper-
ation, the adjudication of claims operation, and my veterans serv-
ices division now for over 1 year. So it is of record.

I say to you here and now if, in fact, more interest and concern is
not given to the regional office then veterans, in fact, will be short
changed not only in New Jersey, but around the country, because
that which they are entitled to they will not be able to get either
on a timely basis, or at all.

One more thing I'd like to say, and that is, you asked for sugges-
tions. My suggestion is that we should take a hard look at title 38
of the United States Code because everyday I send out letters tell-
ing veterans “we can take no further action on your request, or
your reopened claim, unless you provide us with additional credible
evidence.”

Now, since the Federal Covernment has the responsibility of
maintaining the official files on each and every veteran, why
should the burden be shifted all at once to the veteran.

And to highlight that even more, title 38, if it were amended to
include a conclusive presumption in favor of, if not all veterans,
then especially those veterans who are ex-prisoners of war, to
change it from a presumptive conclusion to a conclusive presump-
tion that, in fact, the conditions that they allege, in fact, arose in
and out of their prison experience.

How on earth can you expect to have an ex-POW present this
Government with records when, in fact, they didn't hardly eat, let
alone have medical records to ascertain what had happended to
them during their wartime captivity.

Mr. Chairman, members of the committee, I thank you very
much for giving me your ear.

Mr. BiacGi. Thank you for an excellent statement. And thank
you for the comment relating to the Deputy Administrator.

Who is responsible for cutting those 26 bodies? Is that the nation-
al agency, or is it the Congress?

Mr. Purpy. It is my understanding that once the Federal budget
has been approved for the Veterans Administration, which is some
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where now, approximately $27 billiun, once that has been approved
there are certain funds in there that are “givens”. That is, accord-
ing to the rating schedules, those veterans who have what we call a
static condition for 20 years or more, they will receive X number of
dollars in perpetuity unless there is a deterioration in their condi-
tion, at which time my office will rerate them, and they will get
more.

The bulk ¢f those funds that have not been earmarked they arc
then divided between the Department of Medicine and Surgery, of
which my colleague spoke, and then to the Department of Veterans.
Benefits, in which I serve.

Now;, once it reaches the Department of Veterans Benefits, and
comes down to the Chief Benefits Director, the Chief Benefits Di-
rector then calls in the area field directors—there are three of
them—and she tells them how many dollars they are going to get.

Once they get their allocations then they then make a further
subdivision. So the person who gives me my immediate allocation
would be the area field director for the eastern region.

Now, we get——

Mr. RiNaLpo. You're telling us that they cut you more than they
cut some of the other areas?

Mr. Purby. Yes.

Mr. RiNALDo. But that was not done by any act of Congress?

Mr. Purpy. Oh, no, no, no. This was done——

Mr. RiNALpo. This was an internal—why were you cut more
than the others?

Mr. Purpy. I have sent a copy of the material to you, Congress-
man. It’s in your office someplace. I've already received a response
from Senator Bradley’s office. I just received a response from Con-
gressman Dwyer’s office this morning. I have notified all the con-
gll;essional offices. That is all that I can do. I have no answer to
that.

Mr. RiNALDoO. See, the reason why I'm concerned about this, the
overall budget has not been cut.

Mr. Purpy. If I led to that conclusion on the part of anyone——

Mr RinvaLpo. No, you didn’t. We didn’t say that. And——

Mr. Purpy. It has increased.

wlr. RINALDO. Exactly.

Mr. Purby. Yes.

Mr RiNaLDo. And why this has taken place internally—I didn't
see the letter that you sent me yet. I was away the last we.. down
in Dallas obviously, but I certainly want to look into it, and I
assure you I will look into it.

Mr. 2urpy. I would appreciate it.

Mr RiNALDo. Because it appears to me vnat there’s an inequity
here, and that New Jersey, and your office in particular, is getting
the short end of the stick, and we want to do everything possible to
correct that.

Mr. Puroy. We would appreciate it.

Mr. RiNarpo. OK. And we will do that, und I will be getting back
to you.

Mr. Purpy. Thank you very much.

Mr. RinaLpo. OK. And I want to thank the rest of our panelists,
and the people here. You've been very, very patient, and we're
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sorry we went so far beyond our schedule, and I also want to ex-
press my appreciation to my colleague, Congressman Biaggi, who
came here from Queens, and whose sche Je is now in disarray.

But, thanks again, and I assure you that we’ll bring your recom-
mendations, and your ideas, to the attention of all the members on
the Select Committee on Aging, and the Veterans Committee. All
of you here today will also receive a hearing transcript.

In addition, we'll look into those specific matters very, very
promptly that were mentioned here, or discussed and get answers
to the appropriate individuals as quickly as possible.

Thanks again. The hearing is closed.

[Whereupon, at 1:50 p.m., the hearing was adjourned.]
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VETERANS OF FOREIGN WARS OF THE UNITED STATES—DEPARTMENT OF NEW JERSEY

APPENDIX

*

j

[Estwrated veteran poputaton of New Jersey]
County Tl s Wold Warl  Wol Wil Kancoofict Vemamea 0%t pest

Aante. ... C e 26,719 8H 13214 4,450 5411 2,684
Bergen .. .. e e 136,404 431 67,021 22,669 28,850 13,552
Budlingion..... .. .. —— 44,180 1,54 23,93 8,095 9,768 4,840
Camden . 10,735 2,26 B,142 11,885 14341 1,106
Cape May 3416 301 4,678 1,582 1,909 96
Cumberland 18,943 605 941l 3,183 38 1,903
Bssx . L e L 4,466 69,414 3418 rER 1 14,036
Gloucester . 26,827 851 13328 4,508 5439 2,695
Hudson .. 91,885 2,905 45,152 15,212 19426 9,130
Hunterdon . 10,950 350 5440 1,840 220 1,100
Mercer 46,537 1487 83,120 1820 9435 4,615
Middiesex 90462 2,860 W45 15,033 19,137 8,981
Monmouth 1,175 2,215 35,360 11,960 14430 1,150
Motus 59,569 1,904 29,594 10,010 120m 5,984
Ocean . 36,135 1,15 17,952 6,072 1,32% 3,630
Pasuc 69,533 .28 W54 11,684 14,097 6,985
Salem . o 9,306 298 4,624 1,564 1,887 935
Somerset .. - 30,660 980 15232 5,152 6:216 3,080
Sussex 12,483 39 6,201 2,098 2,331 1,254
Union 81,468 2,604 0414 13,689 16,517 8,184
Wanen .. R 11,389 364 5,658 1914 2,309 1,144

Total «v - 31,100,000 35,000 544,000 184,000 2217,000 110,000

* Does not ncude veterans who were i servce dureg both Workd War i and the Korean confict These are counled uoder “Wodd War 1L
30025 not cude veltans who were it service duwad both the Korea Confict 3nd the Vietam Era. Thesa are counted under "Korean

Coafit™

3 New Jersey vetesan total shown above 15 371 percent of *he natenal totd—29,665.000

United States
New Jersey

United States.............

New Jersey .

(Totat veterans}

World War I

27,450,000
1,060,000

29,236,000 29,147,000
1,096,000 1,106,000

660,000

28,000

United States.

World War I

12,852,000

New Jersey.

503,000

United States

Korean conflict

5,897,000

New Jersey ..

26,000
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Vietnam era

United States....c.ccovececinnees e itmieeesr et ennne s R et 8,635,000
New Jersey 290,000

NATIONAL VETERANS AFFAIRS AND REHABILITATION COMMISSION, THE AMERICAN
Lcion VisiTailoN REPORT Of VETERANS ADMINISTRATION MEDICAL CENTER,
L.yons, NJ

1. INTRODUCTION

A routinely scheduled wvisit to the Veterans Administration Medical Center
tVAMC) Lyons, New Jorsey. was conducted during the period of July 18-22, 1983.
The purpose of this visit was to ascertain the qunlity, quantity, and timeliness of the
henlth care being provided Ly this medical center.

Cuordination. - Notifications of the planned visit were forwarded to the Medical
Center Director, Mr. A. Paul Kidd, and to the following officials of The American
Legion, Department of New Jersey. Mr. Rubert W. Field, Depnrtment Adjutant, Mr.
Thaddeus J. Gnidziejko, Department Service Officer, and Mr. Robert Wacker, VAVS
Representative. At the medical center | met with Mr. Ray Zawacki, assistant De
pnrtment Service Officer. There were no reports of any major complaints regarding
the delivery of henlth cnre nt this facility.

Statistical nformation, - Data pertnining to personnel strength, patients on the
rolls, and operating costs is nttached.

Professional affiliation.  This medical center is loosely alfiliated with Rutgers
Medical Schoul in Piscataway, New Jersey. The Dean’s Commuttee ineets qunrterly,
and there 1s a scrvice organization representative on the committee. An affiliation
with the Fairloigh Dickinsun University School of Dentistry in Hackensack, New
Jersey, is also maintained.

Hosputal acereditation., - This medical center was surveyed by the Joint Commission
vn Accreditation of Hospitals (JCAI during the period of June 7-11, 1982, Three
vears accreditation in all programs was received.

MISSION OF MEDICAL CENTER

This 1210 bed primary and secondary care medical center provides inpatient serv
wes in medivng, neurology. psychiatry, und rehabilitative medicine. Facilities exist
for acute as well as chruna ‘mc{exten ed medical, neurolugical and psychiatric care.
A Y0 bed Nursing Hume Care Unit is operative. Primary and specialized outpatient
services indJude Q{,'A.wmmumt_\, nursing home vare and cumnunity care programs.
Tertiary care servives fur vutpatients are provided by East Orange, Philadelphia, ur
the New York City VA Medical Centers.

The following is the distribution of the opernting beds:

Medicine 98
Intermediate cnre o 317
Neurology e . 3|
Rehabilitative medicine . eereeavesseaseRmaare e arear senmene cennararne 20
PRychBErY . o cnns s s e 1 .~ 619
Nursing home care.. .o ereeesret s e e s sanaes T 90

Two umts are out uf service due to construction for the replacement phone
system. Per « VACO directive, these beds are listed as vacant, rather than out of
service.

The dircotor commented that this fauhity is comfurtable with s mussivn within
the Medica! District Initinted Program Plnnning (MEDIPP).

1I. OBSERVATIONS

Adeguacy of funds and persunnel to permut salisfactory performance of the as
stgned msion. -The Director, whu has been at this facility Jor approximately four
months, stated that the operating budget for Fiscal Year (FY) 1983 has been man
apeable. Needed construction prujects have been getting approved and funded, and
the facility has been able tu uperate w.thin the current staffing level. Initially, the
FTEE wus uver the budget and there was no turnover. Consequently, there wus a
selevted freeze on hiring during the past several months. However, the VAMC is
now in a position to resume filling vncancies. The budﬁet for FY 1984 will not
provide for growth, but the level of present servives will be supported. There is in-
terest in establishing a Post Traumatie Stress Disorder Unit, a head trauma unit
within The Rehabulitation Mediune Service, and the expansion of hemodialysis serv
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ices Some additivnial funding fur staffing of these programs will be needed if they
are to be realized.
There is ongoing construction for the installution of the new telephone system.
Beds are out of service due to this because esperience indicated that the units were
too disrupted by the ongoing work Also, the Psychiatric Intensive Care Unit 1s
being remodeled The majur buildings at this medical center were constructed in
1990 and 1916 There are extensive projects for renovation of patient areas within
- the Five Year Facility Plan As mentioned in the previous American Legion visita-
tion, this facility does nut have centralized aironditioning in all putient care areas.
The day room in each of the psychiatric buildings hus air conditioning, but those
arcas that lack it can becuine unbearable during the summer months, Aspects of
patient privacy and the provision of air conditwning are to be addressed in the pro-
posed construction.

There are plans for the construction of a 240-bed nursing home care unit. Origi-
nally, 120 beds were designated for Lyons and the other 120 for East Orange, New
Jersey However, due to the lack of available space «. East Orange, the full allot-
ment of beds are scheduled for construction at this cen.er.

This facility received $178,000 for the Jobs Bill projects. These dollars will be fo-
cused on one project which is a road and bridge replacement project for a main
thoroughfare through the property. There have been overtures regarding the decla-
ration of excess land during the past 2-3 years, but there have been no actual initia-
tives during the current administration, In the past, 300 acres were declared excess.
This eventually resulted in the loss of the buffer area on two sides of the medical
center Condominiums are being constructed in one of these areas which is closely
adjacent to the patient buildings.

Currentily, there is no Automated Date Processing (ADP) capability at this
VAMC A site that been designated. A committee has been appointed and plans
have been developed for its implementation. Core programs are expected to be de-
veloped around March 1984,

There are no furmal sharing agreements with The Department of Defense (DOD..
This facility s working with VAMC East Orange, Fort Dix Army Base, and 6-7
community hospitals in the exchange of infurmation regarding contingency plan-
ning.

Professwnal sertices. - The Chief of Staff was on military leave so the professional
services were reviewed with the Director and the acting Chiefl of Staff (the Chief of
Medicine Scrvice! There is a vacancy for one psychiatrist. Recruitient has been de-
tained due to the hiring freeze. In general physician staffing was assessed to be
manageable, and there are no difficulties in recruitment. There have been difficul-
ties recruiting registered nurses. This will receive further elaboration within the
Nursing Service section.

Surgery was removed frum this factlity approximately two years ago. This was not
a popular decisiun, huwever, the provisiun of services has been managed within the
existing framewourk. Patients are pnmarly refered to VAMC East Orange. There are
still surgeons on the staff and consultants. Qutpatient follow-up care s provided.
The loss of this capability had some negative affect on the affiliation with the med-
cal schuol However, o good working relationship was reported with the school. Ef-
forts arc being initiated to develop a program with psychiatric residents.

At the time of the visit, there were twelve female veterans in the, hospital and
two in the NHCU An Ad Hoc committee has been addressing the issues of care to
fenale veterans It wus assessed that the VAMC is physically well able to handle
the present caseluad of female veterans as well as the projected workload for the
immediate future Every female patient when admitted or once a year will recewve a
GGYN exmination, a PAP smear, and a breast examination, although the patient has
the right to decline this Efforts have been initiated to provide items designed for
“ males in the Canteen Discussion has been generated abuut a more lLiberal visiting
policy for children, but this issue is not resolved. Staff education regarding the spe-
cial privacy needs of the female veteran, and all patients, is an identified issue.

Assocate Director —The Associate Director (ASD) had only recently arrived at
this station (within a couple of weeks of the visit), Services under his supervision
were reviewed with him and the Director This facility has its own fire department.
Laundry servives are provided for this VAMC and VAMC East Orange, New Jersey.
The equipment has recently been replaced. As discussed, construction is ongong to
replace the telephune system The replacement system will involve a change of com-
panies, and it was repurted that there has been difficulty getting service for the cur-
rent systemn_In general, the functioning of services was reported to be effective. No
critical staffing needs have been determined.
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Seeurits sectwn, This VAMC has two vitdes of buildings situated vn aproximate-
Is 300 weres There are numerods entrances and eaits with a farly large volume of
prople with legititiate aceess to the property There are sume traffic problems, vica
sionis whont gosernment property has been remeved from the station, and isvlated
iicidents with combative patients, However, 1n general, there is a relatively low
o rate The police have exclusive junisdition. A good working relationship with
the local police was reported.

There s vne vacaney for a pulice officer. There 1s difficulty recruiting, espeaally
soutly et because the salary s much lower than for comparative work in other
agenvies, Many officers seek eaperience through the VA then leave when there s a
better job vpening, ur others find a second job because of the salary structure. Cur-
reat staffing was slated to be inadeyuate i terms of supervisory personnel which s
lanited to the Chief At least une other supervisury pusition fur the off hours was
deemed necessary.

Program support was evaluated to be goud. New radios are being acyuired, and
vyuipiient has been acquired or replaced as needed. There is vne police vehicle, and
d st s beang develuped for obtaiming a second une. Adeyuate space tu meet section
needs is available

REGIONALIEZATION

Mhis medical conter s located in Medical District 24 of the Mid-Alantic Region.
There s i goud working relationship and distribution of resources.

ORIENTATION PREPARATION OF INCOMING PERSONNEL

New fedoral criployees are provided a direct one to one vrientation with a person
I sprecialist They ate given an explanation of employees rghts, responsibilities
« upportaiutics The second phase of orientation is with the employee’s immedi-
alt supetvisul reparding the pusition descrniption and vrientation tv the work site.

ADMISSIONS, OUTPATIENT CLINIC AND AMBULATORY CARE SERVICE

The vutpatient Jinie and ambulatory care services at VAMC Lyons are divided
o LWy separate services. Psydnatry and Medicine. Through May in Fiscal Year
Visithere were 25,505 cumulative vutpatient visits. Psychiatric services are provid-
ed viw the Mental Hygiene Jinie. The basement of Building 5 15 being renovated for
the 1ddocation of thus Jine. The Medicine Outpatient clinic was assessed to have
sulliciuil space and an adequate watting room. Staffing consists of three pliysicians
aiid a phissidan’s assistant. On a rotating basis, one doctor see the unscheduled pa
Leaits, while the remainder handle the scheduled appointments. A Quarterly Proc
eing Dime Study during the day tour in January 1983 involving 75 cases indicated
that the tutal prowessing time for patients was 3.5 hours. This included medical, ad
ministrative, and ancillary processing time.

Suppuit scrvices from the laburatory and radiology were deemed adeyuate. Nurse
wove e is sullicient. There has been sume delay in getting lab slips placed into the
JDiatts This was deseribed as o many layered process involving several steps which
wuld wontribute to the delay. The problem is currently being audited.

MEDICAL ADMINISTRATION SERVICE

The vccupaney rate for the medical center through June in FY 1983 was 82%.

Medival Administration Service (IMAS) had a personnel turnover rate of 41% in
calendar year 182 Thus Service 15 often a training ground, and personnel leave for
uther pusitionis within the medical center after gaining experience here. At the time
of the visit, there were 13 vacanaies. 6 ward secretaries, i clerk positiuns, 2 full time
and une part-time transcriptionists. There have been three key vacancies among
these pusttions in Ambulatory Care which have been vacant for nearly a year. Serv
wes have been maintained by detaling personnel there. The other vacancies are of
tecent urygin The impact of these vacancies 1s that the destred level of service has
uot been provided. One time wonsuming factor in replacing positions has been the
tequarcment to provide a jub anlysis for positions in conjunction with Personnel
Survise su the pusitions wan be advertised. Additionally, the remote location of the
Lauhity und the cuompetition with local corporations has affected recruitment.

This Service was relocated six months ago to its present location. This has provid
d addiivnal space and the consolidation of varivus functions. The file room is still
sumewhat cronwded, and the requirement to file rejected applications is going to
«reate more bulk for storage. The mail roum also lacks sufficient space for collating.
Howeser, vserall, the functivning of various sections was described as manageable.
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Application for Compensation and Pension Examinations (Form 2507) are proc-
essed at VAMC East Orange, New Jersey. As of July 19, 1983, the pending summa-
ries were as follows. 20- not dictated 6 days after discharge, 63- not transcribed, and
20- awaiting signature. It was reported that these figures have been increased due to
the current vacancies in transcription. No problems were reported in the identifica-
tion or provision of services to former Prisoners of War.

The telephone system is antiquated and badly overloaded. The system is so old
that the repairmen are not familiar with the equipment. The biggest problem is the
wait for a dial tone. It was a common experience during the course of the visit to
wait for a dial tone when attempting to make a phone call. Fortunately, construc-
tion is presently ongoing to install a new phone system. Completion is anticipated
by the end of the calendar year.

Medicine Service has 98 operating acute care beds including a 16-bed respiratory
intensive care unit (RCIU) and a 7-bed intensive care unit (ICU), and 317 intermedi-
ate care beds Approximately 85% of the physician staff are board certified or board
eligible There are no vacancies within the assigned ceiling. A vacancy is anticipat-
ed, and a geriatrician will be sought with the intention of establishing a geriatric
unit. No problems recruiting physicians are encountered at this facility.

No major problems were reported within this Service. Support services were
deemed to be excellent. At times, nurse coverage has been short, but patient care
has not suffered, according to the Chief. Equipment needs have been met.

At present, acute hemodialysis is being provided in a 2-bed unit. A request has
been initiated to convert this to chronic dialysis. This would provide services to the
excess of chronic dialysis patients who are being outplaced by VAMC’s East Orange
and Philadelphia at a high cost.

Psychiatry Service has 679 authorized heds. Two units (118 beds) are closed sec-
ondary to the construction for the replacement telephone system. Services include
inpaticnt treatment, outpatient treatment via The Mental Health Clinic, and an Al-
cohol Dependence Treatment Program, All traditional modes of therapeutic treat-
ment are used. Two units have been developed for extended geriatric psychiatry.
Statistics from FY 1982 indicated the major patient age groups were 50-59 years old
Iwith 188 patients in this category), and 60-69 years old (with 136 patierts within
this range) An initial geriatric psychiatric unit was developed in 1979, and a second
one was established in February 1983. A 30-bed living center provides patients who
have had difficulty in handling community placement an opportunity to develop the
skills needed to adopt to community living. Also, there 1s the Psychiatric Specialty
Unit which provides intensive care, in particular, for violent and suicidal patients.
A viability study for a 30 patient Day Treatment Program is ongoing. This would be
to provide activities and socialization for older patients. Location of the program
and transportation are two factors which must be resolved. A policy of providing the
least restrictive environment has been pursued, and the majority of the patients
have some form of privileges.

The chief reported that 18 of the 25 physicians in this Service are board certified
in psychiatry Staffing was related to be adequate. Support services have been good.

An area in Building 3 is being renovated for the Mental Hygience clinic. This will
provide additional offices and a conference room. One of the units is being modified
to better accommodate female patients. The buildings are old, and the patient envi-
ronment is less than ideal. All the Luildings are scheduled for renovation from 1984
through 1987 At present, the large dorms have been partitioned, but during the
construction, the dorms will be converted to bedrooms with no more than four pa-
tients per room. There is no centralized air conditioning. This can be extremely un-
comfortable as experienced during the visit. This is also proposed within the Five-
Year Facility Plan At present, the geriatric areas are air conditioned, and it was
reported that one area is air conditioned in each unit, usually the day room.

No proolems were reported in the assessment or care of suicidal patients. A
strung program for staff training in dealing with patients with disturbed behavior
has been developed There is a review of all suicidal attempts and assaults.

There has been a submission within the MEDIPP process for the development of a
PTSD unit Within the VAMC there is group therapy for patients diagnosed with
PTSD Diagnosis 1s based on the criteria in the Diagnostic Statistical Manual (DSM)
11l Most patients with this diagnosis are admitted to the therapeutic community
unit whiclg is an open unit Qutpatient treatment is provided by a psychologist in
1ap and group sessions involving the veterans and significant ot ervlpeople in their
lives Liaison is maintained with the Outreach Center in Newark. The unit would
provide a more extensive and developed program, and resources for treatment of
this disorder.

ERIC " 99

Aruitoxt provided by Eic:



96

Alcoho!l Dependence Treatment Program (ADTP).—This 81 day inpatient program
for patients who are already detoxified was established in 1971. There are 31 operat-
ing beds with an occupancy rate of 85%. At present, detoxification is provided by
admussion to the psychiatric wards, or if there 1s a primary medical problem, to the
Medicine Service. There are plans via a construction project in FY 1984 to establish
a detoxification unit as part of the ADTP. This will make it easier to reach patients
at a time when they have a high motivation. The staff will be working with patients
from the time of admission and rehabilitation can be encouraged. Overall, there will =
be a greater continuity of care. Additional staffing adequate to cover the program
will be sought.
At present, the staff consists of the following. 1 Psychiatrist—Unit chief, 1 Coordi-
nator, 1 Physician's Assistant, 1 Psychologist, 1 Social Worker, 5 Registered Nurses, ’
1 Licensed Practical Nurse, 3 Nursing Assistants, 3 Rehabilitation Technicians, and
1 Ward Secretary.
There are recovering alcoholics on the staff. There are no vacancies within the
assigned ceiling.
There 15 an eclectic treatment program which involves individual sessions with
staff members, group therapy twice a week, family therapy, medical evaluation and
treatment, health and education classes, self improvement training, clergy counsel
ing, relaxation exercises, recreational activities, vocational and educational evalua
tion, and an incentive therapy program. There are patients government meetings, |
and rap sessions with individuals who have successfully completed the program. ‘
There are five Alcoholics Anonymous meetings, one of which is a meeting outside of |
the hospital. Antabuse 1s not routinely prescribed, but it is provided when it is de- |
sired and deemed appropriate. There are various patients with mixed alcohol and i
drug abuse problems. The philosophy of the unit is to deal with addiction, however, |
patients using hard drugs, for example, heroin, are not admitted, but referred for |
treatment.
For those patients within reasonable commuting distance of the VAMC, outpa ‘
tient and aftercare services are available. Individual sessions, couples group treat
ment, and rap sessions are available. There is also a liaison with community re- |
sources. There 15 one VA contract halfway house which is located in Allentown, Pa.
about an hour from the hospital. The halfway houses in New Jersey have not quali
fied for VA contracts, so the five houses in the surrounding area are used on a non
contractual basis.
Follow-up statistics are strictly kept by the psychologist at three, six and nine |
month intervals. About 15% of the program participants have absolutely stopped
drinking, while about 10% are classified as recovering in that they are functioning ‘
well but occasionally may drink. Twenty percent (20%) of participants are known to
have resumed drinking, while the remainder are unclassified since their status can
not be verified.
Neurology Service has 34 authorized beds. The occupancy rate was 70.4% and the
turnover rate was 31.3% through June in FY 1983. Inpatient and outpatient serv-
wees, cunsultations, and studies via the clinical neurophysiological laboratory are
provided. There is one vacancy for an EEG technician. There has been difficulty get-
ting trained technicians because there are not an adequate nuinber available in the
market. Consequently, someone is usually hired and trained.
Support services were deemed to be good. The main concern of the Chief is the
patient caseload and the lack of computed tomography (CT) scanning. In his opin
ion, the chief indicated that veterans are not aware of the neurology capabilities at
thus center. The Service is actively affihated and can handle acute problems, accord ‘
ing to the chief, yet the VAMC is primarily perceived as a psychiatric treatment
facility. This affects the admission rate. CT scans are provided by VAMC East
Orange, and they can be procured via contract with private hospitals. This was as .
sessed to be less than ideal because CT scans are a fundamental test which should
be readily available, and development of this capability would allow this VAMC to
provide better patient care. The patient caseload and cost effectiveness of acquiring ¢
this capability is being exummeg. Within the medical district there are two other
facihities with higher oriorities based on caseload. Contact with VACO indicated
that CT scans have been placed 1n all the tertiary facilities, and further placement
is being examined on a case by case bagis.
Office space 1s limited. There are physicians sharing offices. At present, female
gnuents can not be accommodated in this Service due to privacy considerations,
owever, this will be rectified during a planned renovation project.
Rehabiitation Medwine Service (RMS). ~There are 20 operating beds with an oc
cupancy rate of 95%, and a turnover rate of 25.7% through June in FY 1983. Addi-
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tivnally, RMS provides services ou the adjacent 16-bed psychuphysical ward which is
officially Iisted as intermediate beds.

Staffing is at ceiling except for physical therapy pusitions. These vacancies are a
critical problem at this facility. There is one physical therapist (P.T.) within the ceil-
ing for fuur positivns There is authonty to hire someone if they are available, but
there have been perpetual vacancies for s eral years. Consequently, positions have
been converted, and they have been filled by a P.T. assistant and corrective thera.
pists The difficulty with recruitment and retention was attributed to the lack of
sufficient P.T gradudtes to meet nationwide needs, and the noncompetitive salaries
within the VA. The salary fur a P'T. pusitions was reported to be the equivalent to
all other therapists, yet their training 1s greater. It was suggested that the pay
grade level needs to be raised and a scholarship program developed.

Treatment at this facility indudes physical, occupational, corrective, educational,
incentive, and vocational rehabilitation therapies. There 1s an orthotic, prosthetic
tinic and a prelinunary review for driver’s education. Within tlie up coming
MEDIPP submission 15 u propesal tu develop a head trauma umit. This would pro-
vide lung term rehabilitation tu the head injury patient after acute treatment has
beea provided. This would be a center for District referral. It was assessed that
there is guod neurolugy, audivlugy and speech patholugy, and psycholugy support at
this fadility Additiunally, cognitive therapy, a mmethod of stimulating the brain via a
wwmputer based videuprogram tu help the patient improve lus mental status, would
be further develuped This unit would help veterans to gain self suffictiency in the
long, slow process of recovering from a disability.

Within the Five Year Facility plan there is an approved construction project to
provide an activities of daily living center. This will provide veterans with handi-
caps training to care for themselves prior to discharge from the hospital. At present,
sumne of this training is provided on the wards and in the clinics, but this designated
center will provide a more comprehensive program.

NURSING HOME CARE UNIT

The nursing home care unit (NHCU) was opened in 1974. It 1s a 90-bed unit situ.
ated un two floors The mix of the patient population has presented challenges.
There is a large number of patients, who are confused yet ambulatory, who have a
history of psychiatric illness and behavior problems. Recently, there has been the
admission of patients with physical rehabilitation needs. There is a mixture of all
types of patients on both floors, yet their needs are different, and they do not
always interact well together. It has been discussed that additional staff may be re-
quired to deal with the diversity of the patient population. At present, there is one
RN vacancy within the assigned ceiling.

Residents have access tu recreational and rehabilitation medical services, and var-
wus activities, fur example, reminiscence groups. There are no full-time therapists
assigned to the NHCU, and there are no clinic areas within the unit. Consequently,
patients must be transported to the clinic areas using nursing persunnel. The chiefs
of PT and CT evaluate residents so that treatment is available for those who can
best benefit from it. There was a corrective therapist who came daily to the unit to
provide services, but with his departure this was discontinued. Since patients must
be transported for treatments, there are times when therapies may get cancelled
due to staff unavaulability or other care priorities. At the Summation Conference,
the director stated that this situation would be examined.

Residents are encouraged to dress in their own clothes. There have been problems
in getting clothes cleaned through Building Management. The turnaround time is
six weeks or more, and the washing machines do not handle wash and wear clothes
very well Also, there has been gifﬁculty correctly identifying patient clothing.
Every effort has been made to mark the patient clothing, but there is a large
volume of laundry and there are many similar names. Various solutions have been
initiated tu ehiminate the prublems, but an effective one is still being sought. Consid
cration has been given to providing a washer and dryer to the unit, but factors such
as space and plumbing need to be resolved.

At the time of the visit, the number of residents according to categories was as
follows: Category 1—32; 11—=34; [11—23; [V—0.

Categury I residents require the most nursing care while Category IV require the
least. There wus une resident absent sick for chemotherapy treatment. Until recent-
ly. a waiting list was not maintained because the turnover rate was so low that it
created false hupes. Previously, if there was no bed the application was not retained.
This has been changed. At present, there are 12 veterans on the waiting list and 17
applicativns are being reviewed. The sucial worker works with applications to see if
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they van be maintained at homie or it they may be able to stay ot home with respite
care. There are very few referrals fromn within the VAMC for the NHCU.

MEDICAL SUPPORTIVE SERVICES

Audiology and Speech Pathology (A&SP) 1s a section within RMS. Staffing con-
sists of an audiologist and a speech pathologist. In March, the A & SP area was
renuvated, 50 there is sufficient space and equipment needs have been met. It was
assessed that, within the available programs, veterans are receiving good treatment.
The audivlugist screens all patients over 70 for hearing loss, and all new psychiatric
patients will be screened The speech pathologist has a caseload of approximately
30 10 patients per month which involves about 150-200 /sits. ENT coverage is pro-
vided by an otologist fuur days per week. A good working relationship with the
Clinic of Jurisdiction at VAMC East Orange is maintained.

To expand the program caseload, an additional speech pathologist has been re-
quested through the Chief of RMS. Justification was submitted to the Position Man-
agement Committee. Good program support has been received. As this section fully
develops, it is anticipated that a separate service will be developed.

Ophthalmoluyy. Optumetry. —Staffing consists of two full time clinical optometrist
and a student intern. Within the eligibility requirements, all primary optometric
care is provided Referrals are received from the primary care physicians, and there
is a patient screening program in which patients are seen once per year. Those con-
ditions beyond the purview of the optometrist are referred to the proper source. For
cases with pathology peculiar to the needs of an opthalmologist, a consultant is
available three times per week. VAMC East Orange is the primary referral source
for ophthalmic surgery. A multidisciplinary teani approach 1s used to promote serv-
ices for the visually impaired and legally blind patients. Rehabilitation referrals are
made to the Blind Rehabilitation Center at VAMC West Haven.

The clinic caseload has been increasing As the veteran population is getting
older, there are more patients with diabetes, cataracts, and glaucoma. By providing
vecular examunations and fluorescene angiography, there has been success in avod
ing the development of occular emergencies. Referral to a retina specialist is avail
able as needed Therapy and training are provided to patients with functional vision
problems. It was reported that almost all the veterans from World War II need
glasses, although all are not eligible. Glasses are provided for those who are eligible,
and unique ways have been instituted in getting them for those who are not. Glass:
¢es are received from Eyes for The Needy and the Lions Club. Efforts have been
made to reduce the waiting time for glasses by improving the processing time at the
station level. Previously, there was a 3-5 week wait, but for 80% of the cases, this
has been reduced to 10 days.

This section is in the process of applying for a fundus camera. Otherwise, there is
sufficient equipment of a high quality. Operating space has been temporarily re-
duced io provide an area for ENT. This room will be returned shortly, and within
the next year an additional room 1s anticipated. Since 240 NHCU beds will be con-
structed at this facility, there are plans to expand the Opthalmology/Optometry
programs.

Pharmacy Service.—About 25% of the operating beds are serviced via the Unit
Dose Distribution System. This was initiated by using internal resources for equip-
ment and personnel. There is a vacancy for one pharmacy technician, but this is a
position that was never filled as part of developing the unit dose system. The re-
mainder of the units have a ward stock and a modified automatic replenishing
system The pharmacy provides all intravenous soluticns, but the demand has de-
creased since surgery was closed. No target date for VA Central Office (VACO)
funded unit dose program has been received. An additional 17-18 FTEE will be re-
quired for total conversion to this system.

During the first three quarters of FY 1983, a total of 64,688 outpatient prescrip-
tions and 10,890 inpatient prescriptions were filled. Of these prescriptions, 26,945
were mailed out with a processing time of less than 48 hours. The window waiting
time is usually about 20 minutes with waits up to one hour during periods of peak
a:itmty. There have been increasing costs for drugs, but the total funding has been
adequate.

Program support from top management has been good. Gross space is available
for this Service, but it needs to be modified so it i3 more functional. The general
receiving area is inadequate, and the waiting room is cramped. Qutpatient services
should be closer to the clinic area. A small consultation room has been proposed. At
present, pharmacists are talking to patients through the service window. This is not
effective, and the lack of comphiance 1n taking medication is one of the primary rea-
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sons Jor patient readnussion There are plans for renovation w:thin The Five-Year
Facility IMan.

Nursing Service. —At the time of the visit, there were vacancies for 27 full-time
and £ part time registered nurses, and 13 full-time licensed practical nurses. In add-
tion, there were nine RNs on long term sick leave and disability leave. An excess of
nursing assistants were recruited to provide some help at the LPN level. Twelve
RNs have been recruited, and they are to report to the station at the end of July.
There was a temporary hiring freeze at the station, but, nevertheless, there has
been a problem at this VAMC in recruiting and retaining professional nurses. This
has been an ongoing situation which has gradually built up and culminated at this
point in time.

A combination of factors such as the type of nursing, the location of the hospital,
and salaries and benefits were renorted to have affected recruitment and retention.
A primary reason for resignations has been the necessity for shift rutations, and it
is questioned if the workload is becoming a secondary issue.

Salaries at the entry leve! were stated to be behind community rates, while the
long range salaries are shead of them. Permission was granted for the request to
increase junior grade nurses, but there was not sufficient documentation for the
other grades If the salaries are not adjusted in October, another salary adjustment
will be submitted in January. The benefits within the VA were reported to be squiv-
alent of the other employers in the areas of vacation and sick leave, but poor in the
areas of pre-paid insurance plans and tuition reimbursement. The type of nursing at
this facility Is generally geriatric medicine and psychiatry, and there is competition
with facilities that offer pediatrics, surgery, and a setting with research orientation.

The impact of the staff shortage is that only a very basic level of care can be pro-
vided The staff was described as disheartened and overworked. A tremendous
amount of overtime was being used, but this has been constrained by requiring the
personal approval of the Chief for overtime and detailing persounel from one unit to
another At present, two floors are closed due to construction, and this has provided
a_modicum of relief As mentioned, there are 12 committed positions which will pro-
vide additional support.

A comprehensive review of the activities of nursing personnel during three con-
secutive days on three separate units revealed that nurses spend very little time in
direct patient care A significant amount of nursing time was spent in transcribing
orders, documenting charts, cleaning equipment, checking supplies, and escorting
patients (sometimes in clinical matters). As a result of this study, some actions were
icnligia}ted to support nursing, but there is still much to be done, according to the

ief.

In dealing with the recruitment and retention problem, the Chief stated a staffing
methodology is needed to help determine an objective staffing level based on patient
classifications and need Increased contact with the nursing schools will be initiated,
and if necessary, another salary adjustment will be requested.

Social Work Service. —~There is one vacancy for a social worker for the community
care program There has not been active recruitment since there was a temporar
‘{_reeze on hiring. The staffing level for this Service was assessed to be generally suf-
icient.

There are 360 veterans in 63 resident care homes at a cost of apf)roximutoly $425-
$150 The average age range of residents is from 45-65 years old. At Jamesburg,
NJ there has been a very successful rogram in preventing hospital readmission.
Space is rented from a local American Legion post, and the VA sends a team weekly
to Krovide services for the community care patients in that area.

t the time of the visit, there were 53 veterans in contract community nursing
homes The VAMC is funded for fifty placements, but the cumulative average has
been only 13 peor'e There are approximately sixteen 100 percent service-connected
veterans on indefinite contracts. One of the challenges has been to try to get pa-
tients who have had an extended stay (up to 30 years) back into the commuinty.
Also, very few nursing homes will accept psychiatric_patients. One issue that is
being addressed by Sccial Work Service within the District is the placement of
1007 SC veterans who have been in placement in comaunity nursing homes, but
who are readmitted to the medical center for a nonservice-connected condition, Ac-
cording to the regulations, which affects maybe 3-4 people at each station, place-
ment 15 based on the primary hospital diagnosis for the illness which was treated.
Consequently, a 1007 S.C. veteran who has had a longstanding placement in the
community is no longer eligible for that placement if he returns to the hospital for
treatment of a NSC conditio:. beyond 15 days. The criteria for placement is now
buseld on the primary diagnosis of the NSC condition treated during the current hos:
pitalization.
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ANCILLARY SERVICES

Chaplain Services.—~This Service is administratively responsible to the Chief of
Staff. The chief regularly partiapates in the Director’s conference and the clinical
executive board meetings. Program support from tup menagement and the relation
ship with other disciplines was described as singularly high. Staffing was assessed to
be sufficient to meet the spiritual needs of the patient population. The staff distribu-
tion is proportionate to the number of veterans in the various faith groups. There
are four full time Priests, two full time and two part time Protestant chaplains, and
an occasional parttime Jewish rabbi. The patient population is predominantly
Catholic tapproximately 600 patients) and Protestant (about 400 patients), while
there are isoiuted requests for the rabbi. Chaplains have sectional responsibilities or
areas of main concern. This is reviewed once per year.

No major problems were reported. The seriously ill list is received in a timely
manner. The operator receives the on-call list each month. There is space for confer-
ences, sufficient offices for privacy, and excellent secretarial support. There are
chapels in each circle. While there is no ideal location for them because the hospital
build.ags are so dispersed, the chief is pleased with the present arrangement. The
chapels accommodate wheel chairs and stretcher patients. Violunteers help tu escort
patients to the services. :

Dietetic Services.—There are 16 part-time food service worker positions (4 hours
per day) and three full time entry level food service worker pusitions vacant. A reg
Ister has been requested for those positions, and they are expected to be filled soon.
Meanwhile, the workload has been managed by having parttime employees work
unscheduled hours which is not overtime.

There are approximately 1,700 average daily rations served per day at a cost of
$328 per ration. About 60 645 of the diets are modified. Convenience foods are
used fur desserts unly since there 1s a sufficient staff of cooks for food preparation
using ingredients. A five week seasonal cycle menu is used.

There is one main food preparation area, and there are two centralized serving
units. Fuod is transported to the three dining areas and the NHCU on heated and
refrigerated carts. The unitized base pellet system is used for bedside tray service.
Temperature control is monitored because it 1s a consistent problem because of the
distance the fued must travel and the number of times it is handled. Equipment for
reheating is being sought to help maintain the heat of the food.

There are three dishwashing areas. The equipment gets heavy use and, conse
yuently, the valves get clugged and the machines breakdown. This was assessed to
be a minur prublem and Engineering Service ts respunsive .n providing repuirs. The
kitchen area ts old with a design from years ago. Storage space is sufficient except
fur the freezers. There is a renovation project scheduled for FY 1985 that will refur
bish the walk in refrigerators, relocate the steam kettles, and pruvide new freezers.
Also, the loading duck will be revamped so that there is a mure suitable way tu lvad
and unload food from the trucks. This will eliminate the equipment damage and
safety hazards that occur within the present system.

Veterans Admuustration Volunatry Service ( VAVSL —There are {2 organizativns
on the VAVS Advisury Committee. Volunteers have assignments throughout the
medical center. Their primary activities involve evenng recreativnal activities,
vsiurt services for the Chaplain Service, and contributivns ty the Nursing Service.
There are 150 regularly scheduled (RS) volunteers who contribute approximately
0,000 hours per year. The lack of public transportation to this facility 1s the largest
impediment in getting volunteer support.

The American Legion Representative is Mr. Robert Wacker and his deputies are
Mr. John Hines, Mr. Philip Hurley, and Mr. Rudy Brushnik. Through June in FY
1983, 1% RS volunteers contributed 2,286 hours. The Amernican Legion Auxiliary
Representative is Mrs. Kathleen Davis and her deputy is Mrs. Elsie Bailey. Twenty
RS volunteers contributed 3,519 hours through the June period.

There has been guud program suppurt from top management. The VAVS area was
retnodeled in 1979, Consequently, there are nice accommodations with adeguate
office space and a conference room.

Recreation Service.—The programs and facilities within this Service were re-
viewed with the acting Chief. Nu majur problems were reported. There is a vacancy
fur une therapist. A full grant of activities buth therapeutic and diversional are pro-
vided un and Jff the stativun. Funding and equipment have been sufficient. A goud
working relationship has been maintained with VAVS.

.
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{11, CONCLUSIONS

It was reported that the funding and staifing level at this VAMC has been man-
ageable for the existing programs so that the assigned mission can be met. There
have been some problems recruiting and retaining registered nurses as outlined in
the report This has had some impact on _the nursing staff morale, and patient care
has been provided at a basic care level. Efforts are being made to enhance recruit-
ment. This situation has been slightly mollified by the closure of two wards due to
vonstruction, and the expected arrival of twelve RNs who have been recruited. Re.
habilitation Medicine Service has been unabie to recruit physical therapsts. This
was attributed to the shortage of therapists nationwide, and the insufficient salary
offered by the VA. It was suggested that a scholarship program should be developed
to attract therapists.

The major huildings at this medical certer were constructed in 1930 and 1946,
There are extensive 1enovation projects within The Five-Year Faality Plan. This
center does not have centralized air conditioning which makes some patient areas
quite uncomfortable during the hot, humid sumn.er months. Alsy, the buildings are
scheduled for renovation to eliminate JCAH and Life Safety Code deficiencies, and
to provide patient privacy and modernization of support facilities such as nurving
stations There are plans for the construction of a 240-bed nursing home¢ care unit.
This includes 120 beds which are originally allotted to VAMC East Orange, New
Jersey, but sufficient space was not available at that facility. Additionally, noare.
curring maintenance projects are scheduled to provide a center for activities of daily
hiving for RMS. Tlus will provide a more comprehensive program for handicapped
veterans training tu care for themselves prior to discharge. A renovation project is
stheduled to establish a detoxification unit within the Alcohol Dependence Trent-
ment Program. This will provide the staff better access to patients with alcohol
problems, and there will be greater continuity of care. Full VA Central Office sup-
purt is needed for these projects to improve the patient environment and patient
programs.

Cunversations with patients and the medial center adniinistrative and medical
staff indicate that guod patient care is provided at this VAMC. Thss can be further
ctihanved by the development of several propused programs. The Pyychiatric Service
proviles a degree of treatment for veterans with Post Traumatic Stress Disorder
'PTSDL. Group and rap sessions are available, and there is a liaison with the Qut-
reach Center. A speualized unit for the treatment of PTSD would provide a more
extensive and developed program, Huwever, additional personnel support will be
needed. Pharmavy Service has initiated The Unit Dose Distribution System 1in about
257 of the operating beds by using internal funds. An additional 17-18 FTEE will
be reguired for tutal wonversion 1o ths system, but this wili not be realized without
V.\(‘d support. Among the benefits of this system will be better contrul of medica:
tions and improved use of nursing time. Within RMS there s a propusal to develep
a head trauma unat This unit would hol{} veterans ta gain scllpsumciency in the
lung slow, prucess of revucery frum disability from a head njury after acute treat-
ment has been provided. This would be a district referral center.

V. RECOMMENDATIONS

Background data aud assessment on the folluwing recommendations for this
VAMC will be fuund wi the Observations and Cunclusions sections of this visitation
report

1 The dmerwan Legion revonuaends that VA Central Office continue to support
.ul)d fund thuse onstiuction and renvvation projects outlined in Five-Year Facihity
Plan.

2 The Amerivan Legon recummends th.\t‘a%‘giul funding and additional stafl be
autlvrized for the implementation of the Unit Dose Distribution System. )

U The dmierivan Legson recommends the establishment of a head trauma anit at
this facility, and the approval and funding for the necessary stafl.

The Director concurs with these recommendations.

VETERANS ADMINISTRATION MEDICAL CENTER VISIT STATISTICAL REPORT

JLocation: Lyons, New Jersey

Date of information: July 12, 1983,
Location' Lyons, New Jersey. .
Medical Center Director. A Paul Kidd
Associate Medical Center Director” Alan S Hitt,
Cluef of Stail. Stanley Kahane, M.D.
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Medical school affiliation: UMDNJ—Rutgers Medical School.

| sty

19831 1582
Bad capacity L0 1.20
fprating beds (avenage) L131 L1l
Average dady censss 95 933
Outpatient wisit (Accumulative, totaly 25885 36010

Watng net-~All beg Areas

Service Connected . ) 0
Neaservicawonnected . 25 0

' gt months they May 31 1933

EXVLAIN THE REASON FOR THE WAITING LIST

Fifteen of these are for Nursing Home Care Unit due to very low turnover rate
(28 percent for this F Y. 10 are in Psychiatry—Temporary closure of Units to ac-
wmplish construction projects in connection with new telephone system and electn.

cal distribution project.

VA FORM 10-10 APPLICATIONS FOR MEDICAL CARE

Received last fiscal year: 3937.
Number of applications accepted: 3599 (91 4 percent).
Number of applications rejected: 338,
2473,
Number of applicatioas accepted 2,338 (94.5 percent).
Number of applications rejected 113.
Total medical center personnel (FTEx: 1669,
Core ratio: 1.47
Staff physicians (FTE: 60.0,
Consultants on the rolls: 50.
Attendings on the rolls: None
Residents: 4.
Medical students: 75.
Physicinn exteaders: 5

MAJOR PERSONNEL SHORTAGES

Physiciang tFt by specialtyr: None,

Registered nuvses: 24

Licensed practical nurses: None.

Nursing assistants: None.

Others* Physical Therapists.

Scheduled for admission tservice-connected): None.
Scheduled for adaission tnonservice-connected: 1.
Summaries pending: 103,

Applications for medical care recewed this fiscal year through May 31, 1983-.

Tutal number of 1equests for disability evaluation exanunations 2307, on Hand

which have not been completed and returned to VA regional office. .
Operating beds in numing home care units: 40,

FUNULS

Average vost per patient day- $117 92

Averaie cost per outpatient visit—0/P. med.. 330.494; all Q/P: §74.75.
Average cost per NHCU day: $74.95.

Average cost per patient day iv community nursing homes. $52.27
Medical Center budget allocation (this fiscal yeark: $50,258 847,
Medical Center budget allocation tlast fiscal years: $51,713.33%,
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NATIONAL VETERANS AFFAIRS AND REnAnitataTioN CosmissioN, THE AMERICAN
LEGION VISITATION REPORT OF VETERANS ADMINISTR.TION Mepicar CENTER, East
OrANGE, NJ

1. INTROQDUCTION

During the week of Janusry 31-February 4, 1983, a regularly scheduled visitation
was made to the Veterans Administration Medical Center in East Orange, New
Jersey The purpose of the visit was to assess the quahty, quantity, and timeliness of
health care being provided to the veteran patient.

Coordination.—Prior to the visit, correspondence was sent to Mr. Peter Baglio,
Medical Center Director, and Messrs. Robert W. Field, Department Adjutant, Thad-
deus J. Gnidziejko, Department Service Officer, and Anthony Faschetti, VAVS Rep-
resentative, The Amernican Legion, Department of New Jersey.

Statistical information pertaining to patients on the rolls, operating costs, and
personnel strength are attached.

Professwnal affihations. —This medical center is affiliated with the College of
Medicine and Dentistry of New Jersey. An excellent working relationship was re-
ported. A member of one of the service organizations serves on the Dean’s Commut-
tee.
Hospital accreditation.- The Joint Commission on the Accreditation of Hospitals
last surveyed this facility in October 1981, A two year accreditation decision was
made for all programs except the Outpatient Clinic—Newark for which a one year
nccreditation was awarded.

MISSION OF MEDICAL CENTER

The Mission of this 876 operating bed primary, secondary, and tertiary care medi-
cal center 13 to Xrovxdc acute wnedical, surgical, and psychiatric inpatient and oul&m-
tient care. In addition, inpatient services are offcmﬁor Spanal Cord Inyury and In.
termediate Care.

Specinlized programs such as dialysis, neuro-surgery, open-heart surgery, and
therapeutic radiologzy are provided. There 1s also a 60 bed Nursing Home Care Unit
on the grounds.

An Outpatient Clinic is located in the city of Newark. A methadone mmntenance
program is located within a block of the elinic. A Vietnam Outreach Veterans
Center is located approximately one mile from both these programs.

The Director feels that MEDIPP appears to have a great deal of merit. Further-
more, the Director noted that as long as the whole pwcture 1s looked at and not just
individual needs, the process has a good chance of surviving.

1. ORSERVATIONS

Adequacy of Funds and Personnel to Permit Satisfactory Performance of the As.
signed Mission  According to the Director, staffing and funding are barely adequate
to meet the assigned mission. Additional funding is needed for the replacement of
various equipment.

Space was reported to be in criticnl demand. The Director stated that the med.cal
cents 7 had not been constructed for all the ongoing special projects. The Director
farther stated that it was evident that an additional bullding was needed for recrea
tion, dietetics, and admimstrative affairs. A warehouse is desperately needed at this
station, Space is being used next to the kitchen for storage.

Parking is totally inadequate for this facility. There are only 1105 spaces avail
able for the outpatient, visitors and 2000 employces. There is no stree! parking
asaulable Public transportation was reported to be practically nonexistent. Only
two buses stop at this facility and one of those stops only twice a day. Because of a
lack of available land, the Director sces a definite need for high-rise parking.

An air conditioning project, which is to include a new sprinkler system, and two
additional elevators, has been approved. The project will ;l:o out to bid this spring
and renovations are expected to begin no later than this fall,

The Qutpatient Clinic tocated in Newark continuesa to be a “sore eye” for this fa.
cility There is practically no security to speak of and absolutely no control over
building management. The Director noted that the Inspector General's stafl suggest
ed the clinic be moved t¢ the medical center.

The Director stated that in order to construct an additional Nursing Home Care
Unit {<NHCU» at ths facility, a building would have to be demolished and one of the
parking areas would have to be used. The Director feels, under the circumstances,
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the proposal te constrt a 210 bed NHCU at VAMC Lyons, rather than VAMC
East Oranygs, w2 more reasonable

Fuur wures are to be used as sw.ng space untal completion of the patient privacy
Fr'j“it Thete will be a tutal reduction of 61 beds when the project has been wom
pletec

Professtonal serines The Chuet of Staff (COS stated that staffing is adequate at
thas time There aere the vavanues reported for gastruintestinal physicians and o
vavaney for an oncologist

Suppurt servins such as the kiboratory and radwlugy were reported to be an need
of some replacement equipment Service was behieved by the COS tu be good

Oserall, space was reported to be extremely tight throughout the faulity The
COS stated that as programs sere expanded, space had become a premium

Final inspection of the CT scanner had been completed the week prior to the
sursey The equipment was reported to be functioning satisfuctorily

The COS stated that he believed the facility is to be tn phase 1 of the computer
iattem progran. It has beenin phase Ibut there had been a problem in wnverting
to the MUMPS progran The COS fech that compatenization witl greatly enbance
the quality and timeliness of care at this facility.

The present twelve bed Surgical Intensive Care Unit (SICU s cunsadered by the
COS to be less than wdeal VAMC East Oranpe 1 the unly husptal in the District
perborrung open heart suntery and the COS beheves the propused twenty bed SICU
aned cleven bed CCU must be approved

The COS nuted that even thotgh there s a definite aced fur additivnal nursng
hone besls an the areg, there s ao space available on the station fur a Nurng
Hote Care Unit NHCU. There are thirty beds available «n the building adjacent
te che NHECT that wdl be given every consideration for that use as the need wrises
It shoudid b peeted that the COS puinted vut that these beds could abse be used fu
mtermediate care

Axwatant Dirator The Nssistant Director feels that staffing for those services
utalir hes directon o @legquate There were six vacanues reported in Medical Ad
mabastiateon Seevees a fae Qutpatient Chinge Newarh and four positaons for pohice
olficers were peported to be vacant at the medical venter.

The Assstad Direstor stated that there was o hagher turnover 1o Secunty Sers
we This was contributed to low entey lesel and o lack of opportumty for prome
Lt

The laundry s consolulated with VAMC Lyons It was repocrted that the laundry
tacihity ot VAMC Lyons won Just now getting up o capacity and was improvang
tremendously

There were twoe areas of speaal concern expressed by the Assestant Darector
The e s the need foe wdilitional parking and warchouse spice The Assistant Disec
tor fou I8 that the only sdutiuns to these problems are high-rose parking and rebsat
my dictetiex to open additional storage space

There coacdefimte need fur o U'nit Dose Program The many benefits dernved frum
stch a program are reeognized by thie Assistant Director

Savurily Sertae. The Chiel stated that there were, currently, four vacancies for
ol allivers Rarwdmend for thee pisations was reported to be completed anmd the
new odfivers were expected to be available in a couple of weeks

The Chel stated that eeanutmeat has not been ddfivult bat retention of quality
weodle was bivause the pay scale 14 too Joww A new officer starts as a GS 1 at
RIL MY & vear The only promution opportumty 5 tu a GS-5 at 13360 a year 1t
wos reported that neny of the dificen use this positivn as « “steppng stone” to
atlet govednnienl savaneaes Dunng the Summation Confereénce,. management re
proate] that  tequest lor a specal salars rate to curtad the high tarn e had been
forwarde] to A Central Oltiee

Authotizaten to anstadl tao walk thrn metal detectors has been approved by
VAUO and wre expectad to be an operation ot the man entrances of Buildings 1
atd 1 the very near future The Chiel feeds to adequately man these detectors,
an additional <ix oflivers wall need to be hired

The Chut alsn expresssd a nedt tor a Clesed Circant Telesision sastem 'CTV
Manaciuent stated that they were continaing te evaduate whnh spstem wondd be
the st effex tive tor this tacihity

REGIONALIZATION

This msluad center s one of seven medicad centers that constatute VA Madwal
Destrat 21 Fhe Dirater stted that the MEDIPP program appeared to have a
preal dead of ment Moonding, to the Directar, the program gives each hospatal an
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the district an opportunity to be reviewed, and would continue to be a good process
as long as those involved looked at the whole picture and not just individual needs.

ORIENTATION/PREPARATION OF INCOMING PERSONNEL

New employees are oriented in all phases regarding hospital policies, employee
benefits and duties. A follow up is provided 90 days later to answer a:g questions
the employees may have. Additional orientation is provided by the immediate super-
visor through on the job training.

ADMISSION, OUTPATIENT CLINIC, AND AMBULATORY CARE SERVICE

The Associate Chief of Staff position for Ambulatory Care is vacant. The Acting
Chief, who is also in charge of the Outpatient Clinic in Newark, was on vacation
during the week of the survey.

Discussions with the Evaluation Physician revealed that staffing and space are
adequate. The scheduled clinics and walk-in area are separated. The number and
size of the examination rooms are adequate for both areas. There are no renovations
planned at this time.

Equipment was reported to be in good condition. There were no complaints by the
physicians or nurses in regards to support from management in replacing equip-
ment that had reached its life expectancy.

The emergency room is classified as a class 3. It is staffed with an internist and a
nurse practitioner.

Support services were reported to be excellent. There is a stat laboratory avail-
able on the service.

Outpatient Clinic—Newark.—The physician in charge stated that staffing and
funding were adequate at this time. However, it was noted that there is no backup
in the specialty areas such as neurology, psychiatry, dermatology, ENT, and oph-
thalmology. Should a physician call in 1ll, the veterans would have to be resched-
uled at a later date. TKis was reported to be a problem, particularly with the older
veterans who do not always have a means of transportation to and from the clinic.

It was reported by the physician in charge that the outpatient clinic services were
hmited to service-connected veterans. The only exceptions being made were for spe-
cial eligibility categories such as POWs, WWI veterans, etc,

A total of 30,856 visits was reported for last year. This figure represents over 115
veterans being seen daily. The physician in charge noted that this figure does not
include a forty percent no show ratio. The hours of operation are from 8:00 a.m. to
4:30 p.m., Monday thru Friday. There is no weekend coverage.

All medical services are available with the exception of surgery. All surgical pro-
cedures, even minor surgery, are performed at the main hospital.

Although space and equipment were considered by the physician in charge to be
adequate, many discrepancies were obvious, even to a novice. For example, there is
no telephone in the individual physician's office. For a physician to receive a tele-
phone call, he must be paged through a secretary from the main desk. The mezza-
nine, which is used as a waiting area for pharmacy, offers no means of evacuation
in case of fire except through the pharmacy. The pharmacy is so small and
crumdpcd. it would be a miracle should anyone survive. The x-ray equipment is out-
dated One piece of radiological equipment had been reported down for over six
weeks. All of the waiting areas are small, cramped, and dingy. In fact, the entire
clinic has all the ambiance of a WWII pup tent.

It should be noted, at this point, that management is well aware of the above
mentioned deficiencies as well as many others that have been consistently cited by
JCAH. Unfortunately, management has been left in limbo by VACO and GSA as to
whether the outpatient clinic is to remain in jts present location, be moved to a
more suitable building, or, as suggested by the Inspector General’s Office, moved to
the already overcrowded main hospital that can’t provide parking for its present cli-
entele much less an additional 115 veterans a day. Even 1if space and parkm%_ were
made available, those veterans who depend on dpublic transportation would find it
practically impossible to get to the hospital. Under these circumstances, it is under-
standable why management does not want to spend hundreds of thousands dollars
on equipment and other needs of this clinic until & decision is made.

MEDICAL ADMINISTRATIVE SERVICES (MAS)

The total bed occupancy rate for this medical center during fiscal year 1982 was
82.1 percent. The 876 operating beds, bed occupancy rate, average length of stay and
turnover rate are designated as follows:
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Senvce Operating beds wﬁ‘;’”"’ Am:lzg‘l:yazlh Totoovet 1ate

Nedicine e e e 322 708 8 3604
Surgery . m e e e e 222 851 a 173
Psychiatry . Y 13 36 28 122
Spinal cord injury . N 35 800 100 389
Rehabilitaton . . 20 1060 ug 263
Neurclogy N .. N . 82 95 LF] 5718
Intermediate . . C e 82 91.6 205 _183
Tl .. .. e e e 816 8.1 18 172.5

The 60 bed Nursing Home Care Unit (NHCU) bed occupancy rate was reported to
be 96.7 percent. The average monthly turnover rate for the NHC!J was 3.0.

The Chief stated that MAS is meeting the standards set by VACO pertaining to
anlications for Compensation and Pension Examination (Form 2507). The majonity
of the a%plications are handled through the Outpatienu Clinic in Newark. According
to the Chief, speciality workshops are handled by the medical center.

The planned outpatient visits for last year were 177,910. The actual number of
outpatient visits was reported to be 167,443,

A major complaint registered by the Chief was the inadequate phone system. The
Chief stated that the switchboard was being held together by bits and pieces. Ac-
cording to the Chief, the sytem is in desperate need of being updated and a letter
has been forwarded to the Director of thie medical center requesting another field
survey.

The Chief stated that there were, presently, twelve vacancies in the service. This
includes four supervisory positions (due to retirement) in the Outpatient Clinic. The
Chief further stated that staffing would be adequate if it could be kept at the au-
thorized ceiling.

The following figures designate the numbers of service-connected (SC) and
nonservice-connected (NSC) veterans in each category.

Servce S NSC

Medrine e e e e e e 46 144
Respiratory R o e e h et 6 30
Surgery e 59 144
Psychiatry . RN e e 3 2
KHCU . W e e e 16 4
Al . . [ e e e 1 2
boIe . S - e e e e 3 10
Rehabihitaten . . e e 3 16
Intermediate | .o PN e e e 11 64
Spmal ¢oxd injury " o e e 8 16

Tetal . . . G e e e e 186 514

These figures indicate that a total of 36 percent of the veterans being treated at
this facility are service-connected.

BED SERVICES

Medical Services. —Staffing for medical service was reported by the Chief to be
adequate. There are, currently, vacancies for an oncologist and two G.IL physicians.
During the Summation Conference, management concurred that recruitment for
these positions is actively being pursued.

Expansion of the eleven bed Medical Intensive Care Unit and Coronary Care Unit
{MICU/CCU) has been submitted to VACO. This roljject will redesignate the exist-
ing eleven beds to all MICU, create a new 6 bed CCU, an eight bed cardiology sec-
tion, and two noninvasive beds. The Chier feels the present arrangement is too
small, crowded, and noisy to meet the needs of the patient and staff. Management
stated that this project, which is in the Five-Year Facility Plan, is being evaluated
by Central Office at this time. Considering that the present location is not conducive
:10 quality care, it is hoped that VACO will not hesitate much longer in reaching a

ecision.
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Surgual Service  The Chief of Surgical Service was not available during the
week of the survey. The Acting Chief stated that staffing 1s reasonably adequate to
meet the present workload. There were no vacancies reported.

A project to consvlidate the Surgical Intensive Care Unit (SICU, is outlined in the
Five Year Facility Plan Presently, the SICU is comprised of two separate units. The
worridur connecting the two units allows access to uther areas which has resulted in
vreating heavy traffic. It was reported by the Acting Chief that the existing twelve
bed SICU would be increased to twenty,

The isolation room in the six bed recovery room is being used for storage space.
The Acting Chief stated thut this would be corrected once the Chief’s uffice is moved
to the first floor and the present office is made available for storage. This will be
part of an overall project to expand the operating suite.

All types of surgery are performed by this service except transplantation The
Acting Chief stated that transplantation had been approved but never funded.

There were 3500 surgical procedures performed last year. Of this total 1100 were
minor In addition, 72 open-heart procedures were performed. The Acting Chief
stated that he expected that number to increase.

The operating suite is comprised of six operating rooms and two cystoscopy rooms.
Other than expansion of the suite this spring, no other renovations are planned.

Psychiatry Service—The Chief of this 113 bed service, which includes a 14 bed
Drug Dependency Treatment Unit and a 33 bed Alcohol Treatment Unit, stated 8
beds would be lost due to patient privacy. The Chief feels this is unfortunate be-
cause there is a need for more beds at this medical center, not fewer.

Treatment modalities offered by this service include. psycho-pharmacology, indi-
vidual therapy, group therapy, family therapy, narcosynthesis, hvpnosis, biofeed-
back and a specialized lithium clinic for affected disorders. Electroconvulsive ther-
apy (ECT) is also offered. The Chief stated that ECT is used a- oft.n as once a
month but only on those patients that cannot be helped otherwise.

Staffing was reported to be adequate. There is a vacancy for a psychologist in the
Drug Treatment program. Management js recruiting 1o fill that position.

Of the 12,000 scheduled visits for the Mental Hygiene Clinic (MHC) the Chief re-
ported 9,899 actual visits last year. A special team is assigned to the MHC to per-
form diagnostic procedures for delayed stress. Staffing for the day hospital and day
treatment center is considered to be reasonably adequate.

There are three seclusion rooms on each ward. Restraints are used only when nec-
essary.

Alcohol Dependency Treatment Program (ADTP).—This 33 bed ADTP, which was
started in 1975, is comprised of 48 groups of 8 patients each, The average age of the
veteran was reported to be 46. There are fifteen beds available in the hospital for
detoxification.

The average length of stay for detoxification is five days unless there are some
medical problems requiring a longer term of treatment. The length of the ADTP is
four weeks or 28 days. The staff for this program consists of: 3 Clinical Psycholo-
gists, 1 Physician, 2 Social Workers (Masters), 2 Registered Nurses, 4 Licensed Prac-
tical Nurses, 1 Nursing Assistant; and 1 Secretary.

There are no Rehabilitation Technicians assigned to this program. However, out-
patient graduates come in three times a week and perform this role. The coordina-
tor feels that this group model has been more successfu! than a structured system.

The treatment therapies used in the program consist of. individual, group, family,
educational, recreational, occupational, and corrective. In addition, the patients are
exposed to other modalities such as. manual arts, life skilled workshops lassertive-
ness training, etc.), outpatient group lectures, and weekly Alcohol Anonymous meet-
ings. Antabuse is offered but not encouraged and is only available on a selected
basis Three halfway houses are available for those who need additional assistance
after completing the program.

Upon completing the inpatient program, all patients are required to attend the
outpatient program at least once a week for three weeks. It is hoped that the pa-
tient will continue in the program as long as it is of use to him. Three months after
leaving the program, a follow up letter is sent to measure the continued success of
the program. There were 3,840 outpatient visits reported last geur. There were 200
outpatients on the rolls last year vesulting in approximately 20 visits per veteran.

o one can be readmitted to the inpatient ADTP before a two year period. Outpa-
tients no longer maintaining contact with the program cannot reenter the outpa-
tient program before one year.

Drug Dependency Treatment Program (DDTP).~This 14 bed ward is a locked unit.
In addition, it is completely drug free. Mood changing chemicals such as a sleep or
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nerve medication or methadone are not given vnce the patient has been through
detoxification and has been adimtted to the rehabilitation ward.

The treatment modality for the twenty-une day program evolves around the ‘
Twelve Step Program practiced by Narcotivs Anonymous. This is the same self- |
aware.. s program used by Alcoholics Anonymous. The program works through a |
process of group support, group intervention and confrontution, and progressive edu- }
cation The patients also learn meditation as a nieans of relaxation. Family therapy
is also offered The "POWs" group iparents, offspring, wives and significant others) .
meet five days a week for one hour,

Regardless of whether the patient eventually desires methadone maintenance,
therapeutic community, Narwotics Anonymous, or individual drug free counseling as
his treatment mwdality, the patient must be exposed to the Twelve Step Program in
a sequential manner 11 steps each week) during the twenty-une days. For example,
pativnts why desire methadune maintenance must complete the twenty-one day pro-
gram in order to receive methadone.

The post hospital treatment program consists of visits of no less than once a week
during the first month after discharge. The putients are then required to be seen
twice during the following two months for a total of six weeks.

The average age of the veteran entering the program is 31 years. An approximate
total of 127 of the patients find they need methadune maintenance after discharge.

There were 17,000 visits to the methadone treatment center last year. It was report-
ed that the nuniber of visits has been coming down since starting Narcotics Anony-
mous in February 1981,

The following is a complete list of stalf for this program.

Medical Building 1 Physician, 2 Registered Nurses, 3 Licensed Practical Nurses, 2
Nursing Assistants, 2 Rehabilitation Technivians, 1 Outreach Rehabilitation Techni-
cian, 1 Program Evaluator, 2 Social Workers, 1 Psychologist, 1 Veteran Benefit
Counselor; and 1 Program Coordinator (Chief).

Outpatient 3 Registered Nurses, 1 Social Worker, 3 Rehabilitation Technicians, 1
Assistant Chief; 3 Clerical Workers; and 1 Physician (.5).

Spwal Cord Injurs Service tSCI,—The Chief stated that the average length of
stay for paraplegics is six to nine months and for quadriplegics, at least one year
and in many cases longer.

Equipment was reported to be excellent. The Chief stated that management is ex-
tremely cooperative in replacing or ordering new equipment.

Staffing is considered to be reasunubly adequate. The Chief stated that he would
prefer to have mre registered nurses with graduate degrees because he feels they
would be more adaptable tu a program like this than thuse who have not completed
their graduate work.

In July 1982 a Hospital Based Home Care Program was started. Staffing for this
program is as follows 1 Public Health Nurse, 1 Nurse Practitener, 1 Physician, 1
Physical Therapist; and 1 Spinal Cord Injury Technician.

The Chief stated that the program is working extremiely well and felt it will prove
to be cust effective. It should be noted that from 12-19 SCI patients have been seen
since the program was started.

There is no special vutpatient clinic available. The veterans are scheduled three
to six months in advance to be seen by a physician on the ward.

Treatment mivdalities offered include. Corrective Therupy, Oceupational Therapy,

Manual Arts, Physical Therapy, Recreation, Educational Therapy, Orthotic Clintc,
and Prosthetic Clinic.

Several other actwvities are available such as picnics, social hour, ward parties,
off-station outings, and driver’s training.

A dining room is not available on the ward. A dining out program is offered, “
across campus, in Building 18.

Neurolugy Seruice, —The Chief of Neurology Service was not available at the time
of the survey The Acting Chief stated that the nine physicians assigned to the hos-
pital and the two physicians available at the outpatient clinic were adequate to (
meet the workload All of the physicians were reported to be board certified.

There were no prublems reported with the support services. Equipment was also
reported to be in excellent condition.

The Acting Chief stated there were no backlogs at this time. It should be noted
that the Acting Chiclf mentioned that it is unfortunate that nonservice-connected
veterans could not continue to be seen after one year because it breaks up the conti-
nuity of care.

Rehabilitation Medic.ne Service (RMS). —The Chief of Rehabilitation Medicine
Service (RMS) was not available at the time of the survey. The program coordinator
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stated that vverall statting is adequate to meet the present workload. However, it
was mentioned that four vacandies exited for physical therapists These positions were
teported to be eatremely difficult to fill. According to the coordinator, the present
wuidelines require a physical therapist to have a current heense within the state as
well as a degree. It was also reported that the private sector offers more competitives
salaries.

Plaus tu renovate this service and increase the number of beds from 20 to 35 are
outlined in the Five Year Facility Plan. This expansion would include two beds for
fuiale privacy. Howvever, sources indicate that under the MEDIPP concept program
4 reduction of the present 20 beds to 16 1s possible. During the Summation Confer-
enue. management stated that the renovation and bed space would be addressed
once the present air conditioning project is completed.

There were no complaints reported about equipment. The Coordinator stated that
manapement had been cooperative 1n keeping up with replacement requests.

NURSING HOME CARFE. UNIT

The Courdinator for the Nursing Home Care Unit (NHCU) stated that an addi-
tivnal JU beds had been proposed for this 60 bed unit. Building 17, located across
trum the present NHCU, 1s the proposed site for this addition Management stated
that the propusal s tn the Five-Year Facihty Plan, but that the area could also be
w~ed for intermediate beds. However, it should b noted that the waiting list showed
25 in the huspital and 91 outside of the hosputal ..ith an average waiting time of six
wwonths Further discussion of the need for nursing home beds can be found under
Sceial Work Service.

The average age of the residents was reported to be 70 years old. The oldest resi
dent is 96 and the youngest is 40,

There were 16 Categury 1 residents on the NHCU during the survey. The remain-
der of the categories were as follows:

Number of

Category restdents
L e ————— 2

I ... 1§

IV s nemtnron 2

A tutal of 5% residents were on the unit. One Category I and one Category 111
were absent and ill in the hospital.

Staffing for the uniit was reported by the Coordinator to be adequate. Overall cov-
viage is considered to be pood and there is always at least one registered nurse on
duts duning the night shift. In addition, a full-time physician is available to the
unit

The ambiance left a lot to be des,red However, the Coardinator stated that new
{uttistuns, curtains, and puintings were to be dehvered shortly. Furthermore, the
Coordinator noted that the unit was to be repainted.

MEDICAL SUPPORTIVE SERVICES

Jeadiwology und Speech Pathology Service.~The lucation of this service is consid
ved to be very poud, huwever, the Chief stated that overall space is extremely
vtatnped. A pinot wnstruction progedt to renvvate the existing space is outlined in
the Five-Year Facility Plan for fiscal year 1984,

Aveording to the Chief, staffing for this service is not adequate for speech patholo
wists The Chief feels there 1s 4 need for two additivnal speech pathologists and one
~vtetary. The folluowing s a hist of the un-station staff. 3 Full time Audiologists, 2
Full timie Speech Pathulugists, 2 Secretaries, and 1 Chief specializing in Audiology
and Speech Pathology)

A tutal of DO visits s being projected for fiscal year 1983, Last year combined
it vsits totaled 2280, In addition, this eatended service issued approximately
~00 hearing aids.

I'he Chief nuted the actual Life expectancy for clinic equipment seemed to be
Shotter than the standard set by VACO. The Chief feels because of its high usage,
eyuipiient needs to be teplaced every three to five years. In addition to replacing
eyuiptent, the Chiet feels there 1s a definite need by this service for a video cas
et tewutder fur therapy and teaching. Management stated during the Summation
Conlerence. that vne is guing to be vrdered for the entire hospital and would be
~hated by the individual services. It is huped one will be enough to be shared by the
sevoral services that could make use of a VCR.
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Ophthalmology Optometry Service 15 a separate section under Surgical Service.
The following is the list of personnel of this section. 1 Chief-Ophthalmology Section
(part-time); 2 Attending Physicians (part-time); and 1 Consultant.

It was reported that an additional ophthalmologist is needed to help handle the
workload in the clinics.

Among various categories of treatment are cataract, glaucoma, and reconstruction
surgery for inpatients Laser surgery, refractions, eye glasses, and contact lens are
amaag those services offered on an outpatient basis.

Some of the equipment reported to be in need of replacement included an exami-
nation chair, a ceiling mounting for the operating microscope, diagnostic contact
lenses, indirect ophthalmoscope and an irrigation/aspiration machine for cataract
surgery. Management stated that this need was being addressed.

Pharmacy Service.—Unit Dose is still not available at this facility. The Chief
noted that a proposal for the program has been at Central Office for some time, but,
there has been no reference made as to when, or if, Unit Dose would be implement-
ed According to the Chief, an additional twenty-four pharmacists would be needed.

Staffing for Pharmacy Service is considered adequate. In addition to the fifty-five
on staff, eleven volunteers are utilized.

A total of 427,105 prescriptions was dispensed during fiscal year 1982, Of this total
forty percent were reported to be mailouts with a turnaround time of 48 hours. The
processing time for those prescriptions filled at the window was reported to be, on
an average, 45 minutes.

It should be noted that the Chief stated that at least 45% of those prescriptions
filled last year were refills. It is hoped that with the newly installed call-in system,
the waiting time at the window will be further reduced. Under the new system, the
veteran merely has to call in the day before and his refill will be ready when he
comes to the pharmacy the following day.

AH patient profiles were reported to be intensely reviewed. A patient consultation
room is not available nor is there space to provide one. The Chief stated that, if
necessary, the veteran is invited into the supervisory area for consultation on the
effects of the veteran’s medication.

The Chief feels that computerization of this service would provide a broader and
more complete patient profile. Furthermore, it would provide a more sophisticated
system for detecting drug abuse and preventing drug interaction. The Chief also
feelsthat quality assurance would also be greatly improved.

Nursing Service —The Chief of Nursing stated that staffing is consistently improv-
ing The Chief noted a need for twenty additional Registered Nurses (RNs) for inter-
mediate care and general medicine and surgery. The Chief also noted that recruit-
ment is always ongoing for critical care nurses and that these were the hardest pos:-
tions to fill.

The turnover rate for RNs was reported to be fifteen percent or two percent below
the national average. The turnover rate for Licensed Practical Nurses (LPNs) was
reported to be approximately twenty percent. To compensate for a low core ratio of
nonprofessional staff, a special class to train nursing assistants (NAs) has been de-
veloped The program lasts six weeks and consists of classroom activities as well as
on-the-job training. The trainee starts as a GS-3 and is promoted to a GS-4 in six
months After one and a half years the NA is eligible for promotion to GS-5. All
further promotions are merit level raises.

A major problem reported by the Chief was the need for adequate ward clerk cov-
erage on weekends and evenings. This is a nationwide problem and one that needs
to be addressed by Medical Administrative Service at VA Central Office.

There are four affiliated nursing schools available to this service. As many as
forty students are on station at a time. Also, it was reported that graduate students
from Seaton Iall assisted in geriatrics.

Social Work Service.—The Chief of Social Work Service stated that all but two of
the thrity eg;ht social workers assigned to this service have their Masters. Staffing
is considered to be fairly adequate and there were no vacancies reported.

There are only twenty-two nursing homes available in the area for referrals.
VAMC East Orange is in competition with the primary service area of New York
and Philadelphia, which has made it even more difficult to refer veterans patients,
according to the Chief.

A total of 119 veterans presently reside in these twenty-two homes. The average
daily cost per patient is SSE. It should also be noted that a maxiri.um of $70 per day
is available to this service.

A Residential Home Care Program is not available to the veterans of East
Orai ;e The Chief stated that his staff could not find any homes in the area that
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could pass the Natiwnal Safety Features. Of the 122 inspected, only four meet the
standards.

Approximately 500 veterans are seen through Hospital Based Home Care HBHC.
The Chief believes that more veterans could be seen but additional employees would
have to be added to the present staff. In addition to the HBHC started in 1974, an
HBHC was started in July 1982 for the Spinal Cord Injury Unit. The Chief stated
that an excellent team had been developed for the program and that the sixteen
patients involved were pleased with the results.

ANCILLARY SERVICE

Duetetic Service.—The Chief of Dietetic Service stated that the Pellet System for
food conveyance has been used for several years. There have been complaints from
the patients about the temperature of the food, even with this system. It should be
noted that the meal eaten in the dining area used by the NHCU and ADTP was
only moderately warm. The Chief stated that the major problem with temperature
control was the long distance between the dining area and the main kitchen located
across the campus in the main hospital. However, it was suggested, during the Sum-
mation Conference, that the steam tables in the dining area be checked for faulty
heating elements or to check on the initial delivery time, because, when the second
choice was delivered much later in the lunch hour, the food was piping hot.

Selective menus are available only to patients on the Spinal Cord Injury Unit. A
second choice is offered to all others.

Currently, 800 patients, volunteers, and interns are fed daily. A total of forty per-
cent of the meals served are convenience items. According to the Chief, forty-five
ggrsc:nt of the meals served are modified. The raw ration cost was reported to be

Equipment is considered to be in excellent condition. A total of ten new convec-
tion ovens was installed one and a half years ago. In addition, a new dish~vashing
unit has been added.

The Chief stated that staffing is adequate for this service. There are sixteen dieti-
tians available. There were no vacancies reported.

Chaplain Service.—There were no vacancies reported. Staffing for this service is
considered adequate to meet currenv workload. The personnel ceiling was last up-
graded in June 1982,

Overall funding, including travel funds, is considered to be adequate. There has
been a slight increase in funds for this fiscal year.

Chaplain Service is administratively under the Associate Director. The Chief of
the service is included in all executive staff ineetings.

It was reported that the Chaplains are receiving the seriously .ll list on a timely
basis. The telephone operator does maintain a chaplains on call list.

The Chapel is eastly accessible to the elderly and the handicapped and there are
ample directions to its location. Adequate space is provided for consultation.

Recreation Service.—The Chief stated that staffing for Recreation Service is ade-
quate at this time. There was one vacancy reported for a recreation therapist. The
on station staff consists of. 4 Recreation '%:herapists, 1 Music Therapist {part-time),
and 1 Chief.

NTherl((z is also a full time recreation therapist assigned to the Outpatient Clinic in
ewark.

Space is considered to be critically tight. However, the Chief stated that due to
the lack of space throughout the facility, what space had been made available was
appreciated. It was also reported that the auditorium was made available to this
service only after 4.30 p.n. during the week and all day on weckends except Sunday
morning when it is used for church services.

There are two buses available for offstation activities. However, only one is
wheelchair accessible and can only accommodate five wheelchair patients in addi-
tion to 17 ambulatory patients. The other mini bus can accommodate 19 ambulatory
patients only.

Veterans Admunistration Voluntary Service (VAVS).—There are thirty-five organi
zations on the VAVS committee. These organizations are represented by 650 regu-
larly scheduled volunteers. These volunteers contributed 57,000 hours in 1982.

The American Legion has 213 volunteers who have contributed 753 hours during
the first quarter of this year. The 216 American Legion Auxiliary volunteers donat-
ed 804 hours during the same period.

The American Legion VAVS Representative is Mr. Anthony Faschetti. His depu
ties are Mr. Edward Kenny and Mr. Gene McVeigh. The VAVS Representative for
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The American Legion Auxihary s Mrs. June Juiiwszewsk and Mrs. Mane Scalercio
is her deputy.

1. CONCLUSIONS

The existing separated Surgical Intensive Care Unit needs to be recognized as a
vnitical deficiency The proposal to consolidate the unit will eliminate the present
unnevessary traffic and provide a more stable ¢nvironment for the patient’s recov-
ery. In addition, this project will increase the bed capacity of this SICU from 12 to
20 beds. When cunsidering that this is the unly facility within the distnct providing
open heart surgery as well as having an average bed occupancy of over 85%, this
increase would seem to be more than justified.

The present location and condition of the Outpatient Clinic in Newark is shame-
ful, deplurable, and hazardous. Should VACO continue to lease this space from GSA,
leaving all uf the existing deficiencies unchanged, then the medical center will have
tu continue to face the prospect of significant and further erosion of morale and
services. The effectiveness of the clinic must be recognized as an integral part of “he
hospital’s mission.

The implementation of Unit Dose will contribute significantly to improving the
services of the inpatient pharmacy. Although space is at a premium for this facility,
management is prepared to begin the program once funding has been approved.

There is o definite need to redesignate the existing eleven bed Medical Intensive
Care Unit \MICU). Coronary Care Unit (CCU) to all MICU beds and create a new six
bed CCU. The uverall impression of the present unit was of Grand Central Station
at peak times. There 1s, at times, literally no room to maneuver and worst of all, the
noise is deafening Any improvement over the existing conditions could only en-
hance the quality of patient care.

Scardity of land hus made it increasingly difficult for management to provide
ample parking for the veterans and employees. The solution seems clear enough,
when there 15 nu lunger any ruum tu move horizontally than move vertically. A
high rise parking garage would alleviate the current congestion and daily frustra-
tions.

V. RECOMMENDATIONS

Background data and assessment on the following recommendations for this
VAMC will be found in the Observation and Conclusion sections of this visitation
report

1. The American Legion strongly recommends that the propused consolidation of
the Surgical Intensive Care Unit be approved and funded and that adequate person-
nel be made available to support it.

2 The American Legivn recommends that the current Medical Intensive Care and
Cor(;mary Care Unit (MICU. CCU) be redesignated and a new six bed CCU be crc
ated.

3. The American Legion recommends that VA Central Office make an immediate
decision on the disposition of the Outpatient Clinic located in Newark.

{. The American Legion recoramends that funding and adequate staffing be au-
thorized for the implementation of Unit Dose.

3 The American Legion recomimends that VACO make an on-site visit to deter-
mine the locativn and approve the cunstruction of a high-rise parking garage.

VETERANS ADMINISTRATION MEDICAL CENTER VIsIT STATISTICAL REPORT

Location: East Orange, NJ.

Medical Center Director: Peter Bnglio.

Asgistant Medical Center Director: Frank Taylor, Jr.

Chief of Staff: Oscar Serlin, M.D.

Medical school affiliation. University of Medivine and Dentistry of New Jersey.

o Fealyr

1983 1982
Bed capatity . 942 942
Operating beds \ 816 816

) Avarage daly
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' T
E 1983 1982
Inpatent census (FYTD) ..... 1) 126
Outpatent visit (accumulative first quarter) - 21910 110401
Waiting hst:
Senice-CONNEd.... - o vuuesrnme - ereseene . 0 0
b Nonservice-connected 0 0
S
k)

VA FORM 10-10 APPLICATIONS FOR MEDICAL CARE

Received last fiscal year: 25,829,

Number of applications accepted: 24,503.
Number of applications rejected: 1,326.
Applications for medical care received this fiscal year: 6,351.
Number of applications accepted: 5,802.
Number of applications rejected: 549.

Total medical center personnel (FTE): 2002.
Core ratio: 1.69.

Stalff physicians (FTE): 133,

Consultants on the rolls: 225

Attendings on the rolls: 99.

Residents: 109.

Medical students: 50.

Physician extenders: 0.

MAJOR PERSONNEL SHORTAGES

Physicians (FT by specialty):

Registered nurse: .

Licensed practical nurses:

Nursing assistants; .

Others: Physical Therapists, Radiology Technicians.

Scheduled for admission {(service-connected): 0.

Scheduled for admission (nonservice-connected): 0.

Summaries pending: 335 (As of January 20, 1983). L.

Total number of requests for disability evaluation examinations (2507) on hand
which have not been completed and returned to VA regional office: 0.

Operating beds in nursing home care units: 60.

FUNDS

Average cost per patient day: $207.79.

Average cost per outpatient visit: $65.00.

Average cost per NHCU day: $124.09. ]

Average cost per patient day in community nursxng homes: $48.42.
Medical center budget allocation (this fiscal year): $18,814,278.
Medical center budget allocation (last fiscal year): $75,104,341.

VETERANS ADMINISTRATION OUTPATIENT CLINIC VisiT STATISTICAL REPORT

‘ Date of information: January 26, 1983.
Location: Newark, NJ.
Clinic Director: (Acting) S. Einhorn, M.D.
Chief of Staff: Oscar Serlin, M.D.

STAFF

Total outpatient clinic personnel (FTE): 98,

Office of Director: 4.

Medical personnel:

Full-time: 13.

Part-time: 5.

Administrative personnel 43—See attachment A.
Physicians (FTE by specialty): 15~Sce attachment B,
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Registered nurses: 3.

Licensed practical nurses: 0.

Nursing assistants: 2.

Others: 11 Pharmacy; 5 Prosthetics; 4 Laboratory, 4 Social Work, 1 Supply, and 6
Radiology.

Fiscal year staff visits cumulative to date: 14,961.

Same period preceding year: 14,051.

Fiscal year fee basis visits cumulative to date: 4,924.

Same period preceding year: 8,180.

VA FORM 10-10 APPLICATIONS FOR MEDICAL TREATMENT

Received last fiscal year: 1021,
Number of applications accepted: 1021.
Number of applications rejected: 0,

VA FORM 10-10 APPLICATIONS FOR MEDICAL TREATMENT

Received this fiscal year to date: 277.
Number of applications accepted: 277.
Number of enplications rejected: 0.

REQUESTS FOR DISABILITY EVALUATION EXAMINATIONS (2507)

Received during previous month: 437 + (839 pending end of November).
Disposed of during previous month: 581,
Pending end of previous month: 695.

FUNDS

Average cost per outpatient visit: $65.00.

Outpatient clinic budget allocation (this fiscal year): Not available.

Outpatient clinic budget allocation (last fiscal year): Not available.

Key personnel vacancies. 1 Pharmacist, 2 Psychiatrists, 1 Recreation Therapist, 4
Physical Therapists, 1 Police Officer, 1 Associate Chief of Staff (Ambulatory Care), 1
Supervisory Clerk; 3 Clerks; 2 File Clerks; and 1 Physician.

STATE OF NEW JERSEY,
DEPARTMENT OF COMMUNITY AFFAIRS,
Trenton, NJ, October 4, 1984,
House Select Committee on Aging,
Human Services Subcommittce,

The New Jersey Division on Aging has had 27 years of experience in the business
of aging We were created legislatively some eight years before the enactment of the
Older Americans Act and the establishment of a federal office on aging. We are
proud of the foresight of those who created our division, as the agency of New
Jersey State Government to plan and coordinate a network of services and pro-
grams for our older population.

We certainly want to begin by expressing our appreciation to the Committee for
the opportunity to submit testimony regarding a truly critical situation.

In New Jersey, there are 960,500 veterans of all wars. Of this total, there are
10,500 veterans of World War 1, all of whom are older than 80 years, and 418,800
veterans of World War II who average 64 years of age. Veterans now make up
12 9¢% of the total population of New Jersey, and 26% of the male population.

By the year 2000 we anticipate approximately 857,000 veterans of all wars of
whom about 64% will be over 65 years of age. This total, 541,000, will be 46% of
New Jersey's total 65+ population estimated to be 1.86 million. This will be nearly
a fourfold increase in the percentage of veterans among those 65 and older and rep-
resents a tremendous challenge to the Veterans Administration and to the New
Jersey Division on Aging.

The range of responsibilities may or may not change significantly for either the
Veterans Administration or the New Jersey Division on Aging, but the rapidly
rising volume of individuals with increasing need for support will require greatly
expanded resources and new techniques to manage the resources. There must be an
immediate start in research and study to anticipate and identify the coming prob-
lems and needs and to inaugurate new channels of coordination between the Veter-

«
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ans Mdautustrativn, the State Diviston of Veterans Prugrams and Speual Services
within the New Jersey Department of Human Services, and the aging network.

The Division un Aging viguruusly supports the establishment of a §eruntologn.al
research center at the Veterans Admunistration faality in Lyons. New Jersey tu
begin the above process.

In wdditivn, as the dusignated central ugency in New Jersey State Government for
the planning and wurdinativn of programs and services fur all older persons. the
Divisiun un Aging lovks furward to develuping u furmal memorandum of under-
standing with the Veterans Adinimistrativn in New Jersey und the State Division of
Veterans Programs and Speual Servives. No eligible veteran should be deprived of a
weeded servive because the aging and.ur veteran's network cannot respond to the
growing need A cuoperative agreement by the Veteruns Administration, the State
Divisiun on Aging, and the State Division of Veterans Programs and Special Serv-
s, un the level and quality of support necessary to provide the highest degree of
response, is our goal. Veterans deserve nothing less than this.

Thank ‘vou for this opportunity to speak about the challenges, and hopes, for our
divisiun We are well aware of t{w coming problem, and we ﬁope the Congress will
continue 1ts positive response to provide some of the necessary resources.

ANN ZAIORA,
Director, New Jersey Division on Aging.

SOURCES

"NJ Rewsed Total & Age & Sex Population Projections—1985-2000" from Office
of Demographic and Economic Analysis, Department of Labor (7-83).

“Population Estimates for N.J." ODEA—Department of Labor (9-83).

“Veteran Population” Veterans Administration, May 1984,

SeN1or CiTIZENS oF MANVILLE, INC.,
Manville, NJ, August 17, 1984

Congressman MattiEw J. RiNALDO,
Ranking Minority Member, Select Commuttee on Aging, House of Representatives,
Washington, DC

HoNoRrABLE CONGRESSMAN RinaLpo. 1 sincerely thank you for the op(;))ortunity to
submit a statement and. or brief for inclusion in your field hearing—*Older Veter-
ans. Growing Numbers, Changing Needs,” August 27, 1984, in Bound Brook.

The plight of the veteran is not too unlike that of todays older citizens. A basic
need for the older vet.ran is housing, where he can be cared for in his remaining
days of life. Many today suffer a variety of ailments that directly or indirectly
relate to their months of service. I refer to those minimal afflictions one may not be
wncerned with at the time of occurance, skin ailments, arthritis - starting with
cold, damp conditions in the field, not evident until later in life, minor wounds or
injuries that in later years, restrict the full activity of limbs and joints of the veter
an, depressive neurosis, stress disorders, etc. .

A few years ago, the Veteran's Administration, i1ssued an identification card for
outpatient treatment, to those veterans with a 30% or greater disability. If a veter-
an does not have such an 1.D. card, he in most cases, must seek relief through the
usual means—namely, his personal physician.

If the veteran requires hospital care—the cost of & room, according to a U.S De-
partment of Labor statistics, rose 508% since 1967. Since 1977, the costs rose an-
other 90.2%. These exhorbitant costs led to many personal bankruptcies.

Even if the veteran has good basic hospital and major medical coverage, there
may be deductibles and co-payments, that could wipe one’s savings out, after a seri-
vus illness. Many veterans, with or without 1.D. cards, cannot gain admission to a
veteran's hospital, because of limited beds available. More beds are indeed needed,
along with more efficient, updated equipment and with qualified personnel. Because
of prohibitive health care costs, where a veteran cannot get into @ vet's hospital, he
lies home in bed and suffers, because he just cannot afford the exhorbitant medical
and hospital costs, Hospital and doctors services have been rising double and triple
the overall rate of inflation. Medicare, ugon which the veteran is also dependent, is
expected to become insolvent by 1990 and to pile up deficits thereafter, unless quick
remedial action is taken soon. .

With the upcoming national election, it is evident that our legislators in Washing:
ton do r.ot choose to belabor doctor's, medical and hospital costs. Hospitals should
become more effictent. States should take action to estnglish a reasonable ceiling on
income. Perhaps, the Federal Gavernment should place some restrictions on hospi
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tals Doctors should now b compadied to aceept medicare rates as payment sn full
fur huspital care and treatment in the docter's offive. We are badly in need of cost-
control legislation in this regard.

Some veterans even alter admittance to a veteran’s hospital, who may require
sungery, get o reledse and go to a wommunity hespatal wat much greater costs because
of conditions in the V' A Hospital i 1nadequate and untramned help, unclean
conchtions, attitude of workers, cte

I won't go intu the vverall economucs of the veteran's daily hife. 1 stated in my »
ficst few words “The veteran’s plight is not tov unhike that of todays older utizen.” -
In the case of the veteran, however, the continuing cscalation of the Federal defiat
budget has hurt imimensely  Entitlenient programs for the veterans have salfered v

ureatly The veteran hnows that he tov must realize the country's econonue condi-
tins The escalativn of the budget is due to spending and lack of sensible taxing,
lwp holes  promised tu be taken ware of, but always left as is, escape areas for lurge
corporations, etc.

We feel one item tahen away two years ago - the 8300 burial allowance, should be
restured Adequate provisions should be mrade to wsure enough burial plots for the
veteran,

It just secms, that when cutbacks are vnacted, as 1n so many entitlement pro-
urams, the cdderly, which includes the veteran, are most and quichest affected.

In conclusion, T would like to list some items the Veteran's of Foreyn Wars, of
which erganization 1 am a member pledge:

“Not only to nuuntain the Veterans Administration as an independent agency
primuridy charged with the care and well-being of veterans, but, also. to elevate the
Adninitrator of Veterans Aflfairs to cabinet level.”

“That, nu nativna! health insurance plan will be approved which would, or could,
invade the VA hospital and medical care system.”

“That, nv revrgamization plan will be submitted which would abuhish in whole, or
in part, any of the functions of the VA and its programs, or transfer any function or
program to any other agency.”

“That, a realistic budget for the VA will be propesed to maintain the integrity of
the VA hospital and medical care system and the entitlement and benefit pro-
grams.”

“That, no honurable discharged veteran who served in our Armed Forces during a
period of war ur hostility in need and seeking medical care will be dented that care
by the VA ™

“That. we will actively support legislation to resolve the problems of World War
I seteruns expused to wiiang radiation and Vietnam seterans suffering frum her-
bicide exposure ™

“That. we will reject any proposal to elinunate or reduce wmpensation pay ments

to veterana with service wonnedted disabilities or addittionad alluswances paid for
their dependents ™

“That, we will pursue improvement in the Veterans Adnunistration’s pension pro-
gram for veterans in need due to their nonservice connected disabilities.”

“That. we will give serious consideration to granting 2 opecial pension to World
War | veterans and their widows."”

“That, we will reject the Grace Commission’s propusal to alter the way in which
the VA dispuses of repussessed humes when veterans default un insured loans.”

“That, to expund the VA natwnal cemetery system more rapidly so that a veteran
will be provided a final resting place in u national cemetery in his or her own State
reasonably near his or her survivors.”

These are the Veterans of Foreign Wars platform views, sent to buth the Demo-

cratic and Republican convention platform committees. s
Apair, a sincere thank you for the opgortunity to express sumne of my views. Also

a most sincere thank you for your personal interest in the concerns of the people

you represent in Washington. L}

incerely,

Frank StermNsky, President.

&
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