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IMPLEMENTATION OF CAREGIVER
ASSISTANCE: ARE WE GETTING IT RIGHT?

FRIDAY, MARCH 11, 2011

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

The Subcommittee met, pursuant to notice, at 10:00 a.m., in
Room 334, Cannon House Office Building, Hon. Ann Marie Buerkle
[Chairwoman of the Subcommittee] presiding.

Present: Representatives Buerkle, Stearns, Bilirakis, Roe, Run-
yan, Michaud, Carnahan, and Donnelly.

OPENING STATEMENT OF CHAIRWOMAN BUERKLE

Ms. BUERKLE. I want to begin by thanking all of you in attend-
ance this morning for joining us for the very first hearing of the
Subcommittee on Health of the Committee on Veterans’ Affairs.

I also want to take the opportunity to say thank you on behalf
of our Nation to all of the veterans in this room. We live in the
greatest Nation in the history of mankind because of the service
and the sacrifice of our veterans. Please allow me, on behalf of a
grateful Nation, to say thank you to all of you this morning.

I am honored to have been chosen to be the Chairwoman of the
Health Subcommittee. And I am very pleased that my colleague,
Mr. Michaud, has been selected to be the Ranking Member.

Mr. Michaud has a distinguished history of service and support
to our veterans, and I look forward to closely working with him to
ensure that those who have so honorably served our country re-
ceive the highest quality care that they so much deserve. I know
he shares my conviction that the very least we can do for our vet-
erans who put themselves in harm’s way is to ensure that they
have excellent health care.

We are joined on the Health Subcommittee, and I will go through
the whole list of Members. I will mention those who were here
first, Mr. David Roe from Tennessee, and Mr. Cliff Stearns from
Florida. We have Ms. Corrine Brown of Florida and Mr. Michaud
from Maine.

Not here yet is Mr. Gus Bilirakis from Florida, Dr. Dan Benishek
from Michigan, Mr. Jeff Denham from California, Mr. Jon Runyan
from New Jersey, Mr. Russ Carnahan from Missouri, and Mr. Joe
Donnelly from Indiana.

I am so pleased with the wealth and the diversity of knowledge
and the experience that they all bring to this Subcommittee. I am
confident that the work we are going to do will be in the best inter-
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est of veterans and have a real and positive impact on the daily
lives of our brave veteran heroes and their loved ones, which brings
us to the matter that we are here to discuss morning.

Each one of us serves on this Committee because of a deep re-
spect and admiration for the service and sacrifice of American vet-
erans. Each of us serves on this Subcommittee, because we recog-
nize the importance of ensuring that our veterans have access to
high quality medical care to help them cope with the wounds of
war and readjust to civilian life. Each of us here has a respect for
the U.S. Department of Veterans Affairs (VA) health care system
as it stands and a fervent desire to make the system even better.

At the same time, we recognize that no matter how good a health
care system is, it can only go so far. We can and we must provide
the highest quality of care for our veterans. But regardless of how
hard we try, nothing, can equal the love and support given by a
family member.

Some family members are with us this morning. In our audience
is Sarah Wade and Patty Horan. Sarah is the full-time caregiver
for her husband, Ted, who was injured in Iraq when his Humvee
was hit by an improvised explosive device (IED). Patty is a full-
time caregiver for her husband, Pat, who suffered from a gunshot
wound during his service in Iragq.

If T could ask you to stand, we would like to acknowledge you
and thank you for making the trip here this morning. Sarah and
Patty have been there for their husbands day in and day out
through every up and every down in the course of their recovery.
Because of their commitment to their husbands, they have sac-
rificed jobs, hobbies, and personal free time.

Last year, Congress passed Public Law 111-163 to ensure that
family caregivers like Sarah and Patty wouldn’t also have to sac-
rifice their financial stability or their own health.

Congress intended for these benefits to be available by January
30th of this year. However, the Department of Veterans Affairs has
failed to comply with the law and has yet to implement the care-
giver assistance program.

Even more unfortunate, when the VA finally released its initial
implementation plan on February 9th, it was immediately met with
consternation by lawmakers and stakeholders who raised serious
concerns about strict eligibility criteria and other issues, including
the provision for respite care, mental health coverage, and in-home
monitoring requirements.

It is my fervent hope that this morning we will bring these
issues to light and uncover the necessary changes, and those
changes will be made by the VA to ensure that the benefits Con-
gress intended and veteran and family members expected and so
deserve are provided without further delay.

Again, I thank you all for being here this morning. I look forward
to a very positive and productive discussion.

At this time, I now recognize my colleague and Ranking Member,
Mr. Michaud.

[The prepared statement of Chairwoman Buerkle appears on
p. 28.]
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OPENING STATEMENT OF HON. MICHAEL H. MICHAUD

Mr. MicHAUD. Thank you very much, Madam Chair. I want to
congratulate you for being elected to your position as Chair of the
Subcommittee, and I think it is definitely a very good bipartisan
Committee. We work very well together to make sure that what we
do in the Committee that we ultimately take care of the veterans
and the caregivers. And I think you will find over the next 2 years,
that the Committee staff, both on the Republican side and Demo-
cratic side, work very well together. So congratulations. I look for-
ward to working with you.

And T also want to thank you for holding this hearing today. The
goals of today’s hearing is to identify the gaps in the implementa-
tion of Public Law 111-163, the Caregivers and Veterans Omnibus
Health Service Act of 2010. We also seek a better understanding
of the VA’s current efforts to meet the needs of the family care-
givers of our veterans.

Public Law 111-163 provides immediate support to the mothers,
fathers, husbands, and wives and other family members caring for
the warrior for the current conflict, as well as previous conflicts.
Today, we have an opportunity to recognize their tremendous sac-
rifice and share the heavy burden that the caregivers give.

As you heard earlier, we do have a couple of caregivers in the
audience. And Patty and Sarah have demonstrated each and every
day that family caregivers are the true backbone of the U.S. long-
term care system. There are more than 50 million people who pro-
vide informal caregiving for chronically ill, disabled, or aged family
members or friends in any given year, so they are to be com-
mended.

Clearly, the family caregivers of our veterans have made great
sacrifices. We have heard from family caregivers who gave up their
jobs, delayed their schooling, or made other sacrifices in their own
lives to take care of their loved ones.

This hearing raises questions about the VA’s current efforts to
help these family caregivers and whether or not there are sufficient
support services available.

Today’s hearing will give the Subcommittee the opportunity to
better understand VA’s implementation plan as required by Public
Law 111-163.

Madam Chair, I would ask unanimous consent that my full state-
ment be entered into the record and I think it is very important
and look forward to hearing the panelists today as we move for-
ward with this hearing.

Ms. BUERKLE. Thank you, Mr. Michaud, without objection.

Mr. MicHAUD. Thank you. I yield back.

[The prepared statement of Congressman Michaud appears on
p- 29.]

Ms. BUERKLE. At this time I would ask our first group of panel-
ists to come to the table.

Thank you all very much. It is my honor to introduce the four
panelists this morning. Starting from my left is Adrian Atizado,
who is the Assistant National Legislative Director from the Dis-
abled American Veterans (DAV). Good morning and welcome.

Next to Mr. Atizado is Ralph Ibson, the National Policy Director
for the Wounded Warrior Project (WWP). Good morning.
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Next to Mr. Ibson is Tom Tarantino, who is the Senior Legisla-
tive Associate for Iraq and Afghanistan Veterans of America
(IAVA). Good morning.

And next to him is Barbara Cohoon, Deputy Director of Govern-
ment Relations for the National Military Family Association
(NMFA). Good morning, and welcome to all of you.

Thank you all for appearing this morning to lend your knowledge
and your expertise on all of these issues. I know that many of you
have been working on these issues for a long time behind the
scenes. I want you to know that the veterans, caregivers, and the
Members of Congress appreciate all that you have done.

I would ask that you would limit your opening statements to 5
minutes and we will enter into the record your complete testimony.
That way we will ensure that everyone has time to ask their ques-
tions.

We will start with Mr. Atizado.

STATEMENTS OF ADRIAN ATIZADO, ASSISTANT NATIONAL
LEGISLATIVE DIRECTOR, DISABLED AMERICAN VETERANS;
RALPH IBSON, NATIONAL POLICY DIRECTOR, WOUNDED
WARRIOR PROJECT; TOM TARANTINO, SENIOR LEGISLATIVE
ASSOCIATE, IRAQ AND AFGHANISTAN VETERANS OF AMER-
ICA; AND BARBARA COHOON, PH.D., R.N., GOVERNMENT RE-
LATIONS DEPUTY DIRECTOR, NATIONAL MILITARY FAMILY
ASSOCIATION

STATEMENT OF ADRIAN ATIZADO

Mr. ATizADO. Madam Chairwoman and Members of the Sub-
committee, I would like to thank you for inviting the Disabled
American Veterans, an organization of about 1.2 million members
whose sole mission is to build better lives for America’s disabled
veterans, their families, and dependents.

We are pleased to testify on VA’s implementation plan for the
caregiver assistance program and whether it meets Congressional
intent embodied in Title I of the Public Law.

First and foremost DAV would like to thank the 111th Congress
and this Committee’s staff for your hard work in passing this law.
It is historic legislation, because for the first time, support benefits
and services will be provided and are being tailored directly for vet-
eran’s caregivers.

Second, while eligibility is a core concern, as was mentioned,
there are other concerns in the implementation plan that our orga-
nization has, and these concerns are in components as well as gate-
way provisions. Further detail on these matters are included in my
testimony and I am sure my colleagues on this panel will speak to
those specifically.

It does appear to many that VA’s implementation plan does not
fully comport to Congressional intent but rather misappropriates it.
Now in that context, the question becomes why in VA’s desire to
provide a clear and consistent guideline to its front line personnel,
did the Department decide to engender what appears to be a more
restrictive standard across these benefits?

This question is a critical one that requires thoughtful consider-
ation. This is to be able to foster a collaborative approach and not
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create an adversarial and divisive environment to solve this very
big problem in front of us today.

DAV would like to acknowledge that VA and the administration
have had to its credit open communications with veteran service or-
ganizations (VSOs) and undoubtedly with other parties as well in-
terested in this matter.

As it stands now, our concern over VA’s implementation plan
only serves as a reference. This is because we have turned our at-
tention to the anticipated Interim Final Rule, the IFR.

Madam Chairwoman, the natural tendency for Federal agencies
in rulemaking is to be intolerant and at times defensive once it
makes a formal rule determination. However, VA has testified be-
fore the Senate that it considers the IFR to be a good start and
that VA is open to suggestions.

The DAV remains cautiously optimistic that the Department will
adjust accordingly to Congressional oversight, especially in light of
its implementation plan and the broad concerns it raised when it
was made public.

We urge this Subcommittee to ensure that VA carries out the re-
quired good faith and serious consideration of post-promulgation
comments from the public on the proposed IFR. Congressional over-
sight is critical in this instance to ensure the IFR is not perceived
as and is not allowed to become an autocratic decision.

Finally, DAV would like to take this opportunity to address three
overarching concerns. One, the original legislation the law is de-
rived from proposed to fragment and rank the veteran population.
This kind of divisive provision works against the leave no one be-
hind. This is a principle, a core belief that defines both military
service and veteran’s benefits.

DAV has a resolution from our membership calling for com-
prehensive caregiver support based on needs of injured and ill vet-
erans of any war. Nevertheless, DAV ultimately supported the com-
promised legislation knowing that it would benefit the newest gen-
eration, but also allow the VA to expand the eligibility to caregivers
of veterans from previous wars.

Two, VA’s budget request for this program for fiscal year 2012
and 2013 is inadequate to meet Congressional intent. As we look
to VA to correct regulatory inadequacies, we also look to Congress
to appropriate the necessary funds for the VA to successfully imple-
ment this program.

Three, ensuring benefits provided by either VA or U.S. Depart-
ment of Defense (DoD) that are aimed at assisting caregivers and
families of severely disabled servicemembers or veterans are not
duplicative, unequal, or otherwise unavailable.

If done properly, a thoughtful inspection followed by a well-struc-
tured alignment of current benefits and support services into a co-
hesive set of benefits could provide the much needed stability dur-
ing an otherwise overwhelming and turbulent time.

Madam Chairwoman, this concludes my statement. I would be
happy to answer any questions you or other Members may have.

[The prepared statement of Mr. Atizado appears on p. 31.]

Ms. BUERKLE. Thank you very much. Mr. Ibson.
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STATEMENT OF RALPH IBSON

Mr. IBSON. Thank you. Chairman Buerkle, Ranking Member
Michaud, Members of the Subcommittee, we greatly appreciate you
holding this hearing and inviting WWP to testify this morning.

And we are very, very pleased that the Wades and Horans could
be here, and I am honored to attempt to speak for them and for
fAhe many, many more who had placed such hope in the Caregiver

ct.

Successful implementation of the caregiver assistance program
and the law is our highest priority this year. But VA’s implementa-
tion plan in our view 1s deeply flawed.

We view the restrictive eligibility criteria to be simply unlawful
and to disqualify caregivers of as many as several thousand vet-
erans, many with severe cognitive and other impairments due to
traumatic brain injury (TBI).

The provisions of the Caregiver Act, indeed Title I of the Act,
sokr)rlle 27 pages long are very detailed, very explicit as to who is eli-
gible.

We, therefore, expect via its implementation plan to closely track
the law. But its criteria not only bear no resemblance to the law,
they are all together inconsistent with it. And let me offer an ex-
ample. A veteran who has sustained a severe TBI in Iraq can now
carry out all activities of daily living but is simply unable to live
independently because of cognitive impairment, impaired judge-
ment, and anxiety when alone in the community. His condition re-
quires that his wife accompany him at all times and manage vir-
tually all of the household affairs, finances, telephoning, medication
management, and other activities. Without a caregiver, the veteran
would need to live in a supervised setting.

But under the VA plan, this veteran would not be eligible, be-
cause the VA criteria require that a veteran be so impaired as to
need hospitalization or nursing home care to be eligible under this
law. As a result under the plan, the spouse would not qualify for
caregiver supports.

Let me stress this is not a difficult law in terms of its eligibility.
The eligibility language is plain on its face. Congress directed VA
to provide specific services to the primary caregiver of the veteran
who sustained a serious injury on or after 9/11, and who needs per-
sonal care services, a defined term, either because of an inability
to perform one or more activities of daily living like toileting or
bathing, or because the veteran needs supervision or protection
based on symptoms of neurological injury or other impairment.

Congress made two specific references in this eligibility section
to traumatic brain injury. First, as an example of what it meant
by the terms “serious injury” and secondly to clarify the kind of
condition that would give rise to a need for supervision or protec-
tion.

Notwithstanding that, VA has proposed additional restrictive re-
quirements that would render most veterans with a severe TBI in-
eligible. This is profoundly troubling, since TBI is not only a signa-
ture wound of this war, it is a signature wound under this law.

Given that VA’s criteria would disqualify a high percentage of
families who should be eligible in our view under the law, we have
particularly focused on those eligibility issues.
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But the plan raises other serious problems, as well. In summary,
it sets unreasonable limits on the scope of covered mental health
services. It goes far too far in our view in requiring routine home
visits every 90 days without regard to whether the caregiver or vet-
eran have had any problems.

And particularly for longstanding devoted caregivers, this kind of
monitoring through frequent home visits is inherently intrusive
and unwarranted. At very least, a reasonable plan would provide
for tapering off the frequency of that monitoring in the absence of
any problems.

Finally, the plan relies on flawed criteria, which fail to take ac-
count of traumatic brain injury for determining the amount of a
stipend.

Madam Chairwoman, the Caregiver Act represents a solemn
promise to spouses, parents, and other family members who devot-
edly care for their seriously wounded loved ones. The plan in our
view would break that promise.

The Administration must not speed through a regulation that
covers only a fraction of those eligible. It must not abandon vulner-
able veterans who cannot live independently because of cognitive or
other deficits due to TBI. It must be faithful, both to the warriors
and to the law.

Thank you for your attention to these deep concerns.

[The prepared statement of Mr. Ibson appears on p. 37.]

Ms. BUERKLE. Thank you, Mr. Ibson. Mr. Tarantino.

STATEMENT OF TOM TARANTINO

Mr. TARANTINO. Madam Chairwoman, Ranking Member, and
Members of this Subcommittee, on behalf of Iraq and Afghanistan
Veterans of America’s 200,000 members and supporters, I thank
you for the opportunity to testify here on implementation of the
Caregivers and Veterans Omnibus Health Services Act of 2010.

My name is Tom Tarantino, and I am the Senior Legislative As-
sociate with IAVA. I proudly served 10 years in the Army begin-
ning my career as an enlisted reservist and leaving service as an
active duty officer. During these 10 years, my family served along
with me. Because of the nature of the wars in Iraq and Afghani-
stan, many families like mine are continuing to serve long after
veterans have left service.

Wounded servicemembers are coming home to the prospect of
having someone care for them for the rest of their lives. And all
across this country family members are stepping up, putting aside
their own lives and plans to take care of these wounded warriors.

Like IAVA supporter Natalie Cobb, she is an example of the self-
lessness displayed by military families across the country. Her hus-
band, Steve, who served in Iraq in 2004, was severely wounded
when a mortar exploded less than 50 feet from his patrol.

Following his deployment, Natalie immediately noticed a change
in his behavior. Natalie remained by his side throughout his long
recovery, and now, over 6 years later, still serves as Steve’s pri-
mary caregiver.

Natalie had to learn to take care of Steve on her own. She navi-
gated the VA by herself. Today, she manages their household while
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taking care of Steve 24 hours a day, and she has not had any res-
pite in over 6 years.

The veterans’ community came together 2 years ago to help Nat-
alie, Steve, and military families like them across the country.
TIAVA and all of the veteran service organizations worked closely
with Congress, military families, and the caregiver community to
craft a law that would meet the needs of these selfless caregivers.

And at the time, we believed that we had accomplished our mis-
sion. The Caregivers Bill was written specifically to apply to more,
rather than fewer caregivers in need of support. Ralph very accu-
rately outlined that it was extremely explicit in the law.

Now we understand the complexity of regulating this program.
We also appreciate that the VA has moved forward on aspects of
the law that didn’t require a lot of regulation. The creation of a
hotline and a Web site for caregivers that provides them with infor-
mation and assistance in accessing benefits is absolutely critical.
Nonetheless, we are seriously disappointed by the regulations for
eligibility.

Along with representatives of our fellow veteran service organiza-
tions, I spent 2 days at the VA this past October discussing how
to make sure that the law was regulated appropriately.

Now at the time, we made it clear that the goal was to ensure
that all caregivers who needed help received it. In real numbers,
we are really not talking about a lot of people here. We are talking
roughly 3,000.

These men and women have given up everything to take care of
their wounded veterans. And it is absolutely unacceptable to short-
change heroes like Natalie at a time when they need our help.

The regulations proposed by the VA are far more limiting than
the bill intended. To be eligible for caregiver benefits, a veteran
would have to be hospitalized if there is no caregiver present.

Now many veterans coming home from Iraq and Afghanistan
might well need constant care. However, they don’t need institu-
tionalization. I want to be clear. Injuries that require caregivers
and hospital care are not necessarily synonymous. And making the
need for institutionalization the threshold for eligibility completely
misses the goal of this legislation.

We told the VA that if they relied on specific definitions of se-
verely injured and the need for institutionalizations as their
threshold for eligibility, then far too many veterans and their fami-
lies would simply not get the support their country promised them.

And the VA’s explanation of why they did not take this feedback
into account is simply insufficient. The VA argues that we, being
the VSOs, “stated repeatedly that the intent of the law was ‘to
avoid having to place a veterans in institutions when home care
was not a viable option.””

And was indeed part of the intent. The main goal, however, was
and remains to support a population of caregivers who are living
in some places with no regular income, no health insurance just so
that they can take care of veterans who can no longer take care
of themselves.

Now is it hard to come up with eligibility criteria and regulate
this law? Yes, it is hard. Does it mean that the only solution is to
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take the easy way out and settle on restrictive criteria? Absolutely
not.

TAVA and our fellow veteran service organizations are more than
willing to work with officials to identify the best criteria. But as it
is now the regulation should not stand.

We would like to see the law implemented properly in order to
give our veteran caregivers the overdue support that they deserve.
But before any part of the law is enforced, regulations on eligibility
must be changed to accurately reflect the intent of the law and to
ensure that we are not as a county leaving anyone behind.

Madam Chairwoman, I am grateful for this opportunity to share
the thoughts of Iraq and Afghanistan veterans with this Sub-
committee. And we look forward working together to solve this
problem. Thank you for your time and attention. I will be happy
to answer questions.

[The prepared statement of Mr. Tarantino appears on p. 44.]

Ms. BUERKLE. Thank you, Mr. Tarantino.

Dr. Cohoon.

STATEMENT OF BARBARA COHOON, PH.D., R.N.

Dr. CoHOON. Chairwoman Buerkle, Ranking Member Michaud,
and distinguished Members of this Subcommittee, the National
Military Family Association would like to thank you for the oppor-
tunity to present testimony.

Our Association asserts that behind every wounded service-
member and veteran is a wounded family. Family members along
with the caregiver are an integral part of the health care team, and
their presence has been shown to improve the servicemember and
veterans quality of life in aid recovery.

We are pleased with the passage of the Caregivers and Veterans
Omnibus Health care Service Act of 2010 that will provide for
training, compensation, and other needed benefits for caregivers.
This law places the VA in an active role in recognizing caregivers’
important contributions and enabling them to become better care-
givers to their loved ones. It is a win-win for everyone involved.

While our Association is extremely appreciative of Members of
Congress for the passage of this landmark legislation, we have
some concerns regarding the VA’s implementation plan not meeting
the intent of Congress or the needs of the caregivers.

The VA has not met the implementation timeline for the care-
giver portion of the law. Every day the VA waits to implement the
caregiver provision means those who care for our wounded, ill, and
injured are going without valuable resources that were intended to
improve the quality of the caregiver’s life and of the life they care
for. It places additional stress on an already strained population.
We cannot afford to put this off one more day.

The VA’s eligibility establishes a much more stringent criteria
than the law dictates. Many of our wounded servicemembers and
veterans have mild to moderate cognitive impairment that requires
caregiver support. But they certainly do not need hospitalization.
The law’s language was intended to capture this population. How-
ever, the VA will exclude them and subsequently their caregiver.

The plan states a servicemember and the caregiver cannot begin
the application process until they receive a date of separation. We
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believe this may not provide enough time for the completion of all
the VA’s eligibility criteria before the servicemember and the care-
giver enter veteran status. More importantly, we are concerned this
may impact the seamless transition of programs and services of the
caregiver.

Currently, the DoD is providing a caregiver compensation benefit
to the servicemember. The law states DoD’s compensation stops 3
months after the servicemember has been medically retired. How-
ever, the VA’s caregiver benefits do not begin until training is com-
pleted and validated by the VA. Therefore, this scenario has the po-
tential to create a gap in monetary compensation and impact the
family’s financial stability.

Waiting until after the receipt of a separation date will prevent
caregivers from being able to obtain benefits early enough in the
recovery process to make a difference. Waiting also impacts the
ability to obtain time sensitive needed benefits. This especially im-
pacts our non-spouse caregivers.

The VA has decided to begin all of the benefits at the same time.
They could very easily begin some benefits much earlier in the
process.

The VA’s decision to delay access to valuable training may force
each Service to begin their own training program. This may cause
each Service’s training program to vary in its scope and practice.
Therefore, it may not meet VA’s training objectives. This could
force the caregiver to undergo two different training programs.

Our Association appreciates VA’s compensating caregivers for
providing direct hands-on medical care. However, the compensation
should also recognize non-medical care.

The plan states it will not include medication to caregivers for
mental health. Therefore, we wonder how the coordination between
the caregiver’s medical provider and the person or entity providing
mental health services will be accomplished.

Caregivers have enough on their plate without having to navi-
gate the travel benefit and the burden of submitting forms. We rec-
ommend the VA should assist caregivers with this benefit.

The VA is not meeting the intent of the law regarding respite
care. The intent was to add more respite care hours to the current
VA policy, not keep the status quo.

The VA also needs to focus on the well being of the caregiver,
making sure they are physically, mentally, and financially stable.
We recommend the VA take a holistic approach to care and include
the caregiver and family when monitoring the veteran. Everyone’s
health and well being is linked together.

The goal is for a seamless transition of caregiver benefits be-
tween DoD and VA. We ask this Subcommittee to assist in meeting
that responsibility.

Our Association would like to thank you for the opportunity to
present testimony today. We look forward to working with you to
improve the quality of life of our veterans, their caregivers, and
their families.

Thank you and I await your questions.

[The prepared statement of Dr. Cohoon appears on p. 46.]
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Ms. BUERKLE. Thank you very much. We will begin questions
now. Each Member will have 5 minutes. I will begin by yielding
myself 5 minutes.

This question is for each of the members on the panel. Based on
your expertise and all of the investigation and work you have put
into looking at this law and its implementation, could each one of
you identify for me what it is that you see as the single most seri-
ous deficit in the implementation of this law? And what your solu-
tion would be for that deficit. And if you just could limit your re-
marks so everyone would have a chance to respond, I would appre-
ciate it.

We will start with Mr. Atizado.

Mr. ATizaDO. Chairman Buerkle, I appreciate that question. But,
again, I have to caution the Committee that eligibility is only one
of a number of gateway provisions in this law.

Certainly if a servicemember and their caregiver or veteran and
their caregiver are deemed eligible and meet other gateway provi-
sions that don’t allow them the appropriate services, then being eli-
gible becomes a moot point in the end.

As the other panelists have mentioned, it appears that VA’s eligi-
bility criteria does raise the bar that a caregiver and veteran must
meet to be entitled or at least considered eligible. And my testi-
mony has a specific example of that.

But I think in all—in all fairness, I believe VA has—VA clini-
cians know what they need to do. And I think we know what
they—we know what we want them to do. And I think there
seem—there may have been a little bit of misinterpretation I think
on both sides.

My point is is that we all have to step back a little bit from this
very emotionally charged situation, reassess ourselves, and come
together on equal grounds, because I fear that no matter what we
say today, if we continue down this path, we will not come to a
very amicable solution.

Ms. BUERKLE. Thank you. Mr. Ibson.

Mr. IBSON. I share my colleague’s view that it is difficult to iso-
late a single factor, because there really are a great many flaws.

But honoring your question, I do think that the imposition of
very, very restrictive eligibility criteria, that are inconsistent with
the law and have the affect of disqualifying three of every four
caregivers who probably should be covered under this law, is the
most profound of the many problems we have discussed this morn-
ing.

Ms. BUERKLE. Thank you. Mr. Tarantino.

Mr. TARANTINO. I associate myself with the comments of Adrian
and Ralph. I think they are absolutely correct. You know, there are
multiple issues with the regulation of this law.

But if we needed to start somewhere, we have to start at eligi-
bility, because that is the first gateway. And, you know, if you
want to look at how to do it I would suggest that they read the law,
because it is pretty explicit. It is, in fact, probably the most explicit
piece of legislation that I have read since I started working in this
field 3 years ago.

But I actually do—and I share Adrian’s term, we need to caution
ourselves that we don’t just stop there. That we have to actually
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look at how this program—how this program is implemented holis-
tically.

And that once if the eligibility criteria is fixed, that we don’t just
stop and say, great, put a win on the board and move on. This is
a very complicated program, and we have to keep looking at it until
we get it right.

Ms. BUERKLE. Thank you.

Dr. COHOON. Our Association feels it has to do with when you
are actually going to be starting the benefits. If it is not started
until all these other requirements are met, it pushes eligibility to
all these benefits until further down the road. And, well maybe,
several months or maybe years into veteran status.

And, we would like to see that started earlier, because our care-
givers need these benefits much earlier in the process than when
they will possibly be getting them.

The VA is also rolling out all the benefits at the same time. So,
we feel that they should be able to start some of the benefits ear-
lier in the process, interjecting them at the time when the care-
giver actually needs them. So, that they have the resources that
they need, have the right skills to be able to provide the care that
they need, and, therefore, the veteran gets the care or the service-
member is getting the care that they need.

So, our concern is the fact that they are waiting until all the
wickets are met before they start any of the benefits. And one of
the major wickets has to be that the veteran has to be receiving
care 100 percent in the home. And many of our servicemembers are
still going through the recovery phases where they might be having
wound revisions or maybe they are having their burns grafts taken
care of.

And, so if we are waiting until 100 percent in-home care, then
that could also delay either of them starting these particular bene-
fits. That would be our concern.

Eligibility also, but starting the benefit is the biggest for us.

Ms. BUERKLE. Thank you very much.

I now yield 5 minutes to the gentleman from Maine, Mr.
Michaud.

Mr. MicHAUD. Thank you very much, Madam Chair. I have a
question for each of the panelists.

If you look at—I know Mr. Atizado mentioned that he doesn’t feel
that it is properly funded. Actually when you look at fiscal year
2010 and fiscal year 2011 there is actually no money appropriated
for the Caregiver Act, and I know the VA requested $166 million.
The Independent Budget actually recommended that just for the
caregiver’s piece that it is $385 million for that provision for fiscal
year 2012. And I believe the Department requested $208 million for
the caregiver legislation. So there is a huge gap between the two.

My question I guess for each of the panelists is why do you think
that gap is so large? I know the criteria is narrowed under the VA’s
proposed rule. But do you have any idea why that significant gap
in the proposal?

And my second part of that question is as the VA went through
this process, I know the VSOs have been involved; to what extent
has the VSOs been involved? And do you feel that the VA actually
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listened to any of your concerns or were you just brought in at the
end of the process and made a few comments?

Mr. AT1ZzADO. Chairman Michaud, thank you for that question.
As far as answering the first part of your question with regards to
the gap between both the appropriated amount or I should say the
amounts dedicated to this program, as you—as all the Members
here know, in the law the authorized appropriation for the law
under Congress’s intent was $60 million for implementation, $1.5
roughly billion, $1.54 billion over 5 years.

VA’s budget request intimates that they estimated about $20
million for implementation. They also request $66 million for sec-
tions 101 through 104 for fiscal year 2012 and then about $70.6
million for 2013.

You know, we have talked about these numbers and these budg-
ets as kind of like a bell weather of where everybody is going. But
what is still unclear to our organization is that 840 or otherwise
850 individuals that the Department of Veterans Affairs has testi-
fied that their implementation plan would provide, we are not real-
ly certain whether we are comparing apples to apples as opposed
to apples to oranges. It would be definitely a question that should
be clarified with the Administration when they come up with the
next panel.

With regard to listening to our concerns, I believe that they did.
The DAYV is aware that the VA operates in a different environment
than all of us, all the rest of us do. Just as here today they may
be listening to us and you may be listening to us, but who knows
what the VA is going to end up with in their interim final rule.
And we don’t know what Congress is going to appropriate for this
program.

So, yes, I believe they listen to us and they continue to listen to
us today. In fact, it has been pretty constant throughout this proc-
ess, maybe not publicly, but certainly there has been communica-
tion.

Mr. IBsON. Thank you as well for the question, Mr. Michaud.

With respect to that gap, the sense I have is that by having set
such restrictive criteria, VA could cover only a relatively limited
number of caregivers and projected only some 840 for next year.
That is striking odds to the projections that were at play when
your two Committees reached a compromise agreement and tar-
geted a number closer to 3,500. So that gap I think accounts for
the enormous disparity in budget figures.

With respect to the dialogue we have had with VA, this law is
really remarkable in many respects. I think as we have said, it is
remarkable for its detail, for the very careful discussion of eligi-
bility, but also for the degree to which stakeholders were to be
brought in to that process.

And from my perspective it has been somewhat disappointing.
We were consulted somewhat last-minute toward the end of VA’s
process. We indeed did have robust discussions for several hours
over the course of 2 days.

Unfortunately, we never had a template with which to work. We
did not have a draft VA implementation plan against which to com-
ment. We did not see a final proposed implementation plan before
it went to the Office of Management and Budget (OMB). We re-
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{nain in the dark with respect to the content of interim final regu-
ations.

I, and I think my colleagues, have offered advice to VA, to in-
clude middle ground proposals. But is as though we had shouted
into a forest. There has been no return to that conversation.

And were this a more transparent process, aligned with what I
think the intent of the law was, we probably would not have the
kind of disparity that we face today. And so I am personally dis-
appointed at that.

Thank you.

Ms. BUERKLE. Thank you.

Mr. Stearns from Florida.

Mr. STEARNS. Thank you, Madam Chair.

Dr. Cohoon, the questions I have are for you. What, if any, serv-
ices does the Department of Defense provide to caregivers? And do
you anticipate the caregiver assistance program in Public Law
111-163 will have any affect on these benefits?

Dr. CoHOON. The DoD does offer a lot of benefits for the service-
member and for the family member. It depends upon if the family
member is a spouse, therefore, qualifies for benefits, because they
are married, or if they—are a non-spouse, as mom or dad or a sib-
ling as what sort of benefits they have access to.

Currently, in the military treatment facilities, those that are on
invitational travel orders up to three are provided on a space avail-
able basis care within a military treatment facility. And, so they
are allowed to get free health care through DoD.

They are also allowed to be able to have the same care through
the VA. So, if the servicemember was getting care in a polytrauma
center, they themselves would also have access to the same care.
We are under the impression that the VA has not implemented this
particular program.

The National Defense Authorization Act 2 years ago included a
caregiver compensation that is paid directly to the servicemember
if they have a caregiver. And, the definition is catastrophically ill
and injured. The amount was originally tied to aid and attendance.

Last year, the National Defense Authorization Act made some
changes to that particular law where it is still tied to the aid and
attendance until the VA comes forward with their particular eligi-
bility criteria and the stipend that they are going to be being paid.
Therefore, they would align a little bit better.

There are several places in which there are some disparities, the
definition within the National Defense Authorization Act as far as
the servicemember qualifying versus the VA. It is injured and ill
and it is catastrophic in DoD. Where the VA it is not clear if illness
is even included. Also too as far as the health care piece, which I
described. Training, if we look at training, the VA is going to be
providing training. But, currently right now DoD is not providing
any training. And, where and when will that start. The stipend will
be the same as far as what the caregiver would be receiving di-
rectly through the servicemember regarding the compensation
piece now the VA has come out with their implementation. There
is some issue as far as mental health services as well, sir.

Mr. STEARNS. Let me follow up. I think in your opening state-
ment you said, “It appears the VA is focused exclusively on the
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care and well being of the veteran rather than making sure the
caregiver is also physically, mentally, and financially stable.”

So I guess the question is this in-home monitoring, is that not
also a benefit to the caregiver who will have many opportunities to
interact with the VA regarding additional needs, and concerns, and
success? And I guess is there a balance that we have to strike here
between, you know, assuring that you have proper and appropriate
care as provided to the veteran and at the same time opportunity
to check on the well being of the caregiver?

Dr. COHOON. Yes, sir. Our organization is asking that the VA,
while they are doing all of this monitoring on the veteran, they
should also be making sure that they are monitoring how well the
caregiver is doing, because it is often shown that the caregiver will
be the last person they will look at as far as taking care of them-
selves, and to look internally when you are the caregiver.

So it is important when the VA is monitoring the veteran they
also have an opportunity to put eyes on the caregiver to see how
they are doing and also making sure that they make recommenda-
tions if they need to go see a doctor or asking are they utilizing
enough respite care.

And, when you read the implementation plan, it dictates as far
as what they are looking for in the veteran. But there isn’t any-
thing in there as far as what they are going to be looking at as far
as the caregiver’s well being.

Mr. STEARNS. For how long of a period is this monitoring by the
VA on the caregiver?

Dr. CoHOON. Well the monitoring doesn’t start until the care-
giver qualifies for the benefits. And then they monitor on three dif-
ferent bases. And I think Ralph alluded to that as far as the
amount of times.

Mr. STEARNS. Okay. Thank you, Madam Chair.

Ms. BUERKLE. Thank you. I yield 5 minutes to the gentleman
from Indiana, Mr. Donnelly.

Mr. DONNELLY. Thank you very much, Madam Chair.

This question is for everyone. In regards to traumatic brain in-
jury or TBI, which is often considered the signature wound of the
Afghanistan and Iraq wars, do you believe the current criteria in
this implementation plan sufficiently understands the nature of
that injury and will enable coverage for our vets who have suffered
this injury?

Mr. Atizado, if you would lead off.

Mr. ATiZzADO. Thank you, Mr. Donnelly.

In my testimony, I outline a number of issues with regards to the
VA’s implementation plan in making sure that veterans, I am
sorry, caregivers of veterans who suffer from traumatic brain in-
juryd are provided the appropriate services and support that they
need.

Generally this is determined by assessing not only the veteran’s
need as well as the caregiver’s need. And it appears that there is—
there was no such tool included in the plan. In fact, the plan talks
about two specific assessment instruments, the Katz Scale and
something called patient behavioral scale. I think anybody who has
worked around this issue is well aware of what the Katz Scale is.
I am not familiar with the patient behavioral scale.
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But there is certainly nothing that would otherwise be able to
capture the needs of the veteran and thus the needs of the care-
giver who is suffering from traumatic brain injury. This is a very
different injury and has very different needs assessment require-
ments from one that is suffering from a physical disability or that
that is suffering from mental health disability.

And I would urge the VA to take this into consideration, because
this is a prevalent injury that servicemembers are suffering from
from wars in Iraq and Afghanistan.

Mr. DONNELLY. Thank you. Mr. Ibson.

Mr. IBSON. Thank you for the question, Mr. Donnelly. I happen
to have spoken the day before yesterday with a single mom in
Texas who has been caring for her son who sustained a gunshot
wound, very like the wound that Representative Giffords sustained.

This young man has regained most of his capacity to carry out
activities of daily living. He can walk; he can bathe himself, toilet,
et cetera. But he cannot be left alone. He cannot be left alone. Now
if this young man were assessed under VA’s criteria, clinicians
would likely conclude that he would not require hospitalization or
nursing home care. So, he would be ineligible.

His mom, 4 years ago, gave up her job, moved from Pennsyl-
vania—well, actually flew from Pennsylvania to Germany to be at
his bedside, relocated to Tampa, Florida, subsequently relocated to
Texas where her health is failing in the strain of caregiving. She
has no income whatsoever.

Mr. DONNELLY. Is the relocation to Texas, because that is the
closest facility that can provide assistance to him as well in the VA
world?

Mr. IBSON. I think she was unhappy with the care that he was
receiving in Florida and moved to Texas in order to get better care.

You know, the concern that I had for her situation and the con-
cern she, of course, has is that under the criteria in terms of need
for nursing home care, as well as the criterion that speaks to the
individual being at high risk for personal safety, which is a pretty
high threshold, he would be deemed ineligible and she would not
qualify for comprehensive supports.

This young man may not be at that high a risk. But he is cer-
tainly well within the meaning of the law, which as I indicated ear-
lier, twice speaks to traumatic brain injury as a point of reference
to make it crystal clear that young men and women as badly in-
jured as he is who have regained physical capacities but cannot live
independently should be covered under the law yet would not be
under VA’s plan.

Mr. DONNELLY. Thank you. I apologize, Mr. Tarantino and Dr.
Cohoon, I am out of time. But we appreciate your answers to that
question. Thank you.

Ms. BUERKLE. Thank you. I yield now to the gentleman from
Tennessee, Mr. Roe.

Mr. ROE. Thank you for yielding. Well, first I want to introduce
a guest I have with me today, Ann Reuschel. Ann, if you would
stand. Ann does my VA work back in the district. Her husband was
a victim of Agent Orange from the Vietham War, and so she has
been a caregiver herself.
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Ann, thank you for being here, the intent of this law in Congress
was to aid people who are assisting wounded warriors. That was
the intent of the law. Not to make it so complicated that nobody
could possibly figure out how to get this help.

I am going to tell you a story, just a brief story, about an encoun-
ter and I said this the other day, a little less in detail, about a vet-
eran’s wife that I saw who was 64 years old. Her husband was shot
through the chest in Vietnam in 1966. This woman, 19 years old
with one child, has taken care of him for 40 years. And this man
would have died, no doubt in my mind about it, had he been left
to an institution or whatever.

I looked at the ten things that she had to go through, medication
management, vital signs, pain control, infection control, nutrition,
and on, and on, and on. She took care of him without any of this
training.

He was told by physicians that his life expectancy probably was
7 years at that time, and I certainly believe it would have—as a
physician I believe this was true, were it not for the unbelievable
care that this caregiver gave.

Now she is 64 years old and is not eligible for Social Security,
because she didn’t have a job during that time. She was taking
care of her family, her husband and her child; and her husband got
to watch their child grow up. So we as a Nation can never repay
her for what she has done. I don’t know how we are going to. But
we are going to try.

I just looked at the minimal amount of money that the caregivers
are given. And it is not a lot of money. Just her caregiving, not the
institutional, the time that he would have been in a hospital that
would have paid for it, is over $1 million. This woman has given
her husband over $1 million in care.

And I say this to these young families out there, because I want
you to understand that there were a group of veterans and their
families who were left alone after the Vietnam War, after World
War II, and quite frankly every war up until today.

It is now time to get this right. And I honestly believe we can.
And I know that is the intent of this Congress, both the Democrats
and Republicans, is to get this right.

I could go on about her, because I think she is one of the true
American heroes of this country. I really believe it. I am getting a
little emotional, but I believe that. I truly do.

So the questions I have, and we can get them answered later in
writing, is how long, and how, and who has to do this training? I
want to know how much of the resources go to the trainers and to
the clipboard carriers and not to the actual caregivers. That will be
for a later panel.

No one visited her home every 90 days. And yet she gave won-
derful care. Why? Because she loved her husband. That is why. She
loved her family. And that is why most of these family members,
as Mr. Donnelly pointed out do this. They do this because they love
their families. And it is time we stopped piddling around, and get
this right, and get these resources to these families who give up
their Social Security, their jobs, and their careers.
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Two years ago we had the folks in for the Veterans Integrated
Service Network (VISN). One young woman was at Duke Univer-
sity and gave up her career to take care of her blinded husband.

I don’t know how much to go into the administration of this. The
absolute majority of this money needs to go to the caregivers, to the
folks out there every day. And this is hard work. I mean the work
that this woman did was bowel evacuation, wound care, and on and
on. Stuff that is really not a lot of fun every day was done because
they love their families.

And I didn’t mean to use all my time giving a speech. But it
meant a lot to me to meet this family. And I see these young family
members out here who are doing exactly that to their families. And
thank you every single day from this veteran to you for what you
do.

And if you have any comments fine or otherwise I will yield back
my time.

Mr. AT1zADO. Mr. Roe, I can certainly appreciate your comments.
And I want to thank you, ma’am, for what you do. Our membership
is predominantly, just by virtue of reality, Vietnam veterans, Ko-
rean, Persian Gulf, other conflicts, and now Iraq and Afghanistan
veterans.

But I have to say we are deeply concerned about the stance that
has been taken on monitoring. I can tell you, sir, ma’am, that mon-
itoring is not intended as a punitive nature. It is not intended to—
it is not intended as a safeguard against those that are well mean-
ing or doing a good job.

In fact, if you look at advocacy groups, grass root advocacy
groups, of caregivers, both of the disability and the aging move-
ment, are very well aware of the necessary—of the need for moni-
toring, for the need for self-assessment. Some of these caregivers
who are extremely committed forget that they have to take care of
themselves. There have to be fresh eyes to make sure that the care-
giver’s well being is attended to. That they themselves don’t forget
about themselves, much less the veterans.

And T can tell you—I can tell you that if there is a proposal to
remove the monitoring aspect of this, which is not only a safeguard
for the veteran and the caregiver, but the credibility of this pro-
gram, I think that would be a very poor choice.

Ms. BUERKLE. Thank you, Mr. Atizado.

Mr. RoOE. I yield back.

Ms. BUERKLE. Thank you. I yield to the gentleman from New
Jersey, Mr. Runyan.

Mr. RUunYaN. Thank you, Madam Chair.

You kind of just talked where I wanted to go. I have had some
personal experiences in my life with care. I had a grandmother who
suffered from Alzheimer’s for 13 years. We went through much of
the same issues, which led me directly to becoming very involved
in the Alzheimer’s Association.

In dealing with that, we talk about monitoring. It is necessary.
But with that, I think we have to be very conscious of the support
aspect to the caregiver. We did talk about being financially stable,
being mentally stable. It is a strain dealing with Alzheimer’s dis-
ease.
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And it relates to what my colleague, Mr. Donnelly, was talking
about and myself in my past career dealing with TBI, with concus-
sive incidents. There is a direct correlation between concussive inci-
dents, dementia, Alzheimer’s, which these are long-term issues.

And ultimately, yes, we did—we did ultimately have to put my
grandmother into a home, because our family could not do it any-
more. But we did everything we possibly could to keep her out of
that situation, because quite frankly she spent her life savings. We
spent her life savings putting her in a home.

And we really have to tackle this and be up front about it, be-
cause it is—the direction I think we are going here in health care
in general, we talk about wellness. We talk about keeping people
in the home, keeping them with loved ones. We don’t talk about the
psychological aspects of having the loved ones home, being in home,
and not being in those clinical situations and quality of life.

And I am going to sit here and tell you that I have experienced
it. I have lived it. I understand it. And we need to fight for it. But,
you know, with the monitoring aspect, there is—it has to correlate
with the training. And the training does adapt, because as we grow
older, our issues change. And I think that is a huge part of it.

And I would like any of you to address how we actually would
go about the training and retraining on a yearly basis to make sure
that our warriors are getting the long-term treatment they need,
because they are going to have a better quality of life being at
home.

Anybody have a comment on how we basically improve our care
that our loved ones are giving our warriors?

Dr. COHOON. As I have mentioned before, the way the VA’s im-
plementation plan is set, none of this starts until after they have
been to the training and then all the benefits start.

When the servicemember is initially injured, the caregiving
starts at that particular point in time. They will cycle in and out
of the hospital. As far as going home for recovery, then the care-
giver at that particular point is going to be giving care at that junc-
ture as well. So, training is going to be taking place all across the
recovery phases of the servicemember and then into veteran status.

So, that is why our Association brought up the concern and the
fact as when do you start the training? And let us make sure that
whatever training is put into place that it is consistent across both
DoD and VA.

So if they are still on active duty that the training is still hap-
pening at that particular point. But whatever they are trained and
given at that point, it is acceptable to the VA when they enter vet-
eran status.

And, how do you go about reevaluating? Our Association asked
that as well, because when you look at the implementation plan,
even though they are monitoring on a regular basis, it doesn’t tell
you how often the caregiver and the veteran are reevaluated for
their activities of daily living and basically the care that the care-
giver is giving to determine if the stipend is then reassessed at
that particular point or stays the same.

Mr. RUNYAN. You really addressed it. And I think it’s—I think
the oversight is more, you know, just checking in to make sure that
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the money—the money is the issue. That is not the issue. The care
is the issue.

And how the warrior actually either progresses or regresses in
their disability, I think really needs to be addressed. And with that
I yield back.

Ms. BUERKLE. Thank you, Mr. Runyan.

At this time, we will ask our second panel to join us. I would like
to thank panel number one for all of your answers and your will-
ingness to testify today. Thank you very much.

Joining us on the second panel is Dr. Petzel, who is Under Sec-
retary for Health for the Veterans Health Administration. Dr.
Petzel is accompanied by Mr. Walter Hall, who is the Assistant
General Counsel from the Office of General Counsel, as well as Ms.
Deborah Amdur, who is the Chief Consultant for Care Manage-
ment and Social Work at the Veterans Health Administration.

Thank you all for joining us today. I know we are all anxious to
get and to hear your testimony, so we will begin. We have been ad-
vised that we are going to have a vote in about 15 minutes.

So, Dr. Petzel, if I could ask your indulgence and maybe keep
your comments brief, so we could at least get to some of our ques-
tions. Any questions we don’t get to we will submit to you in writ-
ing. Thank you very much. And thank you for being here.

STATEMENT OF HON. ROBERT A. PETZEL, M.D., UNDER SEC-
RETARY FOR HEALTH, VETERANS HEALTH ADMINISTRA-
TION, U.S. DEPARTMENT OF VETERANS AFFAIRS; ACCOM-
PANIED BY WALTER A. HALL, ASSISTANT GENERAL COUN-
SEL, OFFICE OF GENERAL COUNSEL, U.S. DEPARTMENT OF
VETERANS AFFAIRS; DEBORAH AMDUR, LCSW, CHIEF CON-
SULTANT, CARE MANAGEMENT AND SOCIAL WORK, VET-
ERANS HEALTH ADMINISTRATION, U.S. DEPARTMENT OF
VETERANS AFFAIRS

Dr. PETZEL. Chairman Buerkle, Ranking Member Michaud, and
now sitting in for him, Congressman Donnelly, before I begin I do
want to recognize the presence of the Wades and Horans, two cou-
ples who really symbolize why it is very important that we get this
piece of legislation correct from the very beginning.

Members of the Committee, I want to thank you for the oppor-
tunity to discuss VA’s implementation plan for the family caregiver
program required by the Caregivers and Veterans Omnibus Serv-
ices Act of 2010.

I am accompanied by, as mentioned, Mr. Walt Hall, the Assistant
General Counsel, and Ms. Deborah Amdur who is Chief Consultant
for Care Management and Social Work. I ask that my written com-
ments be introduced into the record.

Ms. BUERKLE. Without objection. Thank you.

Dr. PETZEL. Servicemembers injured today are surviving injuries
that would have been fatal in past conflicts. We understand how
critical family caregivers are for these veterans. And we know vet-
erans are best served if they can live their lives as independently
aﬁ possible, surrounded by those people that they love and who love
them.

The Caregivers Act enhances VA’s existing authority to provide
for these services for caregivers and will allow VA to provide com-
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prehensive—a rather comprehensive set of benefits and services to
certain caregivers of eligible veterans.

We are fully committed to ensuring that injured veterans and
their families receive these benefits and the support that they
need. There is no better way to express my and all of VA’s commit-
ment than the title of this hearing.

VA must get the implementation of these new caregiver provi-
sions right. We understand very clearly the concerns expressed
here today. Dialogue between VA and Congress is important. And
it is especially important in the context of this legislation.

We have had good discussions with Committee staff this week—
during this week—on the most acute concerns about eligibility and
other issues and we look forward to a continuing exchange with
you and with your staff, again so that we get this legislation right.

My written statement provides a thorough account of our efforts
ti)l develop VA’s implementation plan and I won’t go into the details
therein.

Completing the remaining detailed steps of implementation in a
way that makes the program practicable and clear is no easy task.
But the challenge before us is nothing compared to the challenges
that these caregivers, as symbolized by the Wades and the Horans,
face on a daily basis.

I second the Secretary’s regret that our plan was not submitted
on plan and also that the implementation date set in the law was
ﬁ){t énet. This process has taken longer than any of us would have
iked.

As you know, VA submitted on February 28 a proposed interim
final rule to the Office of Management and Budget. And this proce-
dure will result in faster implementation than had been earlier ex-
pected.

The Secretary has set the mark for getting the program oper-
ational by early summer. But we must not lose sight of what is
most important and that is, again, to reiterate, to get it right.

The success of this effort depends on putting forward standards
that will secure those additional benefits for caregivers of seriously
injured veterans who are in greatest need. These standards must
be able to be applied consistently by our front-line clinicians. And
we have an obligation to be able to explain to an injured veteran
why he or she would or would not qualify for these benefits. Mak-
ing sure these additional benefits are focused on the right care-
givers who are giving so much that is so vital to them.

Our highest priority is delivering world-class health care services
and benefits to our seriously injured veterans, and servicemembers,
and their caregivers.

We look forward to working with Congress, the veterans service
org}?nizations, and all of you, again, to ensure that we get this
right.

Thank you for inviting me to testify today about this incredibly
important and new groundbreaking program. My colleagues and I
are prepared now to answer your questions.

[The prepared statement of Dr. Petzel appears on p. 56.]

Ms. BUERKLE. Thank you, Dr. Petzel.

I am going to yield 5 minutes to Dr. Roe.

Mr. ROE. Thank you, Madam Chairman.
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Quickly, I have watched this now for the third year. It seems
that all the programs that we see are slow, and glacial to get going.

And I know that it is a very complicated program. But as you
clearly pointed out, it is not nearly as complicated as having no
arms or legs, and getting around in your home, or with a traumatic
brain injury where you can’t balance a checkbook and someone has
to be there for you to do that. That is a lot harder as you just
pointed out. I could not agree more.

So why is it taking so long? And, I mean, this doesn’t—this pro-
gram doesn’t seem as complicated to me as many of the programs
that the VA has.

Dr. PETZEL. Thank you, Congressman Roe. I will turn to Debbie
Amdur in a minute to elaborate on this.

But I think the biggest aspect of this is that it is a completely
new concept for us. We have never been engaged in the business
of providing a stipend to somebody who is providing caregiving
services.

And developing the regulations for this, getting all of the correct
input before the regulations are actually in place, takes a long
time. I apologize as I had before for the fact that we are so late
in doing this. But I think the fact that this was new and it required
relatively complex regulations is part at least of the explanation.

Mr. ROE. We have regulations now for home health care people
that go in. It looks to me like it would have been fairly simple to
look at those and say there is some criteria there that would have
been pretty easy.

I think we micromanage this down to what if, I think the intent
of Congress was to provide this to as many families. And I think
right now, just like in the Housing and Urban Development-Vet-
erans Affairs Supportive Housing (HUD-VASH) Voucher Program,
we found out we have 11,000 vouchers out there and yet still have
homeless veterans.

So I think what you are going to find out with this is that there
is going to be a lot more need than we thought. But we don’t even
know what that is now, because it is so hard for people to get in.

As Mr. Tarantino pointed out, the gateway is eligibility. But that
is just the first step. So we really don’t know right now how many
people. And do you know how many people have applied or how
many have to date?

Dr. PETZEL. Of course, there hasn’t been an application period
yet, Congressman. But we have an estimate of somewhere between
750 and 1,000 people would probably be applying or would be eligi-
ble under the way the criteria are presently delineated.

Mr. ROE. Well I guess that seems like an awfully small number
to me in a country with millions of veterans. It seems to me like—
I bet it will be 10, or 20, or 30 times that many.

Dr. PETZEL. Well—

Mr. ROE. Unless the criteria is so narrow that they don’t qualify.

Dr. PETZEL. But first of all we have defined this as people—the
result of the present conflict. So all of the other era veterans would
not be considered in that group to begin with.

And I will ask Mr. Amdur if she can elaborate briefly on the eli-
gibility criteria and perhaps the number of people.
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Ms. AMDUR. Thank you. As a clinician who has many years of ex-
perience in the field working directly with disabled veterans and
their family caregivers, I would like to say firsthand that I do rec-
ognize that the kinds of incredible sacrifices that these family
members make. And it is really an honor to be here with Sarah
Wade and Patty Horan who are two examples of this.

I can tell you also that VA is fully committed to ensuring that
this important benefit gets to the families of our most seriously in-
jured servicemembers and was very concerned to hear the interpre-
tation that we would not be covering veterans with traumatic brain
injury.

When we put together the eligibility criteria, we brought forward
subject matter experts from across VA, including leadership of our
Federal Recovery Coordination Program, our polytrauma programs,
traumatic brain injury programs, and so forth. And there was sig-
nificant recognition of the challenges that are faced by family mem-
bers caring for individuals with traumatic brain injury.

And so without a doubt, our intention is that those individuals
will be included and eligible if you have an individual who requires
supervision to remain at home.

I would like to also say that the eligibility criteria were created
in a context really of VA’s wide range of existing in-home services
that are designed specifically to support veterans and families,
keeping them at home, and avoiding at all costs the possibility of
institutionalization, because we know that—

Mr. ROE. Not to interrupt, but my time is about up. In July if
we have this same Health Subcommittee meeting again, will there
be families getting help?

Ms. AMDUR. Our intention is that we are fully operational early
summer. Yes, sir.

Mr. ROE. So we are going to be able to have resources going out
to family members who take care of wounded warriors this sum-
mer?

Ms. AMDUR. That is our intention, yes.

Mr. ROE. Guaranteed?

Ms. AMDUR. We know how important—

Mr. ROE. Which will be 6 months later than it was supposed to
be. But if we can get it done then so they will have some time cer-
tain, that would be good.

And my time is up. So I will finish by just saying that no institu-
tion, I have practiced medicine for—I have been a doctor for 40
}iears. No one will give you better care, loving care, than your fam-
ily.

Ms. AMDUR. I agree wholeheartedly, sir. Thank you.

ll\{ls. BUERKLE. Thank you, Doctor. I will yield now to Mr. Don-
nelly.

Mr. DONNELLY. Thank you, Madam Chair.

Dr. Petzel, the VA plan calls for routine home visits about every
90 days. And so after a while, you know, three, four visits, you see
there is a pattern, everything is the same time after time.

Do you think that there could be a framework put in place to
perhaps make it every 4 months after that or every 6 months after
that, or do you think it is necessary to stay on the 3-month visit
schedule?
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Dr. PETZEL. Congressman Donnelly, I certainly think that that
can all be looked at. The purpose of those visits are primarily as
sort of training and checkup if you will, episodes. They are not
meant to be punitive. They are not meant to be, you know, looking
out for trouble particularly. We really would like to have them be
an opportunity to talk with the caregiver, talk with the patient
about how things are going. See if there are new and other things
that need to be done.

Certainly after a period of time it may not be necessary to do it
four times a year. I think we would want to periodically have a sys-
tem to ensure that there isn’t deterioration in the patient that
needs further and other kinds of training on the part of the care-
giver but absolutely. We don’t necessarily have to stick forever to
four times a year.

Mr. DONNELLY. Yes. And that is where I was going to go next
was what you had just mentioned, which is in between visits. What
kind of support structure are we going to put in place so the care-
giver can call and say, I am really struggling this month?

Dr. PETZEL. Let me turn to Ms. Amdur, and she can go I think
briefly again through what other supports are available.

Ms. AMDUR. We do think that a—

Mr. DONNELLY. I can’t hear you.

Ms. AMDUR. We think that a key component of the program is
direct support to caregivers. That is really what this is all about.

So VA has put a full-time caregiver support coordinator position
at every VA medical center and their role will be to ensure that
the caregivers have a direct line to someone who is able to respond
immediately to their needs, link them to the appropriate resources,
and so forth.

In addition, we are instituting through these caregiver support
coordinators, support groups, education and training that will hap-
pen in group formats, all of which are geared directly at providing
support to the caregiver.

In the training that will be part of the overall program, we have
included modules in the core curriculum that focus on stress man-
agement, self care for caregivers, and also things like advocacy,
legal issues, and so forth, because we know how very challenging
those can be for caregivers.

Mr. DONNELLY. Dr. Petzel, getting back to the TBI issue. It is so
tricky to know exactly how they are going to turn out or where it
is going to go. How will you determine in cases where you are not
sure whether or not they will be included in providing this assist-
ance?

As was heard in the first panel, the fellow was talking about the
mom taking care of her son and that physically it didn’t look all
that different, but that he couldn’t be alone. How are we going to
make those calls?

Dr. PETZEL. Well, thank you, Congressman. In the implementa-
tion plan, we talk about the concept of if someone cannot live safely
by themselves, and that is a fundamental you are in, you are eligi-
ble. If you cannot be safely left home alone, that in and of itself
is going to be—make you fundamentally eligible for the program.
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I am not quite sure where the misinterpretation of what is in the
interpretation plan. But we anticipate that large numbers of TBI
patients are indeed going to be eligible for this program.

Mr. DONNELLY. Because it is my expectation that what you see
on first blush is obviously not going to be always where a lot of our
veterans who are struggling with TBI will be the next day, or the
next week, or the next month.

Dr. PETZEL. Correct.

Mr. DONNELLY. So if we could just keep an open mind on that,
I would appreciate it.

Thank you very much, Doctor. And thank you for all you have
done for our veterans over the years. I have met with you many
times. And I know the veterans of my district and all our districts
are appreciative of the hard work of all of you folks.

Dr. PETZEL. Thank you.

Ms. BUERKLE. Thank you, Mr. Donnelly. I am going to yield 5
minutes to Mr. Roe.

Mr. ROE. Just one question, did you say that there was a care-
giver at every VA medical center?

Ms. AMDUR. We have instituted a caregiver support coordinator
position at every VA medical center.

Mr. ROE. Okay. Let me stop right there—

Ms. AMDUR. Yes, sir.

Mr. ROE [continuing]. And then do some math. There are 154 of
those in the country?

Ms. AMDUR. That is correct.

Mr. ROE. You have 1,000 people. That is one for every six people
we are going to have in this program?

Ms. AMDUR. One of the things that we feel very committed to is
that we provide services to all era veteran’s caregivers. And so
these positions will not only be assisting directly those who are eli-
gible for this particular benefit, but will be doing support, edu-
cation, and training activities for the caregivers of all era veterans.
So we anticipate they will have actually a very busy schedule doing
so.

Mr. RoOE. Okay, thank you. I yield back.

Ms. BUERKLE. Thank you, Dr. Roe.

I will yield myself 5 minutes just for some questions since they
haven'’t called the vote yet.

As we chatted when you first entered and I came to the meeting
this morning, we mentioned that I am a registered nurse and I
have been involved in health care for many years. And I too, like
Members of the Committee, have lived up close and personal with
a family member. I had a sister who was quadriplegic for 25 years.
My mother cared for her at home. So I know up close and per-
sonal—the immense sacrifice that the family makes to make that
decision, the benefits that the patient derives from it, and the fact
that it affects the entire family.

So I am sitting here this morning, and I am so concerned that
we are talking so much and we are not going to get this done. Time
is of the essence.

When a family is frustrated or overwhelmed with the prospect of
what they need to give—to keep that patient at home, to keep their
loved one at home, and the ramifications of the decision to keep
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them home, they need us then. They don’t need us talking about
early summer.

So I guess my question to you is what assurance can you give
us? We heard early summer. But what assurance can you give us
that we will make this a priority, will figure this out, and will get
it done?

Because as was mentioned by the Committee Members earlier,
home health care is not new for the VA. But giving assistance to
home health care members, and home care assistants, and the
whole theory of home health care is not new. It is not like we have
to reinvent the wheel. We just need to apply it to our veterans who
need this care, and this help, and assistance so dramatically.

So what assurance can you give us that we are going to proceed
with the utmost pace and get this done by early summer so we can
begin getting family members into this system? And we can do for
our veterans to get this thing done.

Dr. PETZEL. Well, Madam Chairwoman, you have my absolute
promise and assurance that we will get this done by summer. That
we will by early summer be paying people to provide care in the
communities.

This is part of the reason why I think it is very important that
right now we get this right. About 95 percent of what we need is
already done. And I think people generally agree on most of those
points.

There are three or four areas where we need to develop a con-
sensus as to how we should move forward. If we can get those
things cleared and if they entail some change to the interim final
rule, we can get that done and meet that timeline.

So I absolutely hear your angst about the time, and we share it.
We want to get this done as quickly as possible as well, and we
will.

Ms. BUERKLE. Thank you. Do you have any idea when you will
get the findings of the interim rule?

Mr. HALL. The plan is 60 days from the time. OMB had 60 days
from the time that we provided them with the draft rule, which
would be about May 1st. And it would go into effect 30 days later.

[Mr. Hall subsequently submitted the following information:]

Mr. Hall would like to amend that statement to convey that if OMB ap-
proves the regulation for publication as an interim final rule, it will go into
effect on the date specified in the regulation, expected to be on the date of
publication.

Ms. BUERKLE. Thank you. Anyone else on the Committee have
any questions?

We also discussed this morning my visit to our veterans hospital
in Syracuse. And I was so impressed with the satisfaction of the
patients there and the commitment that the staff had during our
meeting.

I mentioned to Secretary Shinseki that it was apparent to me
that for the veterans and for all of the health care providers in the
medical center, it was a mission and not just a job to them.

I hope that as a result of this hearing we will make this our mis-
sion to get this bill done, to do what is right for our veterans, and
for their families.
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So I thank you all very much for being here today, for you taking
the time and giving us your testimony. I will allow 5 days for the
Members of the Committee to submit any questions or opening
statements for the record.

And with that, thank you again for appearing here today. This
hearing is adjourned.

[Whereupon, at 11:27 a.m. the hearing was adjourned.]



APPENDIX

Prepared Statement of Hon. Ann Marie Buerkle, Chairwoman,
Subcommittee on Health

The Subcommittee will come to order.

Good morning. I want to begin by thanking all of those in attendance for joining
us today at the first Subcommittee on Health hearing of the 112th Congress.

I am honored to have been selected to serve as Chairwoman of this important
Subcommittee and I am pleased that my friend, Mr. Mike Michaud of Maine was
designated by his colleagues to serve as the Ranking Member.

Mr. Michaud has a distinguished history of support for our veterans and I look
forward to working closely with him to ensure that those who have honorably served
our Nation receive the highest quality care. I know he shares my conviction that
that is the least we can do for those who willingly put themselves in harm’s way
to protect our freedoms.

We are joined on the Health Subcommittee by:

Mr. Cliff Stearns of Florida,

Mr. Gus Bilirakis of Florida,

Mr. David Roe of Tennessee,

Dr. Dan Benishek of Michigan,

Mr. Jeff Denham of California,

Mr. Jon Runyan of New Jersey,

Ms. Corrine Brown of Florida,

Mr. Silvestre Reyes of Texas,

Mr. Russ Carnahan of Missouri, and

Mr. Joe Donnelly of Indiana.

I am heartened by the wealth of diversity, knowledge, and experience we have
among us and I am confident that the work we do here will have a very real and
positive impact of the daily lives of America’s brave veteran heroes and their loved
ones—which brings us to the crux of the matter before us this morning.

Each of us serves on this Committee because of our deep respect and heartfelt
admiration for the service and sacrifices of American veterans. Each of us serves
on this Subcommittee because we recognize the importance of ensuring that those
same veterans have access to high quality medical care to help them cope with the
wounds of war and readjust to civilian life. Each of us has respect for the VA health
care system as it stands and a desire to make the system even better.

At the same time, we recognize that no matter how good a health care system
is, it can only go so far. We can—and should—provide the highest quality care by
the highest quality physicians and therapists in the highest quality facilities. But
nothing can equal the support provided by a loving and loyal family member.

Some of those family members are with us this morning. In our audience is Sarah
Wade and Patty Horan. Sarah is a full time caregiver for her husband, Ted, who
was injured in Iraq when his Humvee was hit by an Improvised Explosive Device.
Patty 1s a full time caregiver for her husband, Pat, who suffered from a gunshot
wound during his service in Iraq.

Sarah and Patty has been there for their husbands day in and day out through
every up and every down. Because of their commitment, they have sacrificed jobs,
hobbies, and free time.

Last year, Congress passed Public Law 111-163 to ensure that family caregivers
like Sarah and Patty wouldn’t also have to sacrifice their financial stability or their
own health.

Congress intended for these benefits to be available by January 30th of this year.
However, the Department of Veterans Affairs (VA) has failed to comply with the law
and has yet to implement the caregiver assistance program.

Even more unfortunate, when VA finally released its initial implementation plan
on February 9th, it was immediately met with consternation by lawmakers and
stakeholders who raised serious concerns about the strict eligibility criteria and

(28)
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other issues, including the provision for respite care, mental health coverage, and
in-home monitoring requirements.

It is my hope that during today’s hearing we will bring these issues to light and
the necessary changes will be made by VA to ensure that the benefits Congress in-
tended and veteran and family members expected are provided without further
delay.

Again, I thank you all for being with us this morning. I look forward to a very
productive discussion.

Mr. Michaud you are now recognized for any opening statement you may have.

———

Prepared Statement of Hon. Michael H. Michaud, Ranking Democratic
Member, Subcommittee on Health

Thank you, Madam Chair.

I would like to thank you for holding today’s hearing. The goal of today’s hearing
is to identify the gaps in the implementation of Public Law 111-163, the Caregivers
and Veterans Omnibus Health Services Act of 2010. We also seek a better under-
standing of the VA’s current efforts to meet the needs of family caregivers of vet-
erans.

P.L. 111-163 provides immediate support to the mothers, fathers, husbands, and
wives and other family members caring for warriors from the current conflicts, as
well as previous conflicts. Today, we have the opportunity to recognize their tremen-
dous sacrifice and share their heavy burden.

I would like to recognize in attendance today Ted and Sarah Wade, as well as
Pat and Patty Horan. Army Captain Pat Horan is from Springfield, VA, and was
part of the Stryker Brigade at Ft. Lewis in Washington State. Over 4 years ago,
Pat sustained a gunshot wound to the head in Iraq, leaving him completely and to-
tally disabled. Pat has made major strides in his rehabilitation, and all along, his
wife Patty has been by his side.

For the last 6 years, Sarah Wade has acted as her husband’s primary caregiver
and case manager. In February 2004, her husband, Army Sergeant Ted Wade, was
in Iraq when his Humvee was hit by an improvised explosive device (IED). Ted was
one of the first major explosive blast polytrauma cases from Operation Iraqi Free-
dom, and Sarah suspended her studies to serve as an advocate and caregiver for
her husband.

Thank you all for your service and sacrifice to this Nation.

As Patty and Sarah demonstrate each and every day, family caregivers are the
true back-bone of the U.S. long-term care system. There are more than 50 million
people who provide informal caregiving for a chronically ill, disabled, or aged family
member or friend in any given year.

Studies of the general family caregiver population show the real adverse financial
and physical toll that caregiving has on these individuals. For example, women fam-
ily caregivers are more than twice as likely to live in poverty. Also, family caregivers
report having a chronic health condition at twice the rate of their non-caregiver
counterparts and those who provide 36 or more hours of weekly caregiving are more
likely to experience symptoms of depression and anxiety than non-caregivers. In the
end, this has serious implications for our veterans. In order to ensure that our coun-
try’s heroes receive the highest quality of care from their family caregivers, it is im-
portant that we arm them with the right tools and offer appropriate supportive
services so that they are less apt to be overwhelmed by the difficult day-to-day reali-
ties of being a caregiver.

Clearly, the family caregivers of our veterans have made great sacrifices. I have
heard from family members who gave up their jobs, delayed their schooling, or made
other significant life-changing sacrifices in order to be by their loved one’s side. This
raises questions about the VA’s current efforts to help these family caregivers and
whether there are sufficient supportive services in place.

Today’s hearing will give the Subcommittee the opportunity to better understand
the VA’s implementation plan as required by Public Law 111-163. As many of you
may be aware, there are numerous concerns, including:

e The delays in the rollout of the implementation plan. This law required
a plan for implementation that was due to the Committee in November 2010,
with full implementation of the program in January 2011. However, the VA is
only now preparing regulations—which will have to undergo a lengthy public
comment and approval process—and there is still no definitive date when vet-
erans and caregivers will begin receiving the services required by P.L. 111-163.
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e Second, the narrowing of criteria for eligibility of these benefits. VA has
put forth in the regulations, criteria that would seriously limit access to the sti-
pend and health care benefits for caregivers that the law was intended to in-
clude. The law was written in a way to allow for about 3,500 caregivers who
would be eligible for the program, while the regulations narrow the eligibility
to about 800 to 1,000. Specifically it outlines as one of the “clinical eligibility
requirements” that without ongoing caregiver support, the veteran would re-
quire hospitalization, nursing home, or other institutional care.

e Finally, moving forward. These setbacks increase my apprehension towards
VA’s capabilities to successfully implement the caregivers program. This is a
major concern, and we will continue to actively engage VA as we move forward
with a plan that is more in line with the intent of Congress.

Madam Chair, the implementation of the Caregivers and Veterans Omnibus
Health Services Act of 2010 demands our immediate attention. I hope that it is clear
to our panelists before us today that by making this our first hearing of 2011, we
demonstrate the importance of the subject at hand.

This hearing provides the VA with an opportunity to present clear details to our
Subcommittee about where the VA currently stands with regard to the implementa-
tion of the new caregiver requirements. Our goal continues to be that veterans and
their caregivers are ensured these critical benefits.

——

Prepared Statement of Hon. Gus M. Bilirakis

Chairwoman Buerkle, Ranking Member Michaud and Members of the Sub-
committee: I want to thank you for calling this hearing today to learn more about
and evaluate the implementation plan for the caregiver-assistance program estab-
lished in Public Law 111-163 (the Caregivers Act).

When family members, loved ones and friends willingly put the needs of a wound-
ed veteran above their own by becoming a primary caregiver, it is clear that the
wounded and disabled veterans are not the only ones who suffer. Veteran caregivers
often sacrifice careers, social lives, and responsibilities in order to ensure that their
loved one can receive care and recover at home. The men and women who selflessly
support our wounded soldiers in this manner are as heroic to me as our men and
women in uniform, and I am grateful to them for their service.

Congress recognized the myriad sacrifices that veteran caregivers make by pass-
ing the Caregivers Act into law in 2010. This legislation was originally designed to
provide supportive services and comprehensive assistance for family caregivers of
veterans. However, the VA’s implementation plan for the law contains troubling
new criteria that could limit the scope and inclusiveness of the program. It is very
worrisome that the VA would seek to restrict a program customized to support our
veterans and their caregivers. Additionally, the VA’s continued delay in the roll-out
of the caregiver assistance program is extremely frustrating. Veteran caregivers
have waited long enough; to ask them to wait longer for the benefits we promised
them, which will help them provide better care to our wounded veterans, is simply
unacceptable.

I look forward to hearing from the witnesses today on how we can ensure that
this legislation retains its Congressional intent. Thank you.

————

Prepared Statement of Hon. Silvestre Reyes

Thank you Chairwoman Buerkle and Ranking Member Michaud for bringing this
issue before the Committee today. And thank you to the members of the panel for
your service to our veterans and for being here today. It is always the goal of the
members of this Committee to ensure that our Nation’s veterans receive the finest
care possible once they leave the service. With that goal in mind, we passed the
Caregiver’s Assistance Act. We intended to extend the benefit provided by the De-
partment of Defense to our military’s brave men and women who sustained injuries
serving this great Nation. These injuries include not only external physical wounds,
but also internal and psychological ailments that can result from military service.

It is a great concern to me and my colleagues that 9 months after enactment of
this law, the program has not been implemented. I understand this is a complex
program with many considerations, but this is not a new program in military health
care. In fact this is simply meant to ensure soldiers, sailors, airmen and marines
receive the same level of care and compensation they received will under Depart-
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ment of Defense medical care. For this reason, I am in disbelief that the VA could
not create a plan to extend this care in less than 9 months.

Like many new programs, the legislation governing this initiative is not perfect.
Many people for whom we intended to provide support to have been excluded from
the benefits they deserve. I hope today’s dialogue will give us a clear path to cor-
recting the shortcomings of the current Caregivers Legislation.

Thank you Madam Chairwoman and I yield back the balance of my time.

——

Prepared Statement of Russ Carnahan

Chairwoman Buerkle and Ranking Member Michaud, thank you for holding this
needed hearing to address the Implementation plan of the Caregivers Assistance
Program.

As you know more than 50 million people in the U.S. provide some type of care
giving for a chronically ill, disabled or aging family member or friend. Our Nation’s
caregivers typically provide financial support and physical care for those who have
severe chronic health conditions.

Included in the group of individuals that rely on caregivers to help them with
their day-to-day functions are our some of our most severely wounded veterans.
That’s why it is important that during this implementation stage of the caregiver
assistance program, we must work in tandem with each other to get it right.

Caregivers are depending on us to develop a concrete and cohesive plan that will
meet their needs by providing financial/physical assistance but also keep them in
a position to continue providing the best care to their loved ones. Caregivers not
only play a critical role in recovery and maintaining quality of life for the veterans
but without them the VA could face a tremendous burden in providing direct care
to those many veterans that depend on family caregivers. It is my hope that through
implementation of the caregivers assistance program, we can begin to payback our
debt to the individuals who are committed to a lifelong responsibility of providing
care to those so desperately in need.

To all the witnesses and panelist with us—thank you for taking time out
of your busy schedules to appear before us. I look forward to hearing your
testimony.

———

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

Madam Chairwoman and Members of the Subcommittee:

On behalf of the more than 1.2 million members of the Disabled American Vet-
erans (DAV) and its Auxiliary, thank you for inviting our organization to submit
testimony for this important oversight hearing. We appreciate the opportunity to
offer our views on the Department of Veterans Affairs (VA) implementation plan for
the caregiver assistance program and whether it meets Congressional intent em-
bodied in Title I of Public Law (P.L.) 111-163, the Caregivers and Veterans Omni-
bus Health Services Act of 2010.

As this Committee is aware, Title I, which was enacted on May 5, 2010, contains
reporting requirements for VA with prescribed timelines to include the following:

1. Not later than 180 days after the date of enactment (November 1, 2010), VA
was required to submit a report to the House and Senate Veterans Affairs’
C}?mgnit‘;ees an implementation plan for subsection 1720G(a)(1), as amended by
the Act.

2. Within 270 days of enactment (January 30, 2011), VA was required to initiate
the programs required by (a) and (b) of section 1720G of Title 38, United States
Code, as amended.2

3. Not later than 2 years after the effective date (January 30, 2013), two reports
must be submitted to the House and Senate Veterans Affairs’ Committees:

a. A comprehensive annual evaluation on implementation;3
b. A report on the feasibility and advisability of expanding the provision of
caregiver assistance under section 1720G(a) of title 38, United States Code,

1P.L. 111-163, Section 101(b).
2P.L. 111-163, Section 101(a)(3).
3P.L. 111-163, Section 101(c).
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to caregivers of veterans seriously injured in the line of duty prior to Sep-
tember 11, 2001.4

Unfortunately, VA did not meet timeliness requirements for either submission of
an implementation plan or the commencement of assistance and support services for
caregivers. The annual evaluation report and the report on expansion of caregiver
assistance, however, can be submitted at any time prior to January 30, 2013.

While the caregiver assistance program’s date of prescribed implementation could
be viewed by some as optimistic, caregivers of severely disabled veterans largely
view this timeline as appropriate considering how long they have willingly cared for
their loved ones with little to no relief from VA.

On February 28, 2011, VA submitted to the Office of Management and Budget an
Interim Final Rule (IFR) to speed the Federal rulemaking process to implement, not
all, but certain provisions of P.L. 111-163 by early this summer. Madam Chair-
woman, the natural tendency for Federal agencies in rulemaking is to be close-
minded and defensive once they have made a “final” rule determination. Although
VA considers the IFR as a good start and has indicated it is open to suggestions
as to the scope of the benefit to be provided,5 DAV is cautiously optimistic the De-
partment will adjust accordingly to Congress’ intent, in light of its initial interpreta-
tii)n C(lmtained in the VA’s implementation plan, and the broad concerns raised by
that plan.

In this matter, we urge this Subcommittee to ensure that VA exhibits the re-
quired good faith and seriously considers post-promulgation comments from the pub-
lic, including the concerns of our community. Congressional oversight is critical in
this particular instance to ensure the IFR is not perceived as and is not allowed
to become, an autocratic action.

Before addressing our organization’s evaluation of VA’s implementation plan,
DAV wishes to highlight four items that best describe the wide gulf that exists be-
tween the intent of Congress and VA in this program.

Assuming VA’s budget request for Sections 101 through 104 of P.L. 111-163 is
based on the cost of its caregiver implementation plan, VA requests $65.9 million
for Fiscal Year (FY) 2012 and $70.6 million for FY 2013. Even by any reasonable
estimation of growth in VA’s version of the caregiver assistance program, this fund-
ing request falls well short of Congress’ authorized appropriation of $60 million for
the first year and $1.542 billion for the subsequent 5 years.6 In addition, VA also
recently testified the implementation plan would serve only 840 caregivers as op-
posed to the 3,500 caregivers Congress intended to cover with this legislation.

DAV is concerned that in its zeal, VA has developed a plan that may well aban-
don most of those caregivers the law was intended to aid and support.

Eligibility:

P.L. 111-163 prescribes eligibility criteria that a veteran or servicemember must
meet before support and services can be provided to primary caregivers (their sup-
porting family caregivers) and general caregivers under §1720G. The criteria also
provides VA the authority to consider, “such other matters as the [Department] con-
siders appropriate,” in making eligibility determinations.?

We believe this last criterion was intended by Congress to give VA the flexibility
to act responsibly by ensuring caregivers and veterans who would benefit from this
program but are not otherwise considered in the prescribed eligibility criteria, would
still be made eligible for primary and family caregiver assistance. However, it ap-
pears the Department has ignored this authority took a strict interpretation of the
intent of the law—to avoid institutional care placements—to develop and propose
a complex and restrictive eligibility criteria that will serve to deny these benefits
to thousands of service-disabled veterans.

In its implementation plan, VA indicates a veteran must meet P.L. 111-163 eligi-
bility criteria and all items in the following conditions to be eligible for Primary
Caregiver benefits: 8.2

4P L. 111-163, Section 101(d).

5United States Senate Committee on Veterans’ Affairs, Hearing on the President’s Budget,
March 2, 2011.

6 Congressional Record, page S2567.

738 U.S.C. §1720G(a)(2)(C)(iii) and (b)(2)(C).

8Plan for Implementation Public Law 111-163 “Caregivers and Veterans Omnibus Health
Services Act of 2010,” Title I Caregiver Support Section 101 Assistance and Support Services
for Caregivers; Page 16.

9 Additional criteria for veterans/servicemember undergoing military medical discharge: “Meet
the clinical eligibility criteria (listed below) based on VA aid and attendance and compensation
benefits (based on 38 U.S.C. § 1114 and implementing regulations).” Ibid. Page 34.
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1. Require continuing medical management or be at high risk for personal safety
and cannot live independently in the community without caregiver support.

2. Without caregiver support providing personal care services at home in an ongo-
ing manner, would require hospitalization, nursing home, or other institutional
care.

3. Requlié"e at a minimum 6 months of continuous and approved caregiver sup-
port.

4. Receive care at home once caregiver training is complete.

5. Receive ongoing care from a VA Patient Aligned Care Team (PACT) or other
VA health care team due to VA’s responsibility, as outlined in the statute, to
monitor the well-being of each eligible Veteran receiving personal care services
under the program.

6. Services provided by the primary family caregiver will not be simultaneously
provided by another entity.

If the veteran or servicemember is undergoing military medical discharge, an ad-
ditional criterion must be met:

7. Meet clinical eligibility criteria based on VA aid and attendance and compensa-
tion benefits (based on 38 U.S.C. § 1114 and implementing regulations).

DAV appreciates VA’s desires for a clear and consistent clinical guideline for VA
personnel to apply. Such a guideline could ensure equity in light of the various inju-
ries veterans have sustained from the wars in Iraq and Afghanistan and the subjec-
tive nature of eligibility determinations. However, the eligibility criteria outlined in
P.L. 111-163 can be considered open to misinterpretation or misapplication. We be-
lieve the language in VA’s proposed criteria contains similar qualities that require
interpretations and subjective judgments, even as it proposes criteria more restric-
tive than Congress intended.

In the law, Congress specified an eligible veteran or servicemember must be,
among other deficits, unable to perform one or more activities of daily living (ADL)
or be in need of supervision or protection based on symptoms or residuals of neuro-
logical or other impairment or injury. VA combined these two discretionary require-
ments (be at high risk for personal safety and show inability to live independently
in the community without caregiver support).

DAV appreciates VA’s desire for a clear and consistent clinical guideline for the
purposes of determining eligibility for caregiver assistance under 38 U.S.C. § 1720G.
However, using the example of the underlying problem causing the Department’s
disability claims backlog to grow, standard application of any guideline is most in-
fluenced by proper training and education as it is by avoiding ill-defined words such
as “continuing medical management” or “high risk.” In addition, we recommend VA
develop retrospective root cause analyses to identify the cause of, and improve upon
variability of, eligibility determinations on families denied these services.

With regard to the additional criteria for veterans or servicemembers undergoing
military medical discharge, it appears VA intended this additional criterion to be
in line with the special compensation for severely injured military servicemembers
under Section 603(a) of P.L. 111-84, the National Defense Authorization Act for Fis-
cal Year 2010 (NDAA).11

However, the purpose of this special compensation benefit is for both the Depart-
ment of Defense (DoD) and VA to ensure the seamless transition of care of all
servicemembers retiring for medical disability. This NDAA provision would recog-
nize that family members are making life-altering sacrifices in order to care for
servicemembers at home. The provision would cap the amount of special compensa-
tion at the amount authorized for aid and attendance compensation for veterans
under section 1114(r)(2) of title 38, United States Code. By aligning the NDAA au-
thority with the authority to provide aid and attendance compensation for veterans
under section 1114 of title 38, United States Code, the conferees expected to close
gaps in coverage and care for catastrophically injured servicemembers transitioning
from DoD to VA.12

If VA has concerns with aligning the eligibility criteria for caregiver assistance
under 38 U.S.C. §1720G to the special monthly compensation rates, we suggest VA
look to the eligibility criteria for the special compensation under 37 U.S.C. §439 (b).

10In addition, the fourth requirement listed above that the veteran must need, at a minimum,
6 months of continuous and approved caregiver support is based on the premise that their fam-
ily members may be able to utilize 26 weeks of unpaid leave under the Family and Medical
Leave Act (FMLA). However, this condition assumes that the family member will not have used
any of the 26 weeks at the time this requirement will be applied.

1137 U.S.C. §439

12 Conference Report 111-288 to accompany H.R. 2647, Page 755-756.



34

Since this DoD special compensation is primarily a financial benefit, we believe it
is more appropriate to remove VA’s proposed eligibility that references 38 U.S.C.
§1114 and address its alignment concerns under the stipend provisions of P.L. 111-
163.

We have testified many times and written in The Independent Budget our con-
cerns with respect to transition of active duty servicemembers to civilian veteran
status. Numerous reports have revealed great weaknesses between VA and DoD in
effectively promoting a seamless transition even in cases where the individuals con-
cerned are severely wounded and in need of an array of health and benefits services
from both agencies. In this implementation plan, VA may have failed to coordinate
its decisions with DoD with respect to severely injured active duty and veterans.
Lack of coordination will exacerbate existing issues that hamper a seamless transi-
tion and could result in caregiver support services being unnecessarily duplicated,
unequal, or unavailable across both systems at the detriment of caregivers and the
quality of care and rehabilitation of the individuals concerned. As VA reviews its
implementation plan for caregiver support services as a result of strong Congres-
sional oversight and involvement of this community, we urge VA to work closely
with DoD counterparts in fashioning change.

Stipend:

Due to the number of concerns DAV has identified about the potential caregiver
stipend, we believe a closer inspection is needed to determine if this benefit as pro-
posed by VA is both appropriate and valid in light of Congress’s intent.

First, the amount of personal caregiver services that will be required of a care-
giver may include skilled nursing care (wound care, bowel and bladder care, trache-
ostomy or ostomy care, etc.), physical and occupational therapy, home health aide
care and homemaker duties. As amended by P.L. 111-163, title 38, United States
Code, §1720G(a)(3)(C)(1i)(V), recognizes this potential and States the stipend be,
“not less than the monthly amount a commercial home health care entity would pay
an individual in the geographic area of the eligible veteran to provide equivalent
personal care services to the eligible veteran.” (Emphasis added.)

However, VA proposes to take the intended minimum monthly stipend amount
and convert it to the maximum amount payable. The Department proposes to base
the stipend payment on the Department of Labor’s Bureau of Labor Statistics (BLS)
wage rate for a home health aide, with no other option. In doing so, VA may not
fully recognize all the personal care services a primary caregiver will provide.

Second and subsequent to the previously mentioned proposal, VA incorporates an
especially grievous proposal that sets a bar caregivers must overcome but is not rec-
ognized by the stipend benefit despite VA’s statement that, “[t]he stipend is an ac-
knowledgement of the sacrifices that families are making to care for seriously in-
jured eligible Veterans.” 13 This situation is evident in two forms:

1. VA proposes that in order for the caregiver to be eligible for the monthly sti-
pend, the caregiver must be able to provide personal care services that include
any additional care requirements prescribed by the PACT or veteran’s primary
care team!4—that is, other personal care services such as skilled nursing care
that a home health aide would not or could not otherwise provide. Yet, VA pro-
poses to limit the stipend amount to that paid to a home health aide; and

2. In another set of requirements VA’s implementation plan includes a standard-
ized veteran/caregiver assessment tool (Appendix B) that will be used to evalu-
ate and validate caregiver competence, which is required for the primary care-
giver to begin receiving the stipend and other benefits.’5> Part of the assess-
ment tool includes whether the caregiver furnished needed Instrumental Ac-
tivities of Daily Living (IADL).16 In calculating the hours of work that VA esti-
mates a primary caregiver will need to—provide required personal care serv-
ices, it appears that no weight is given to the hours of care needed to perform
TADLs in calculating the monthly stipend.

Third, DAV is also concerned about the calculation of hours of care VA estimates
a primary caregiver will need to perform the required personal care services.

VA states that nothing in § 1720G, as added by section 101 of P.L. 111-163, shall
be construed to create “an employment relationship between VA and an individual

13 Plan for Implementation, Public Law 111-163, “Caregivers and Veterans Omnibus Health
Services Act of 2010,” Title I, Caregiver Support, Section 101, Assistance and Support Services
for Caregivers, Department of Veterans Affairs. Page 23.

14Tbid. Page 13

15Tbid. Page 28.

16 Tbid. Page 56.



35

in receipt of assistance or support,” to include primary family caregivers. However,
VA’s implementation plan uses a 40-hour work week as a standard and proposes
a maximum 40 hours of care without consideration for the time needed to provide
personal care services during evenings, weekends, or holidays.1? This restriction is
proposed despite VA’s eligibility requirement that a veteran must need “continuous
and approved personal care services.”

Fourth, according to VA, behavior points from the Patient Behavior Scale assess-
ment will be subtracted from the ADL points from the Katz ADL Scale. Combined
results of these scales are given a numeric value to determine the level of the sti-
pend payment:

e VA’s implementation plan assumes behavior points are equal to ADL points
without explanation or validating evidence to support this assumption.

e VA’s implementation plan lacks explanation of how the combination of ADL and
behavior points relate to the amount of hours-of-care needed.

e VA’s implementation plan does not conform to Section 101, P.L.. 111-163, where
TIADLs are not specified as a tool to be used in the evaluation and calculation
of stipend amounts.

Assessment Instruments:

Determining the type of ADL and IADL care that a patient needs permits a clear
idea of whether or not living at home with care is an option. Further, recognizing
a person’s functioning level as it relates to ADL and IADL is the first step in devel-
oping a care plan (or making a referral for care) to provide the appropriate type and
level of assistance. This is also recognized in Appendix B (page 56), the Veteran/
Caregiver Assessment Tool, which evaluates both ADL and TADL limitations.

VA’s implementation plan proposes to use the Katz Index of Independence in Ac-
tivities of Daily Living, a patient behavior scale to determine the levels of the care-
giver stipend payable. The Katz Index uses a dichotomous rating (0 = independent;
2 = dependent) for each activity; Alternatively, VA proposes a trichotomous rating
(1 = high dependence; 2 = medium dependence; 3 = low dependence). These three
levels of dependency are ill-defined and will most certainly lead to wide variations
in scoring among health care providers, and will fail to meet VA’s stated goal for
a clear and consistent guideline.

We recommend VA consider a rating scale with each item assigned points accord-
ing to a defined decision rule (e.g., 0 = no help needed; 1 = uses a device; 2 = needs
human assistance; 3 = completely dependent). Alternatively, the Lawton IADL scale
developed by Lawton and Brody in 1969 assesses the more complex ADLs necessary
for independent living in the community where competence in skills such as shop-
ping, cooking, and managing finances are necessary tasks. VA could consider using
the trichotomous rating used in the Lawton IADL instrument (1 = unable; 2 = needs
assistance; 3 = independent). In any case, VA provides no evidence about the valid-
ity of using other than the dichotomous rating of a patient as either dependent or
independent for an ADL in conjunction with the Katz Index.

DAV is also concerned VA’s implementation plan does not propose to use an IADL
instrument to assess the personal care needs a veteran or servicemember may re-
quire, which the primary caregiver will undoubtedly perform. Katz developed an-
other scale for instrumental activities of daily living such as heavy housework, shop-
ping, inanaging finances and telephoning but it is not referenced in the implementa-
tion plan.

Of equal concern is the lack of information in VA’s implementation plan on wheth-
er the proposed Patient Behavioral Scale is a valid instrument in determining vet-
eran.s(:1 needs and amounts of personal care services that primary caregivers must
provide.

Madam Chairwoman, DAV would like to highlight a missing yet critically impor-
tant component in VA’s implementation plan—any instrument to assess the per-
sonal care needs of a veteran or servicemember suffering from neurological or cog-
nitive impairment due to traumatic brain injury (TBI).

Although impairment in cognitive function is a recognized concern in P.L. 111
163 (§ 1720G(a)(2)), VA did not propose to assess veterans’ or servicemembers’ exec-
utive functions (planning, organizing, problem solving, sequencing, self-monitoring
and controlling behavior). Deficits in executive functions may be devastating to
someone’s ability to cope with everyday life, work, and relationships. Executive func-
tions are assumed to be located in the frontal lobes of a human brain. These are
particularly vulnerable to damage after TBI because they sit on bony projections in
the skull, and thus are at greater risk of injury and damage. Although the Katz

171bid. Page 23-24.
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ADL Index is sensitive to changes in declining health status, it is limited in its abil-
ity to measure small increments of improvements seen in the rehabilitation of pa-
tients.

It is not clear from VA’s implementation plan whether the proposed Katz Scale
or the Patient Behavioral scale will be used to assess cognitive, neurological impair-
ment, and other residuals of TBI. Notwithstanding there is no assessment instru-
ment proposed for veterans suffering from TBI, we appreciate VA’s not intimating
the use of the Global Assessment of Functioning (GAF) Scale as a proxy. GAF scores
are used in conjunction with a multiaxial evaluation of a psychological disorder,
whereas severe TBI can result in not only psychological, but physical, cognitive, and
psychosocial impairments and functional disabilities.

For example, damage to the frontal lobes is often associated with good recovery
of motor, sensory, and linguistic functions as seen on neuropsychological testing.
Thus, the person with frontal lobe or executive functioning damage may appear nor-
mal in testing, or in the context of a highly structured and routine environment.
On the other hand, executive dysfunction can cause many problems despite good re-
covery in the aforementioned areas, and debilitating complications can be seen with
managing cognitive, social and communicative functioning, and behaviors. It can re-
sult in difficulty in executive functions such as attending, planning, organizing,
learning, problem-solving, and reasoning in the unstructured reality of life tasks
even though these individuals may show good performance on highly structured
neuropsychological tests.

Research has generally supported hierarchical arrangement of functional skills by
demonstrating IADLs are affected earlier in the course of cognitive impairment,!8
whereas ADLs are preserved until relatively late.l® There is robust discussion on
subdividing IADLs or higher level functional skills to reflect relevant underlying
cognitive abilities. In essence, there is a need to establish a tool or series of tools
that has a proven ability to link domains of daily function to particular domains of
cognitive function. This would improve VA’s ability to make meaningful predictions
about which specific functional impairment might result from specific cognitive im-
pairment.

There are three general approaches to measuring everyday function: Self-report,
Informant report and Performance based measuring. Self-report has been shown to
be problematic in individuals with cognitive impairment.2 Performance based
measuring is argued to be the most valid and reliable method of assessing func-
tional abilities of patients with cognitive impairment, but a caveat must be stressed.
That is, all reasonable effort must be made to ensure the measurement is not ad-
ministered under artificial conditions in which the individual is “prompted” to en-
gage in a task and provided all the materials he or she requires in completing the
task.

Critics cite performance based measuring as time consuming and requires exten-
sive equipment, thus making it impractical for routine use. More practical would be
the use of the caregiver or similar individual—who knows the patient best—as a
proxy rater.

Respite Care:

A significant new array of respite services is also authorize under P.L. 111-163,
that are intended to be provided in a flexible and helpful way to caregivers of se-
verely wounded veterans. Research has shown that providing respite for caregivers
can have a positive effect on the health of the caregiver as it provides the much
needed temporary break from the often exhausting challenge imposed by constant
attendance of a severely disabled person.

Currently, VA’s system for providing respite care is fragmented and inflexible,
governed by local policies for Community Living Center (formerly VA Nursing
Homes) and Adult Day Care programs. Moreover, the Government Accountability
Office and other independent reviewers have cited a series of weaknesses in VA ex-
isting respite program.

In previous testimony, DAV indicated a significant majority of veterans do not
avail themselves of such services due to lack of knowledge of such a benefit or the
services are simply not available in the veteran’s community. The majority of in-
home respite care is purchased by VA from community agencies that may not pro-
vide weekend or overnight respite services. Furthermore, trust and privacy remain
significant barriers when an individual who is to provide in-home respite, home-
maker and home health programs, is perceived as a stranger.

18 Kemp et al., 2002; Richardson, Nadler and Malloy, 1995; Tomaszewski et al., 2005
19 Sclan and Reisber, 1992; Suurmeijer et al., 1994
20 Debettignies, Mahurin, and Pirossolo, 1990; Seltzer et al., 2001
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Despite VA’s recognition of the importance of respite care for caregivers of dis-
abled veterans, DAV is deeply concerned the implementation plan contains no dis-
cussion to address any of these existing issues in its current respite care program.
At the very least, DAV had hoped VA would have proposed establishing clearer poli-
cies regarding in-home respite and that such policies would also include an expecta-
tion that every Community Living Center and Adult Day Care Program to provide
priority for age-appropriate respite care for severely injured veterans. We urge VA
to have a more deliberate plan to implement a robust and flexible respite program.

Conclusion:

Madam Chairwoman, in the absence of family caregivers, an even greater burden
of direct care would fall to VA at significantly higher cost to the government and
reduced quality of life for these veterans who have sacrificed so much. They play
a critical role in facilitating recovery and maintaining the veteran’s independence
and quality of life while residing in their community, and are an important compo-
nent in the delivery of health care by the VA. These family members, relatives, or
friends are motivated by empathy and love, but the very touchstones that have de-
fined their lives—careers, love relationships, friendships, and their own personal
goals and dreams—have been sacrificed, and they face a daunting lifelong duty as
caregivers.

Along with other veterans service organizations, DAV has been working for years
with the Administration and VA to address these lapses. DAV is concerned that
VA’s implementation plan will not result in actions rooted in Congress’ intent when
in passing P.L. 111-163. We are keenly aware of VA’s ability to do what is right
by veterans and their caregivers. VA recently issued a news release on the topic,
“Resources for Enhancing Alzheimer’s Caregivers Health (REACH) VA.” REACH VA
is an initiative translated from a VA randomized control trial. The clinical trial
showed significant improvement in caregiver burden, depression, health/self-care,
social support, and management of patient behaviors. The goal of REACH VA is to
implement nationally an effective intervention to decrease stress among caregivers
who typically provide the majority of care for those with dementia, on average 16—
20 hours per day, and improve the management of patient behaviors throughout the
VHA system.

VA is indeed capable of administering a caregiver assistance program envisioned
by caregivers of disabled veterans, the veteran community, and Congress. In time,
we will know if VA has listened to the concerns, considered them, and adjusted its
position when the IFR and subsequent amendments are issued, and when a final
regulation is published.

Again, we thank you for the opportunity to present our views on VA’s implemen-
tation plan for Title I of P.L. 111-163. The DAV is committed to working construc-
tively with Congress, VA and the Administration to ensure family caregivers do not
remain undertrained, underpaid, underappreciated, undervalued, and exhausted by
their duties.

———

Prepared Statement of Ralph Ibson, National Policy Director,
Wounded Warrior Project

Chairwoman Buerkle, Ranking Member Michaud and Members of the Sub-
committee:

Thank you for inviting Wounded Warrior Project (WWP) to testify on the Depart-
ment of Veterans Affairs’ (VA) implementation plan for the caregiver-assistance pro-
gram established in Public Law 111-163 (the Caregivers Act). VA’s implementation
plan has profoundly concerned and disappointed us, and we greatly appreciate your
holding this early hearing.

With our mission of honoring and empowering wounded warriors, WWP’s vision
is to foster the most successful, well-adjusted generation of veterans in our Nation’s
history. WWP’s highest legislative priority during the last Congress was the enact-
ment of legislation requiring the Department of Veterans Affairs to establish a pro-
gram of comprehensive supports for family caregivers of those seriously wounded in
Operation Enduring Freedom and Operation Iraqi Freedom. In light of Congress’ de-
cisive action last year in passing a very strong Caregivers Act, successful implemen-
tation of that program is now our top priority. But VA’s implementation plan falls
far short of our goal. More importantly it falls far short of what the law requires.
Among its most egregious flaws are rigid clinical eligibility criteria that have no
foundation in the law and would disenfranchise several thousand veterans intended
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to be covered under the Act, many of whom have severe cognitive and other impair-
ments resulting from traumatic brain injury.

Background: VA’s Fierce Opposition to Caregiver Legislation

In attempting to understand why VA has submitted a plan that is so fundamen-
tally flawed, it is worth noting VA’s longstanding, deep opposition to caregiver-as-
sistance legislation. From the perspective of an organization that saw the profound
need for caregiver assistance and advocated hard for it, VA’s position during the pe-
riod of this law’s development and consideration was deeply disappointing.

Over a period of several years during which caregiver-assistance legislation was
under consideration in Congress, VA seemingly struggled to identify a rationale for
its consistent opposition to the concept. In 2008, VA testified before this Sub-
committee that such legislation was unnecessary because “VA already has a pro-
gram in place that accomplishes [its] goals more efficiently and effectively.”! The
following year, it advised the Senate Veterans Affairs Committee at a legislative
hearing that it “strongly opposes” the then-pending caregiver-assistance bill,2 which
it characterized as “divert[ing] VA from its primary mission of treating veterans and
training clinicians.” VA’s testimony also stated that such legislation was premature
in that Congress should not mount a program of this complexity without piloting
it first; yet VA also expressed the contradictory view that any caregiver-support ini-
tiative should not be limited by date of service. 3 At a subsequent hearing before this
Subcommittee, VA expressed “recogni[tion] that some veterans, particularly young
veterans, will need care for the rest of their lives” and stated that it was “currently
undertaking a comprehensive reassessment of caregiver programs . . . and look for-
ward to working with Congress to identify the most feasible and effective caregiver
program improvements.”4 VA’s strongest point of opposition appeared to have been
aimed at providing modest financial assistance to any caregivers. As VA Secretary
Shinseki testified recently in acknowledging the Department’s efforts to strip the
stipend from any caregiver legislation, “[oJur proposal . . . was to use an existing
mechanism . . . called Aid & Attendance [which already provides special monthly
compensation to the veteran] . . ., [but] our position didn’t prevail.” 5

The bottom line is that from the outset of the legislative process VA balked at
the notion of providing caregivers with vitally needed supports and, despite a clear
statutory mandate in the Caregivers Act, VA’s very restrictive eligibility criteria
continue to evidence that opposition.

VA Caregiver-Assistance Implementation Plan

The Caregivers Act directed VA to develop a plan, in consultation with stake-
holders, for implementing the comprehensive assistance program, and to submit
that plan to the Senate and House Veterans Affairs Committees not later than 180
days after enactment. The Act further directed VA to implement the program 90
days later.

The provisions of the Caregivers Act are noteworthy in several respects. First, the
law is detailed and prescriptive, and is quite explicit as to who is an eligible vet-
eran. ¢ Second, it provides a very robust role for stakeholders like WWP. Specifically,
the law directs VA to consult with stakeholders in the development of an implemen-

1Statement of Gerald Cross, MD; Department of Veterans Affairs, before the Subcommittee
on Health, House Committee on Veterans Affairs, September 9, 2008.

2S. 801, 111th Cong., established the framework for what became the comprehensive care-
giver-assistance program.

3 Statement of Gerald Cross, MD; Department of Veterans Affairs, before the Senate Com-
mittee on Veterans Affairs, April 22, 2009.

4Statement of Madhulika Agarwal, MD; Department of Veterans Affairs, before the Sub-
committee on Health, House Committee on Veterans Affairs, June 4, 2009.

5Testimony of Secretary Eric Shinseki before the House Committee on Veterans Affairs on
VA’s budget for FY 2012, February 17, 2011. Indeed even after both the Senate and House had
passed caregiver bills that both included a stipend provision, senior VA staff sought unsuccess-
fully in a meeting on December 1, 2009, to negotiate for an alternative that would scale back
the legislation to eliminate provision of a stipend.

6 Contrast the Act with H.R. 3051, 110th Congress, a similar-purpose measure which in perti-
nent part provided simply that “The Secretary of Veterans Affairs shall establish a program on
training and certification of family caregivers of veterans and members of the Armed Forces
with traumatic brain injury as personal care attendants of such veterans and members . . .
[and] shall determine the eligibility of a family member of a veteran or member of the Armed
Forces for participation in the program required by subsection (a) . based on the clinical
needs of the veteran or member of the Armed Forces concerned, as determined by the physician
of such veteran or member . . . A family caregiver of a veteran or member of the Armed Forces
who receives certification as a personal care attendant under this section shall be eligible for
compensation from the Department of Veterans Affairs for care provided to such veteran or
member.” Accessed at http://www.thomas.gov/cgi-bin/query/D?c110:1:./temp/~c110wUzrc0::
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tation plan and to report to Congress on the recommendations stakeholders offer
and, where such recommendations are not adopted, to provide the rationale for that
decision. Finally, the law sets critical due dates: VA was to develop and submit an
implementation plan to Congress 6 months after enactment (which fell on November
1st, 2010) and was to implement the law 9 months after enactment, January 30th,
2011.

Based on those requirements of the Act, WWP had three general expectations.
First, we had every reason to expect that VA would develop an implementation plan
for the comprehensive-assistance program that honored the plain meaning of the
law. We expected, therefore, that it would closely track the law and cover caregivers
of those who in line of duty on or after 9/11 had sustained a serious injury—includ-
ing “traumatic brain injury, psychological trauma, or other mental disorder” 7—and
were “in need of personal care services because of (i) an inability to perform one
or more activities of daily living; [or] (ii) a need for supervision or protection based
on symptoms or residuals of neurological or other impairment or injury.”® Our sec-
ond expectation was that VA would work diligently and in coordination with the Ad-
ministration to ensure that the deadlines set in the law were met. And our third
expectation, based on the consultation provision of the law, was that there would
be open dialogue and transparency vis a vis stakeholders in the program’s develop-
ment and implementation.

None of these expectations has been met. As you know, VA has failed to meet the
deadlines set in the law. Communication with stakeholders has been decidedly one-
sided. VA staff solicited stakeholders views only very late in the process. At no time
were stakeholders given a glimpse of a preliminary implementation plan, or a basis
for believing that our recommendations were even being seriously considered. VA’s
deliberation and decision-making regarding implementation has been marked by a
level of secrecy more appropriate to a military combat operation than to an effort
to help families. But most tragic, the substance of VA’s implementation plan falls
far short of the requirements of the law; indeed with respect to the question of who
would be eligible for comprehensive caregiver support, the plan bears almost no re-
semblance to the law.

VA Clinical Eligibility Criteria: Who Will Be Hurt and Why

WWP was given no inkling of the contents of the VA implementation plan prior
to its submission to the House and Senate Committees, but we have since presented
VA officials with a detailed critique of their plan. Most recently, in response to the
suggestion that the Administration was moving to expedite its implementation, we
presented VA a paper entitled “Caregiver Law Implementation: Accelerated Start Is
Less Vital than Getting the Plan Right.” Among the problems we highlighted were
the plan’s unreasonably rigid “clinical eligibility criteria.” It is critical to appreciate
that these criteria are fundamentally inconsistent with those set in the law; in fact,
a core requirement of the VA plan was considered and rejected during the course
of development of the legislation itself. To underscore the implications of these cri-
teria, we offered the following examples of the impact these criteria would have on
zvourllded warriors and their caregivers, drawing on our direct experience with these
amilies.

Case 1: A veteran sustained a severe traumatic brain injury. Five years post-in-
jury, he lives with his wife, and while he can carry out all activities of daily living
he cannot live independently due to residual cognitive impairment, impaired judg-
ment, and anxiety when in the community. His condition requires that his wife
manage all household affairs, finances, telephoning, etc., and accompany him
when traveling. While the veteran cannot live independently, he could live in an-
other supervised setting, but because he is not so impaired as to need nursing
home care he would not be deemed an “eligible veteran” under the VA implemen-
tation plan, and his wife would not be eligible for caregiver supports. Even if that
were not an obstacle, coverage would likely be denied under the VA plan’s defini-
tion of “serious injury” based on its requirement that the veteran be “at high risk
for personal safety”—a particularly high threshold this veteran might not meet.

Case 2: A veteran has sustained polytraumatic injuries that have resulted in
blindness and cognitive deficits. Because of his cognitive impairment he has not
achieved maximum benefit of blind rehabilitation and needs regular assistance
with food preparation, shopping, laundry, finances, housekeeping and transpor-
tation. His mother provides this assistance on a daily basis. But because his con-

738 U.S.C. sec. 1720G(a)(2)(B).
838 U.S.C. sec. 1720G(a)(2)(C); the term “personal care services” is defined at U.S.C. sec.
1720G(d)(4).
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dition is stable, he does not require “continual medical management;” and al-
though there are some issues of personal safety, he is not “at high risk for per-
sonal safety”—he does not meet one of the VA’s required clinical eligibility criteria
(or the definitions of the term “serious injury” or “personal care services”).

WWP sees no need for VA to establish clinical eligibility criteria beyond those set
forth in the law itself. But we also see absolutely no basis in law for VA to super-
impose the following requirements, which have the effect of severely limiting eligi-
bility, particularly for those with one of the signature wounds of this war, traumatic
brain injury:

a. Requiring that without caregiver support, the veteran would require institu-
tional care: The language of the law provides no credible basis for inserting
this criterion. It sets an unreasonably high bar, and is fundamentally incon-
sistent with the explicit criteria in the law. Under the law, the critical issue
in determining whether an individual is an “eligible veteran,” for purposes of
the comprehensive caregiver assistance program, is whether the veteran “is in
need of personal care services because of . . . an inability to perform one or
more activities of daily living . . . [or] a need for supervision or protection
based on symptoms or residuals of neurological or other impairment or injury.”
But VA, by imposing the much higher requirement—need for institutional
care—would deem ineligible many veterans who cannot live independently and
need the full-time supervision or protection afforded by a family member be-
cause of residuals of traumatic brain injury, but are not so profoundly impaired
as to need institutional care. VA is saying in effect that even though a veteran
needs personal care services, the caregiver who provides those needed services
would not be deemed eligible for support. Under this bizarre construct, VA tells
a single mother who has left the workforce to care for her son, that she’s not
eligible for the modest stipend and other support because—although her son
can’t live independently, he doesn’t need nursing home care. What makes this
strange reading of the law even more disturbing is that the “need for institu-
tional care” criterion was considered in the development of this legislation and
rejected, as discussed in the Explanatory Statement describing the compromise
agreement on the Caregivers Act developed by the Senate and House Veterans
Affairs Committees.? It is unreasonable for VA to revive this rejected standard,
and in so doing dramatically restrict eligibility.

b. Requiring that the veteran must either need “continuing medical management”
or be “at high risk for personal safety:” In creating this criterion, VA again goes
too far. Requiring “continuing medical management” has nothing to do with a
need for personal care. A veteran’s condition can be medically stable, yet make
it impossible for the individual to live independently. The plan provides an al-
ternative—a finding that the veteran is “at high risk for personal safety.” But
such a requirement sets an artificially high threshold: to require that a veteran
be at “high risk for personal safety” is to say that a young mother with a brain-
injured spouse who poses “only” a moderately high risk of leaving the stove un-
attended or crossing the street unaware of cars does not merit caregiver sup-
port. This high threshold also reads the phrase “need for supervision” out of
the statute. The law clearly is not focused solely on safety, but also on behav-
iors often associated with traumatic brain injury or severe behavioral health
problems, either of which could require a caregiving attendant to provide need-
ed supervision.

c. Defining the term “serious injury” so narrowly that it frustrates the purposes of
the law: VA’s plan defines the term “serious injury” by stating that an indi-
vidual with a serious injury is one who, due to that injury, (i) “require[s] ongo-
ing care,” (ii) exhibits impaired ability to function independently, (iii) is vulner-
able, (iv) is “at high risk for personal safety,” and (v) requires at least 6 months
of continuous caregiver support to enable them to live outside an institutional
care setting. This definition would artificially create a far higher eligibility
standard than the criteria expressly set forth in the law: need for personal care
services because of an inability to perform one or more activities of daily living
or a need for supervision or protection based on symptoms or residuals of neu-

9 As noted in the Joint Explanatory Statement accompanying the amendment of the House
of Representatives to S. 1963, enacted as Pub. L. No. 111-163, under the earlier House-passed
caregiver-assistance bill, H.R. 3155, “[e]ligible OEF or OIF veterans are defined as those . . .
in need of caregiver services without which the veteran would be hospitalized, or placed in nurs-
ing home care or other res1dentlal institutional care . . . ”, but “[tlhe Compromise Agreement
contains the Senate provision” and only “follows the House bill in creating a separate program
of general family caregiver support services for . . . caregivers of veterans of any era.’
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rological or other impairment or injury.1® The language of the law!! is con-
sistent with VA policy, 12 and expressly identifies specific kinds of trauma and
injury as encompassed by the term “serious injury.” As made clear in the Joint
Explanatory Statement, seriously injured veterans are those who need personal
care services under the criteria specified in the law.13 VA, in utterly distorting
the term “serious injury,” has not only ignored the plain meaning of the law,
but ignored its own recent definition. VHA Directive 2009-018 defines virtually
the same term, “seriously injured or ill Operation Enduring Freedom (OEF) or
Operation Iraqi Freedom (OIF) Veteran,” as one who has “one or more of the
following diagnoses or medical conditions . . . : (a) Burns; (b) Spinal Cord In-
jury; (c) Amputation or loss of function of arm, leg, hand, or foot; (d) Post-trau-
matic Stress Disorder; (e) Visual impairment; or (f) Traumatic brain injury.” 14

d. Defining the term “personal care services” in a manner inconsistent with law:
The VA plan defines the term in pertinent part, as a need for assistance “to
prevent harm to self or others . . . .” while the law employs very different ter-
minology specifying “a need for supervision or protection based on symptoms
or residuals of neurological or other impairment or injury” (38 U.S.C. sec.
1720G(a)(2)(C)(ii)). The plan definition not only reads the word “supervision”
out of the statute, but inappropriately substitutes a test that comes closer to
the strict standard applied to involuntary civil commitment.

VA’s Rationale for Setting Eligibility Requirements Far Stricter than Those Set in
Law:

VA’s Office of General Counsel recently provided the Senate Veterans Affairs
Committee a “white paper”15 which responded to the suggestion that it was not
lawful for VA to condition eligibility on a requirement that “without caregiver sup-
port providing personal care services at home in an ongoing manner, [the Veteran]
would require hospitalization, nursing home, or other institutional care.” The Gen-
eral Counsel’s paper offered a thin rationale for its conclusion that “there would be
a ‘rational basis’ for including such a criterion . . . such that it would likely with-
stand any legal challenge.” We respectfully differ with that view. But more impor-
tantly, the white paper raises the question whether the Secretary of Veterans Af-
fairs, who “is responsible for the proper execution and administration of all laws ad-
ministered by the Department,” 6 or any officer of the Department acting in his be-
half on this matter, ever asked the Office of General Counsel a question such as,
“What IS the Secretary’s responsibility to caregivers of wounded warriors and to
Congress and the American people under the Caregivers Act?” Had that question
been posed and the opinion followed, we are confident VA’s implementation plan
would have looked markedly different. But, rather than attempting to carry out the
clear intent of a law it had opposed from the outset, we believe VA sought to impose
the strictest-conceivable limitations on who would be eligible.

Thus, in its recent white paper, VA’s Office of General Counsel suggests that be-
cause the phrase “serious injury”17 is not defined in the Caregivers Act, imple-
menting regulations “must” supply an appropriate definition to promote consistency
of application. Counsel offers no support for the proposition that “consistency of ap-
plication” trumps conformity to the plain language of the statute. Even more trou-
bling, Counsel makes no effort to explain how the phrase “serious injury” could be
read to be synonymous with the phrase “catastrophic injury.” Congress defined the
term “catastrophic injury or illness” in the context of injured or ill servicemembers
as “a permanent, severely disabling injury, disorder, or illness that . . . com-

1038 U.S.C. sec. 1720G(a)(2)(C).

114 an eligible veteran is any individual who . . . has a serious injury (including trau-
matic brain injury, psychological trauma, or other mental disorder) . .. ”, 38 U.S.C. sec.
1720G(a)(2)(B).

12

VHA Directive 2009-018, Tracking Severely Injured or Ill Operation Enduring Freedom
(OEF) and Operation Iraqi Freedom (OIF) Veterans Using the Non-primary Care Team Function
in the Primary Care Management Module (PCMM), March 24, 2009. Sec. 2.c.(1), Accessed at
http://www.va.gov/vhapublications/ViewPublication.asp?pub ID=1863.

13 Joint Explanatory Statement, ibid.

14VHA Directive 2009-018, Tracking Severely Injured or Ill Operation Enduring Freedom
(OEF) and Operation Iraqi Freedom (OIF) Veterans Using the Non-primary Care Team Function
in the Primary Care Management Module (PCMM), March 24, 2009. Sec. 2.c.(1), Accessed at
http://www.va.gov/vhapublications/ViewPublication.asp?pub ID=1863.

15VA Office of General Counsel, “Family Caregiver Program Implementation Plan: Question
on Proposed Eligibility Requirements,” February 22, 2011.

1638 U.S.C. sec. 303

17¢ . . an eligible veteran is any individual who . . . has a serious injury (including trau-
matic brain i injury, psych010g1ca1 trauma, or other mental disorder) . . . [who] is in need of per-
sonal care services . . ..” 38 U.S.C. sec. 1720G(a)(2) (emphasis added)
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promises the ability of the afflicted person to carry out the activities of daily living
to such a degree that the person requires personal or mechanical assistance to leave
home or bed, or constant supervision to avoid physical harm to self or others.”18
Counsel further conflated scattered provisions of the law that are neither struc-
turally nor logically related to the eligibility language, 1° together with phrasing de-
leted from earlier legislation,20 to arrive at a richly imagined “implied intention.”

Having studied the VA plan, we were frankly mystified by VA’s perplexing
misreading of the Caregivers Act. Finally, Madam Chairwoman, your questioning of
the Secretary at the Committee’s recent hearing on the VA budget for FY 12 pro-
vided the catalyst to better understanding what was at play. Responding to your
question, Secretary Shinseki attempted to defend the Administration’s budget for
the new comprehensive caregiver-assistance program, which he admitted would
cover only 840 families. He acknowledged that in developing eligibility criteria, the
goal was “to write a regulation that meets the immediate requirement . . . to Iraq
and Afghanistan vets and caregivers—and yet keep the opportunity open” to expand
the law to other populations. “So, it’s an issue of fairness,”2! he asserted. In short,
he as much as stated that VA’s eligibility criteria were set very narrowly, and ex-
clude many OEF/OIF veterans covered under the law, and particularly those with
severe traumatic brain injury—so that these criteria might at some future date be
applied to other era-veterans.

Such a position is fundamentally at odds with the law, which directs VA to estab-
lish parallel programs of caregiver support—a comprehensive program for caregivers
of warriors wounded on or after 9/11 as well as a “program of general caregiver sup-
port services” (codified at 38 U.S.C. sec. 1720G(b)) for caregivers of all veterans en-
rolled in the VA health care system who need personal care services.22 Under the
general program, VA is to provide counseling, respite care, and educational support
to eligible caregivers. The law further directs the Secretary, within 2 years after the
law’s implementation, to report on the feasibility and advisability of expanding the
comprehensive program to caregivers of veterans injured prior to 9/11.

In short, Congress established a very deliberate framework in the Act—to assist
caregivers of all eras of service—while requiring more comprehensive supports for
those caring for veterans with recent injuries—an approach that could be viewed as
initially limiting the scope of the comprehensive program to those in most imme-
diate and compelling need.23 While offering real help for all-era caregivers, the law
recognizes not only the prevalence of unique kinds of wounds this war’s veterans
have survived—wounds so profound they would likely have been mortal in earlier
wars—but the fact that those with recent injuries are in most instances still under-
going rehabilitation from those injuries. As such, it is altogether understandable
that Congress would provide more robust supports for those warriors to help assure
the fullest and greatest possible rehabilitation.

With all due respect, for Secretary Shinseki, representing the Administration be-
fore Congress, to imply that eligibility rules for the Caregivers Act’s comprehensive
program should be tightly restricted to enable some future Congress to extend the
Act’s provisions to other populations is to suggest that the Administration’s idea of
good policy should trump Congress’s. Sadly, arising in the context of the Adminis-
tration’s efforts to trim the FY 12 budget, the fact that only very limited numbers
would likely receive comprehensive supports under the plan’s cramped eligibility re-
quirements invites speculation as to whether fiscal considerations—rather than
“fairness”—have trumped compliance with law and keeping faith with brain-injured
warriors.

18 National Defense Authorization Act of 2010, Pub. L. No. 110-84, sec. 603 (2010).

19 Counsel places heavy reliance on two provisions of the law relating to respite care benefits
as supporting its reading. But surely VA social workers, if not its lawyers, would appreciate that
a family caregiver would need periodic respite whether or not the veteran was so impaired as
to require nursing home care.

20 Counsel would have it both ways. It assigns significance to a statement of purpose dropped
from an earlier Senate bill, while rejecting the notion that there is any significance to be at-
tached to the fact that the compromise agreement did not adopt the pertinent provisions of
House-passed H.R. 3155, which had included the phrase “without such services, the veteran
would require hospitalization, nursing home care, or other residential institutional care.”

21Testimony of Secretary Eric Shinseki before the House Committee on Veterans Affairs on
VA’s budget for FY 2012, February 17, 2011.

22Under the Caregivers Act the criteria employed in describing what constitutes a “need for
personal care services” for purposes of the program of general caregiver support services are the
same as for the program of comprehensive assistance; cf. 38 U.S.C. sec. 1720G(a)(2)(C) and 38
U.S.C. sec. 1720G(b)(2).

23 Limiting the scope of the comprehensive program in this manner, Congress was arguably
drawing lines consistent with VA’s earlier testimony counseling that caregiver assistance be ap-
proached in phases, beginning as VA proposed with a pilot effort.
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Other Serious Flaws in the VA Plan:

While eligibility issues have been the principal focus of controversy, VA’s plan
raises other serious issues. Let me summarize:

1. Unreasonable limits on the scope of covered mental health services: The law
calls for providing needed mental health services to a primary-caregiver under
the comprehensive services program. But VA’s plan would provide that care-
giver only the very limited coverage afforded under the law’s program of gen-
eral caregiver support. That coverage is expressly limited (under 38 U.S.C. sec.
1782) to circumstances where providing services is necessary to the veteran’s
treatment. So if a warrior’s condition were stable and did not require ongoing
treatment, a caregiver who, for example, was experiencing severe anxiety asso-
ciated with caregiving might not be covered—defeating the very purpose of the
benefit. And, under the plan, a caregiver experiencing a bout of depression as-
sociated with the stresses of caregiving, for example, would likely not be cov-
ered for drug therapy under the plan’s strictures. In sum, this limited coverage
falls far short of the law’s intent as well as short of the kind of support con-
templated in the White House’s “Strengthening Our Military Families” pro-
gram.

2. Ongoing monitoring through routine home-visits at least every 90 days: The VA
plan calls for ongoing monitoring at least every 90 days. Yet as noted in the
Joint Explanatory Statement, the compromise agreement contains the Senate
provision which was modified to delete a provision that called for “mak[ing]
home visits every 6 months.” 24 Having successfully pressed the point that rou-
tine home visits are inherently intrusive and unwarranted as applied to long-
standing, devoted caregivers, WWP finds it very troubling that VA’s plan re-
quires routine home-visits twice as frequently as earlier proposed. The intru-
siveness of such monitoring is heightened for the many caregivers who also
serve as the veteran’s fiduciary. As such, they are subject to periodic home vis-
its to check on the veteran’s well-being. While the monitoring requirements are
highly problematic, the plan is still more objectionable for its failure to address
these overlapping inspections. A reasonable plan would at least provide for ta-
pering off the frequency of any monitoring in the absence of problems, and for
eliminating the dual intrusion posed for many caregivers by fiduciary-oversight
visits.

3. Flawed Criteria for Determining Stipend Amount: Under the law, an individ-
ual’s stipend is to be based on “the amount and degree of personal care services
provided.” The term “personal care services” is defined in the law to mean “as-
sistance with one or more independent activities of daily living” (as well as any
other non-institutional extended care). (Independent activities of daily living
(IADL’s) include the ability to use the telephone, shopping, food preparation,
housekeeping, laundry, ability to travel, responsibility for one’s medication, and
handling finances.) But VA’s plan—rather than determining stipend amount by
reference to IADL’s, as required by the law—does so principally by reference
to activities of daily living (ADL’s). The implications of this misapplication of
the law are all too apparent to families caring for a loved one with cognitive
and other impairments associated with traumatic brain injury, since IADL’s
take account of such impairments while ADL’s do not. The following example
illustrates the point:

A veteran sustained severe traumatic brain injury as a result of an IED
blast in Iraq. While he also suffered a below-the-knee amputation, he is able
to perform all the activities of daily living. But he cannot live independently
because significant cognitive impairment, markedly impaired judgment and
impulsivity create a very serious risk for safety. His father, who has left the
workforce, is with him almost constantly, providing for his safety, and also
attends to a wide range of the veteran’s needs, including telephoning, food
preparation, laundry, housekeeping, finances, and transportation. While the
veteran meets the VA plan’s eligibility criteria, the father would receive only
a very nominal stipend under the VA plan because it bases the magnitude
of the stipend on the extent of deficits in activities of daily living (feeding,
toileting, etc.)—which the veteran can do—rather than independent activi-
ties of daily living—which the veteran cannot, and which render him highly
dependent.

Madam Chairwoman, the Caregivers Act is not only historic legislation; it rep-
resents a solemn promise to spouses, parents, and other family members who devot-

24 Joint Explanatory Statement, ibid.
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edly care for their seriously wounded loved ones. The VA plan would break that
promise, and we urge you to stand firm and join us in voicing strong objection. The
Administration must not speed through a regulation that covers only a fraction of
those eligible under the law. It must not abandon those vulnerable veterans who
cannot live independently because of cognitive or other deficits due to traumatic
brain injuries.

Thank you for your attention to these deep concerns.

———

Prepared Statement of Tom Tarantino, Senior Legislative Associate,
Iraq and Afghanistan Veterans of America

Madam Chairwoman, Ranking Member and Members of the Committee, on behalf
of Iraq and Afghanistan of America’s 200,000 Member Veterans and supporters,
thank you for the opportunity to testify here today on the critical issue of the imple-
mentation of the Caregivers and Veterans Omnibus Health Services Act of 2010 (S.
1963) and specifically caregivers’ assistance.

My name is Tom Tarantino and I am a Senior Legislative Associate with IAVA.
I proudly served 10 years in the Army beginning my career as an enlisted Reservist,
and leaving the service as an Active Duty Cavalry Officer. During these 10 years,
my family served along with me. They experienced every deployment as well as the
challenges of every transition home. Because of the nature of the wars in Iraq and
Afghanistan, many families like mine continue to serve long after their veterans
have returned home.

The wars in Iraq and Afghanistan are unique. In the last 10 years, improvements
in medical technology have decreased the overall number of combat deaths. But
while more servicemembers are returning home, thousands are coming back with
injuries that will require a lifetime of care. Since the start of the wars, the Depart-
ment of Defense has counted more than 40,000 servicemembers wounded in action.

Soldiers, Marines, Airmen and Sailors, as young as eighteen, are coming home to
the prospect of having someone feed, clothe and care for them for the rest of their
lives. All across the country, mothers and fathers, husbands and wives, brothers and
sisters, and boyfriends and girlfriends are stepping up, putting aside their own lives
and plans to take care of these wounded warriors.

Many caregivers have had to leave their full-time jobs, losing income and benefits.
A recent study by the National Alliance for Caregiving (NAC) found that 62 percent
of veteran caregivers reduced their job hours and half quit their jobs or opted for
early retirement—compared to only 10 percent of caregivers nationally. Moreover,
half of veteran caregivers reported that they experienced a high degree of financial
hardship.i Even though helping their veteran is now their full-time job, veteran
caregivers right now do not receive the necessary financial support to do so without
financial risk.

Far too many are also working without any formal instruction, training or support
to care for their veteran. As a result, the NAC study found that 88 percent of vet-
eran caregivers reported increased stress or anxiety. Only 15 percent of them re-
ceived respite care from the VA or another community support service in the past
12 months. i

Natalie Cobb is an example of the selflessness displayed by military families
across the country. Her husband Steve, who served in Iraq in 2004, received a con-
cussion in a vehicle accident and then later was severely wounded during patrol
when a mortar exploded less than 50 feet away. Following his deployment, Natalie
immediately noticed a difference in his behavior. A CT scan revealed an ambiguous
spot in his brain and he was sent to Walter Reed Army Medical Center. Steve spent
13 months receiving care there after doctors diagnosed him with Traumatic Brain
Injury and Post-Traumatic Stress Disorder. A short time after his release, Steve suf-
fered a heart attack as a result of his anxiety. Natalie remained by his side through-
out his long recovery and now, over 6 years later, still serves as Steve’s primary
caregiver.

Natalie had to learn to take care of Steve on her own. She navigated the VA pa-
perwork by herself. Today, she manages their household while taking care of Steve
24 hours a day. Since she doesn’t trust anyone to replace her as his caregiver, she
has not had any respite in over 6 years.

iCaregivers of Veterans—Serving on the Homefront, National Alliance for Caregiving, Novem-
ber 2010, p. 17: http:/www.unitedhealthfoundation.org/download/cov _exec.pdf.
iiThid., p. 18.
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The veterans’ community came together 2 years ago to help Natalie and Steve and
the many families like them across America. IAVA and all of the veterans’ service
organizations worked closely with Congress, military families and the caregiver
community to craft a law that would meet the needs of these selfless caregivers.

This Committee and its counterpart in the Senate worked tirelessly to ensure that
families like the Cobb’s would get the support that they needed, including health
care, mental health care, respite care and living stipends. Our goal was to make
caregivers’ lives easier, so that they could devote more time to their wounded war-
riors without wearing themselves out both physically and financially.

At the time, we believed that we had accomplished our mission. The Caregivers
and Veterans Omnibus Health Services Act of 2010 (S. 1963) outlined the law we
expected to see from the VA. It was written specifically to apply to more, rather
than less, veterans in need of caregivers. It also was intended to cover veterans with
Traumatic Brain Injury and Post-Traumatic Stress Disorder, the signature wounds
of this war.

We expected to see the implementation plan from the VA within 180 days of en-
actment of the law on May 5, 2010, and we hoped that caregivers would start receiv-
ing much-needed support within 270 days as was stated in the law. But October
2010 came and went without the implementation plan and benefits did not start
flowing to caregivers in January as required.

We understand the complexity of regulating S. 1963. This will be the first time
that the VA provides direct benefits to family members, outside of a small group
of family members who qualify for CHAMPVA. Moreover, the VA must come up
with equitable definitions of eligibility for wounded veterans, which is undoubtedly
complicated.

We also appreciate that the VA has moved forward on aspects of the law that did
not require regulation. The creation of a hotline and Web site for caregivers that
provides them with information and assistance in accessing benefits is critical. One
of the main challenges caregivers face is a lack of understanding of the benefits
available to them. Aggregating these resources and making it easier to find and ac-
cess them is a big step forward.

Nonetheless, we are disappointed by the delay in implementing the law and spe-
cifically in the regulations for eligibility. Since the regulatory process is finally mov-
ing forward, I will state that we believe it should continue to move forward quickly.
We need to ensure that caregivers do not have to wait any longer for the help that
we promised them almost a year ago.

But urgency should not lead us to make more mistakes. The current eligibility
requirement is a significant mistake that, if it stands, will gut the spirit of the legis-
lation that we worked so hard to push forward and that this Committee put so
much time into crafting.

The law states that eligibility for personal care services will hinge on: one, “an
inability to perform one or more activities of daily living,” and two, “a need for su-
pervision or protection based on symptoms or residuals of neurological or other im-
pairment or injury.”ii The law also specifically mentions “traumatic brain injury,
psychological trauma, or other mental disorder” as serious injuries that would make
a veteran eligible. v

Along with representatives of our fellow Veterans Service Organizations, I spent
2 days at the VA this past October discussing how to make sure that the law was
regulated appropriately. At the time, we made it clear that the goal was to ensure
that all caregivers who needed help received it. In real numbers, we are not talking
about a huge segment of the American population—roughly only 3,000 caregivers.
These men and women have given up everything to take care of their wounded vet-
erans. It is unacceptable to shortchange this small population at a time when they
need our help. Congress made sure this would not be the case by appropriating $1.5
billion from 2011-2015 for support of primary and non-primary family caregivers.v

Yet, the regulations proposeg by the VA are far more limiting than S. 1%63 in-
tended when it comes to eligibility for the critical services that primary caregivers
need. The VA’s proposed regulations specifically require that the veteran “without
caregiver support providing personal care services at home in an ongoing manner,
would require hospitalization, nursing home, or other institutional care.”vi Many

iiThid., p. 18.

iii Caregivers and Veterans Omnibus Health Services Act of 2010, S. 1963, 111th Congress,
§1720G.

v Ibid.

v Ibid.

viPlan for Implementation, Public Law 111-163, “Caregivers and Veterans Omnibus Health
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veterans coming home from Iraq and Afghanistan with TBI or post-traumatic stress
disorder (PTSD) might well need constant care; however, they don’t necessarily need
institutionalization. These injuries and hospital care are not synonymous, and mak-
ing the need for institutionalization the threshold for eligibility misses the goal of
S. 1963.

In addition, the definition that the VA uses in the S.1963 regulations for “serious
injury” is very specific: “Individuals with a serious injury are individuals who, due
to their injury, psychological trauma, or mental disorder, require ongoing medical
care, exhibit impaired ability to function independently in their community, are vul-
nerable and at high risk for personal safety, and for whom at least 6 months of con-
tinuous and approved caregiver support is required to enable them to live outside
of an institutional care setting.” vii Yet, the definition of “seriously injured or ill OEF
or OIF veteran” according to a directive by the Veterans Health Administration
from 2009 is defined as “having one or more of the following diagnoses of medical
conditions . . . (a) Burns; (b) Spinal Cord Injury (SCI); (¢) Amputation or loss of
function of arm, leg, hand or, foot; (d) post-traumatic stress disorder (PTSD); (e) vis-
ual impairment, or (f) Traumatic Brain Injury.”viii In this case, the more restrictive
definition used by the VA unnecessarily limits which caregivers will be eligible to
act as primary caregivers and receive stipends and support.

The VA has acknowledged that in the VSO meetings some participants “verbal-
ized concern that this [reliance on specific definitions of ‘severely injured’ and ref-
erence to prevention of institutionalization as criteria to assess eligibility] could lead
to a ‘restrictive’ interpretation of eligibility.”* Those of us who voiced that opinion
were speaking from the experience of our members and their families—and we were
right. This regulation is too restrictive. As a consequence, far too many veterans and
their families will simply not get the support our country promised them.

The VA’s explanation of why it did not take this feedback into account in regula-
tion has so far been insufficient. It ultimately argues that VSO representatives
“stated repeatedly that the intent [of the law] was ‘to avoid having to place veterans
in institutions.””* That, indeed, was part of the intent. The main goal, however, was
and remains to support a population of caregivers who had to change their lives to
care for their wounded warrior; women and men who are living in some cases with
no regular income and no health insurance, just so that they can take care of vet-
erans who can no longer take care of themselves.

Is it hard to come up with the right eligibility criteria? Yes. Does this mean that
the only solution is to settle on restrictive criteria? No. To the extent it will help
the VA, TAVA and our fellow Veteran Service Organizations are more than willing
to work with officials to identify the best criteria. But as it is now the regulation
should not stand.

Madam Chairwoman, we are grateful for this opportunity to share the thoughts
of Iraq and Afghanistan veterans and their families on the implementation of S.
1963. We also appreciate the VA’s efforts to regulate this complicated law and expe-
dite its enforcement. We would like to see it implemented as quickly as possible to
give our veteran caregivers the overdue support they deserve. Before any part of the
law is enforced, however, regulations on eligibility as they were submitted to the
Office of Management and Budget must be changed. We look forward to working
with you to ensure this happens swiftly.

———

Prepared Statement of Barbara Cohoon, Ph.D., R.N., Government Relations
Deputy Director, National Military Family Association

Chairwoman Buerkle and Distinguished Members of this Subcommittee, the Na-
tional Military Family Association would like to thank you for the opportunity to
present testimony on “Implementation of Caregiver Assistance: Are we getting it
right?” The National Military Family Association will take the opportunity to dis-
cuss our concerns regarding the Department of Veterans Affairs’ Caregiver Imple-
mentation Plan and several issues of importance to family caregivers of the wound-
ed, ill, and injured servicemembers, veterans, their families, and caregivers in the
following subject areas:

vii Tpid., p. 4-5.

viii “Tracking Severely Injured or Ill operation Enduring Freedom (OEF) and Operation Iraqi
Freedom (OIF) Veterans Using the Non-Primary Care Team Function in the Primary Care Man-
agement Module (PCMM), VHA Directive 2009-018, March 24, 2009.

ixVA Plan for Implementation, p. 34.

*Tbid.
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Wounded Servicemembers Have Wounded Families

The National Military Family Association asserts that behind every wounded
servicemember and veteran is a wounded family. Spouses, children, parents, and
siblings of servicemembers injured defending our country experience many uncer-
tainties. Fear of the unknown and what lies ahead in future weeks, months, and
even years, weighs heavily on their minds.

Transitions can be especially problematic for wounded, ill, and injured service-
members, veterans, and their families. The Department of Veterans Affairs (VA)
and the Department of Defense (DoD) health care systems, along with State agency
involvement, should alleviate, not heighten these concerns. Our Association believes
the government must take a more inclusive view of military and veterans’ families.
Those who have the responsibility to care for the wounded servicemember and vet-
eran must also consider the needs of the spouse, children, parents of single service-
members, siblings, and especially the caregivers.

Who are the Families of Wounded Servicemembers?

In the past, the VA and DoD have generally focused their benefit packages for
a servicemember’s family on his/her spouse and children. Now, however, it is not
unusual to see the parents and siblings of a single servicemember presented as part
of the servicemember’s family unit since they offer primary support. Almost 50 per-
cent of the members are single in the active duty, National Guard, and Reserve.
Having a wounded servicemember is new territory for family units. Whether the
servicemember is married or single, their families will be affected in some way by
the injury. As more single servicemembers are wounded, more parents and siblings
must take on the role as caregiver helping their son, daughter, or sibling through
the recovery process. Family members are an integral part of the health care team.
Their presence has been shown to improve the servicemember and veteran’s quality
of life and aid in a speedy recovery.

Our Association gathered information about issues affecting our wounded service-
members, veterans, and their families through numerous encounters with families,
including a focus group held 2008 at Camp Lejeune and our Operation Purple®
Healing Adventures Family Retreats in 2008, 2009, and 2010. Families said they
find themselves having to redefine their roles following the injury. They must learn
how to parent and become a spouse/lover with an injury. Spouses talked about the
stress their new role as caregiver has placed on them and their families. Often over-
whelmed, they feel as if they have no place to turn to for help. We found many have
put their own lives on hold while caring 24/7 for their loved one. Even with all of
the additional support by the individual Services and corrective legislative action by
Members of Congress, caregivers of the wounded, ill, and injured still find their re-
sponsibilities to be overwhelming.

Caregivers

Caregivers need to be recognized for the important role they play in the care of
their loved one. Without them, the quality of life of the wounded, ill, and injured
servicemembers and veterans, such as physical, psycho-social, and mental health,
would be significantly compromised. They are viewed as an invaluable resource to
VA and DoD health care providers because they tend to the needs of the service-
members and the veterans on a regular basis. Their daily involvement saves VA,
DoD, and State agency health care dollars in the long run.

Caregivers of the severely wounded, ill, and injured servicemembers and veterans
have a long road ahead of them. In order to perform their job well, they must be
given the skills to be successful. The National Military Family Association is pleased
with the passage of the Caregivers and Veterans Omnibus Health Services Act of
2010 (P.L. 111-163) that will provide for the training and compensation for care-
givers of wounded, ill, and injured, servicemembers undergoing medical separation
and veterans. This law places the VA in an active role in recognizing caregivers’ im-
portant contributions and enabling them to become better caregivers to their loved
ones. It is a “win-win” for everyone involved.

VA Caregiver Implementation Plan

While our Association is extremely appreciative of Members of Congress for the
passage of this landmark legislation, we have some concerns regarding the VA’s im-
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plementation plan. These concerns include a delay in implementation and the inter-
pretation of the law’s intent by the VA regarding veteran and caregiver eligibility
requirements and available benefits.

Delay

The VA has not met the implementation timeline for the caregiver portion of P.L.
111-163. The bill was signed into law by President Barack Obama on May 5, 2010,
with an implementation plan date no longer than 180 days and the commencement
of programs no longer than 270 days after enactment of the Act. This required the
VA to provide a caregiver implementation plan no later than November 2010 and
begin providing the benefit by January 31, 2011. The VA just submitted an Interim
Final Rule to the Office of Management and Budget on March 1, 2011 and has post-
ed information about its caregiver implementation plan. The VA is now late in im-
plementing the law. Every day the VA waits to implement the caregiver provision
means those who care for our wounded, ill, and injured are going without valuable
resources that were intended to improve the quality of the caregiver’s life and of
the life of those they care for. Our Association acknowledges the VA has not imple-
mented other provisions provided in the law as well. These include: women veteran’s
health care; rural health improvements; mental health services for veterans; and
other health care matters. These provisions must also be implemented as quickly
as possible.

Our Association, along with other Veteran and Military Service Organizations,
frequently states how important this piece of legislation is for our Nation’s care-
givers. Every day the VA delays its implementation only places additional stress on
an already strained population. We really cannot afford to put this off even one
more day. The least the VA could do in order to compensate for its delay is to pro-
vide retroactive stipend payments to caregivers from the original date of implemen-
tation required by law.

Congressional Intent

Our Association, along with several others, was involved with the careful drafting
of the caregiver legislation. We all worked hard ensuring the language included im-
portant provisions to provide valuable support to the caregivers of our wounded, ill,
and injured servicemembers and veterans. We feel very fortunate to have played
such an important role in the development of the legislation. We are also thankful
to the VA for inviting us to participate in the VA’s roundtable discussion and pro-
vide our input on the caregiver program’s implementation. However, we have con-
cerns with the VA’s interpretation of the caregiver provision in P.L. 111-163 in two
areas: veteran and caregiver eligibility and available benefits. We feel the VA is not
ﬁieting the intent of Congress or the needs of caregivers the law was intended to

elp.
Eligibility
The VA’s eligibility establishes a much more stringent criteria then the law dic-

tates. According to the VA’s caregiver implementation plan, the veteran’s eligibility
is tied to:

e the veteran’s inability to live independently in their community without the
support from a caregiver;

e the caregiver providing personal care services at home continuously; and

e the veteran being hospitalized, placed in a nursing home, or in other institu-
tional care settings without the support of the caregiver.

It appears the VA chose not to incorporate the law and the intent of Congress
and to capture a larger less medically disabled population. The inclusion of lan-
guage, “has a serious injury (including traumatic brain injury, psychological trauma,
or other mental disorder)” and “a need for supervision” was intended to allow for
wounded, ill, and injured servicemembers and veterans to be included without the
requirement of a catastrophic medical condition or the need for institutional level
of care. Many of our wounded, ill, and injured servicemembers and veterans have
mild to moderate cognitive impairment that require caregiver support, but they cer-
tainly do not need hospitalization or to be institutionalized. The law’s language was
intended to capture this population and allow their caregivers to be eligible to re-
ceive benefits. However, the VA’s interpretation will exclude this population. More
importantly, the VA’s interpretation will now cause a much smaller number of care-
givers to qualify. Original estimates stated the law would have assisted 3,500 care-
givers; however, during recent testimony the VA stated only 840 caregivers would
qualify under these criteria.

The application process cannot begin until after the servicemember has completed
the DoD disability evaluation process, has been found unfit for duty due to their
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medical condition, and received a date of separation. According to the Army’s
MILPER Message #09-067 regarding the Army Transition Center Policy and Proce-
dures for Disability Evaluation System (DES) Separation Processing, a soldier found
unfit for duty by the physical evaluation board will be assigned a separation date
not later than 90 days. The VA’s implementation plan state the servicemember and
the caregiver cannot begin the application process until they receive a date of sepa-
ration. Our Association believes this may not provide enough time for the comple-
tion of all of the VA’s eligibility criteria before the servicemember and their care-
giver enter veteran status. Our Association is concerned this may impact the seam-
less transition of programs and services for the servicemember, but more impor-
tantly for the caregiver.

Currently, the DoD is providing a caregiver compensation benefit to the service-
member for services provided by their caregiver. The law states DoD’s compensation
stops 3 months (90 days) after the servicemember has been medically retired. How-
ever, the VA’s caregiver benefits do not begin until training and pre-defined com-
petencies have been successfully completed by the caregiver, in the home, and vali-
dated by the VA. Ninety days until the servicemember medically retires, along with
DoD’s additional 90 days following medical retirement to receive caregiver com-
pensation, may not provide enough time for:

e the VA’s caregiver application process to be completed;
e the VA to determine the servicemember and caregiver are eligible; and
e the caregiver to successfully complete the required caregiver training.

This scenario has the potential to create a gap in monetary compensation and im-
pact the family’s financial stability because the DoD’s caregiver compensation ben-
efit has stopped and the VA caregiver stipend benefit has not started.

Eligibility dictates that the servicemember and veteran will receive care at home
once caregiver training is complete. This means that even if a servicemember has
a date of medical separation the caregiver will still not qualify if the servicemember/
veteran is still receiving care from a hospital. Therefore, the servicemember would
need to be finished with all treatment and ready to be cared for solely at home in
order to qualify for this program. This would also delay the servicemember’s ability
to submit the application and for the VA to begin caregiver benefits.

There is a strong possibility given the eligibility criteria that some service-
members with multiple injuries, such as a mild or moderate TBI, a loss of an ex-
tremity, PTS or PTSD, and 10 percent burn, may not qualify for this program. Mul-
tiple injuries are commonly seen in our returning servicemembers from war. The po-
tential disqualifying criteria states, “incapacity, physical or mental which requires
care or assistance on a regular basis to protect the veteran from hazards or dangers
incident to his or her daily environment.” It is the word “incapacity” that will most
likely disqualify them and subsequently the caregiver from receiving any benefits.
Again, this was not the intent of the law. Co-morbid injuries may require the
servicemember and veteran to need the assistance and support of a caregiver; there-
fore, they should be included in these benefits.

The inclusion of the language “has a serious injury (including traumatic brain in-
jury, psychological trauma, or other mental disorder)” and “a need for supervision”
was intended to allow for wounded, ill, and injured servicemembers and veterans
to be eligible. Illness was one condition that was intended to be included. It is un-
clear whether or not illness is considered an eligible medical condition for the VA
caregiver benefit. If illness is not included, then there is the potential for DoD’s
caregiver compensation benefit and the VA’s caregiver benefit to apply to different
sets of servicemembers and veterans. DoD’s would include illness and the VA’s
would not. This could potentially create a disparity in benefits and a lack of a seam-
less transition regarding compensation. Therefore, our Association recommends that
illness be included as an eligibility requirement by the VA. Maintaining financial
compensation will be key in ensuring these families’ financial situations stay stable
during transition from active duty to veteran status.

The time to acknowledge the caregiver’s important role and to implement a stand-
ardized, certified program, and begin compensation is while the wounded, ill, and
injured servicemember is still on active duty status. The self-selection process of a
caregiver occurs during the early phase of the recovery process. All branches of the
Services are holding onto their wounded, ill, and injured servicemembers much
longer than previous wars. Years may have passed before the caregiver and the
wounded, ill, and injured servicemember reach eligibility and can benefit from the
VA’s important programs and services. Therefore, we recommend that the designa-
tion and education of caregivers be established while they are still upstream on ac-
tive-duty, rather than wait until they have transitioned to veteran status.



50

Benefits

Waiting until after the receipt of a medical separation date will prevent caregivers
from being able to receive training and obtain benefits early enough in the recovery
phase to make a difference in their quality of life and in the quality of care they
provide. Servicemembers often receive care in a military hospital and/or VA Poly-
trauma Center and then recover at home, and then return to the hospital for follow
on care/surgeries. This training requirement will prevent eligible caregivers from re-
ceiving any advance training for in-home care until the servicemember is being
medically retired from the military. Our Association finds this troubling because a
recent survey by the National Alliance for Caregiving, “Caregivers of Veterans—
Serving on the Homefront,” found a top challenge faced by veteran caregivers was
not knowing what to expect medically with the veteran’s condition and not knowing
how to address post-traumatic stress disorder or mental illness. Caregivers have fre-
quently stated they did not know how to care for a servicemember and veteran
when they were discharged from the hospital and went home during their recovery
phase. This can cause increased stress on an already anxious caregiver. Our Asso-
ciation believes the sooner you provide caregivers with the skills they need to per-
form their duties, the sooner they will be able to provide a higher quality of care
to the wounded, 1ill, and injured servicemember and veteran. The VA’s decision to
wait until the servicemember is medically retired from the military and getting care
only at home before beginning the application process will certainly prevent this val-
uable training opportunity from occurring at the appropriate time to make a dif-
ference in the quality of care of the wounded, ill, and injured servicemember.

The delay in eligibility also impacts the ability to obtain time sensitive needed
benefits, such as access to mental health counseling, health care benefits, and finan-
cial compensation. This especially impacts non-spouse caregivers who would greatly
benefit from these services. According to the recent survey, “Caregivers of Vet-
erans—Serving on the Homefront” one in four respondents were parents caring for
Operation Enduring Freedom and Operation Iraqi Freedom veterans. Also, a larger
proportion of veteran caregivers compared to their National (civilian) counterparts
reported mental illness, such as depression or anxiety (70 percent) or PTSD (60 per-
cent) compared to their National counterparts (28 percent). Veteran caregivers also
reported their situation to be highly stressful (68 percent versus 31 percent Nation-
ally) and 75 percent stated it placed a stress on their marriage (74 percent).

According to this recent survey, there are widespread impacts on the caregiver’s
health, such as increased levels of stress and anxiety (77 percent) and not sleeping
(77 percent), and a decrease in the utilization of healthy behaviors, such as seeing
their medical provider. Our Association is hearing that caregivers are reaching the
stage of burnout and many are deciding to walk away from their roles as caregivers.
The longer the VA waits to begin benefits, the more opportunity there is for the
caregiver’s quality of life to worsen and for the caregiver to reach the stage of burn-
out. The caregiver survey highlighted the increased stress our veteran caregivers
are under compared to their National counterparts. The law and Congressional in-
tent were to allow the VA to provide assistance through value-added benefits to the
caregiver early enough in the process to make a difference and prevent the develop-
ment of physical health, mental health, and/or financial problems. Caregivers of our
wounded, ill, and injured need these services now, and sooner in the recovery proc-
ess than later.

The VA has decided to begin all of the benefits at the same time. They could very
easily make training information and access to valuable VA and DoD resources
available much earlier in the process than their proposed timeline. Again, the ear-
lier access to pertinent resources and information related to VA and DoD benefits
for the servicemember, veteran, and themselves, will only be a win-win for everyone
involved. Allowing early access to information validates the important role care-
givers provide. Plus, an educated caregiver will only provide better care in the long
run. Our Association recommends the VA begin caregiver benefits as early as pos-
sible while the servicemember is still on active duty status and not wait until they
have received a final determination.

We acknowledge and applaud VA’s recent launch of a caregiver section on their
Web site. However, the outreach to potential recipients was not included in their
caregiver implementation plan. How will caregivers of our wounded, ill, and injured
servicemembers and veterans of all eras be made aware of this valuable resource?

Training

The VA’s decision to delay access to valuable training may force each Service to
begin their own training program in order to compensate for this delay. Most likely,
this may cause each Service’s training program to vary in its scope and practice;
therefore, it may not meet VA’s training objectives. This could force the caregiver
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to undergo two different training programs in order to provide care and receive
needed benefits.

Stipend

Many caregivers have given up their jobs. Therefore, the family has less money
to make ends meet. The caregiver stipend will most likely not equal the caregiver’s
lost wages, but it will be better than not having any additional income. Our Associa-
tion appreciates VA’s acknowledging the need to compensate caregivers for pro-
viding direct hands-on medical care. We support the VA’s decision to use a stipend
matrix applying the U.S. Department of Labor’s Bureau of Labor Statistics (BLS)
hourly wage index in the geographic market times the number of hours/Full Time
Equivalent (FTE) required to perform a determined number(s) of Activities of Daily
Living in determining the caregiver’s stipend. However, we notice that the VA did
not include a provision to pay caregivers for performing non-medical care services.

Our Association has always proposed that financial compensation should recog-
nize the types of medical and non-medical care services provided by the caregiver.
We have also advocated for this compensation to begin while the hospitalized
servicemember is still on active duty, continue throughout transition, and into vet-
eran status.

Our Association’s proposal for a non-medical compensation for caregivers would
be on a sliding scale with a minimum and maximum amount allowed under this
provision. The payment would reflect the amount of services the caregiver was pro-
viding, such as traveling to appointments or making appointments. The amount
would increase as the demand for services increased, such as following a surgery,
and decrease as the need dissipated after recovery. This need would have to be as-
sessed quickly without delay in order to provide the correct amount of compensa-
tion. The compensation could begin with the level determined during the initial
evaluation and could increase, but not decrease, until the servicemember enters vet-
eran status and establishes a permanent residence. The amount should remain the
same regardless of where the caregiver resides from the time of eligibility until they
reach veteran status and establish a permanent residence.

The reason for wanting to include a non-medical compensation benefit is because
there are many hours in a day spent performing these activities that play an inte-
gral part in maintaining the servicemember and veteran’s quality of life yet are not
captured by the VA’s BLS stipend matrix. Plus, Section 1115 of title 38 of the
United States Code provides compensation to the veteran only when the spouse can-
not perform the duties of a caregiver. This same level of stipend should be applied
to non-medical care services provided by caregivers to servicemembers and veterans.

The VA’s stipend is paid directly to the caregiver for their services, which we ap-
preciate. We are concerned over the VA’s statement that the caregiver stipend may
be considered taxable income. This was certainly not an intended consequence. Our
Association looks forward to working with the VA and Members of Congress on ad-
dressing this potential issue.

CHAMPVA

Our Association is pleased caregivers will have the opportunity to benefit from the
Civilian Health and Medical Program of the Department of Veterans Affairs, known
as CHAMPVA. We appreciate caregivers being allowed to access health care
through community based CHAMPVA providers or on a space available basis at VA
Medical Centers. The population most likely to use this benefit will be the veteran’s
parent. They will at some point become eligible for Medicare. Therefore, we would
recommend the VA include a provision to help guide them during this transition
process to ensure continuity of health care services.

Mental Health Services

The VA caregiver implementation plan states, “Primary family caregivers will be
covered . . . for mental health services in connection with the treatment of the Vet-
eran” and “mental health services needed by the primary family caregiver but not
related to the treatment of the Veteran.” The implementation plan states further,
“but not medication.” We wonder if medication will be provided by the caregiver’s
medical provider. If so, how will the coordination between the caregiver’s medical
provider and the person/entity providing mental health services be accomplished?
We recommend VA provide coordination of mental health services and appropriate
medication when indicated by the caregiver’s primary health care provider to ensure
the caregiver is receiving a holistic approach to mental health care. Also, the care-
giver implementation plan does not explain what the VA means by expanded “coun-
seling” services under the law. We would appreciate it if the VA would clarify what
these counseling services for family caregivers will include.
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Travel, Lodging, and Per Diem

Our Association is concerned over the reimbursement process. Being paid after
the event may cause an unwarranted financial burden on the family. We would rec-
ommend the VA evaluate the financial impact on the caregiver before granting trav-
el and offer advance travel compensation if warranted. What does the VA mean they
will provide reimbursement “when appropriate” and determine costs based on “any
other extenuating circumstance?” These are vague and open-ended statements that
need further clarification. The implementation plan is not clear on who submits the
request for travel authorization, the caregiver, veteran, or the case manager? Our
Association would recommend the case manager or a VA employee be assigned to
provide this service. Caregivers have enough on their plate without the added bur-
den of submitting forms.

Respite Care

The VA currently has authority to provide respite care and says it does not re-
quire additional authority to expand respite care services under the new law. The
VA policy currently allows up to 30 days annually and states additional days may
be offered due to unforeseen circumstances. And, they say they will assess the vet-
eran and caregiver for appropriate respite care services. The VA is not meeting the
intent of the law regarding this benefit. The intent was to add more respite care
hours to the current VA policy, not keep the status quo. Caregivers of our wounded,
ill, and injured veterans are experiencing tremendous stress and strain. This fact
has been validated in the recent caregiver survey where veteran caregivers experi-
enced higher burden of care (65 percent) compared to National caregivers (31 per-
cent). We recommend caregivers have immediate access to these additional hours
on top of the hours already provided in VA’s current policy without the need to be
“assessed” by the VA to determine if they are eligible for additional hours.

Monitoring

The intent of the law is for the VA to be as unobtrusive as possible when moni-
toring the caregiver’s performance. The plan’s statement that “on-going monitoring
will include home visits . . . at least every 90 days,” means to us that this could
occur more frequently. If so, how frequent and what would trigger the visit? It ap-
pears the VA is constantly monitoring and will collect data during three separate
occasions: in-home visits, ongoing visits, and well-being visits. Where is this infor-
mation going and who is coordinating all of the data? How often will the veteran’s
activities of daily living and the caregiver’s hours be re-evaluated? What does the
VA mean by “the initial validation of caregiver competence will be done in a timely
manner?” What does the VA consider timely?

It appears the VA is focused exclusively on the care and well-being of the veteran
rather than making sure the caregiver is also physically, mentally, and financially
stable. We recommend the VA take a holistic approach to care and include the care-
giver and the family when assessing the veteran. Everyone’s health and well-being
is linked together, especially when caring for the wounded, ill, and injured service-
member and veteran. This would require the VA to assess the primary caregiver
and their family’s well-being during each of their visits and make appropriate refer-
rals for care and/or services to address the issue(s). Timely intervention is key in
making sure caregivers get the right care at the right time and the issue is quickly
resolved. The VA must also look for abuse of the caregiver by the veteran and pro-
vide appropriate mediation when necessary.

Revocation of Primary Family Caregiver

Our Association is pleased the VA provided an implementation plan if the pri-
mary caregiver decides to no longer provide the required personal care services. The
VA states all benefits for the primary caregiver will end once their role ends. We
appreciate the VA offering to work with the primary caregiver during transition;
however, we would request the VA provide a definite timeline and criteria required
to be met prior to the stopping of the stipend. We hope the potential financial im-
pact on the caregiver and family is also taken into consideration before dis-
continuing the stipend and the impact of ending any benefits on the veteran, care-
giver, and their family.

The VA needs to clarify additional revocation concerns. What if the veteran is
mentally unable to make the decision to revoke the caregiver’s benefit? How does
the legal guardian fit into this scenario? What if the primary caregiver is also the
veteran’s legal guardian and/or medical power of attorney? What if the veteran has
difficulty controlling their anger related to their medical condition and this is the
underlying reason for the revocation request(s)? The caregiver implementation plan
does not provide any insight on how these matters will be dealt with by the VA.
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Budget

The VA budget will provide $208 million for the implementation of the Caregivers
and Veterans Omnibus Health Service Act of 2010 (P.L. 111-163) for Fiscal Year
2012 (FY 2012). The money will be used to provide: specialized caregiver training
for individualized veteran health care needs; a stipend payment paid directly to
caregivers for care provided; and health care and mental health care services for
caregivers. The Independent Budget for the Department of Veterans Affairs Fiscal
Year 2012 recommended the VA will need approximately $385 million to fund the
provisions in P.L. 111-163 in FY 2012. They further state the advance appropria-
tions for FY 2011 will be insufficient to meet the increased workload placed on the
VA by the P.L. 111-163, which may require supplemental funding. We encourage
Members of Congress to make sure the law is sufficiently funded to meet all of its
requirements.

Additional Compensation for the Caregiver

Our Association is appreciative of the generous benefits included in the Caregivers
and Veterans Omnibus Health Service Act of 2010. However, there were some areas
not addressed. Our Association would like to take the opportunity to present rec-
ommendations.

A report by the Center for Naval Analysis determined 85 percent of caregivers left
employment or took a leave of absence from work or school while performing their
caregiver duties. They found that the average loss of earnings per caregiver was ap-
proximately $3,200 per month. The financial strain placed on the family of our
wounded, ill, and injured servicemember and veteran by the caregiver leaving out-
side employment has a trickle down affect. Caregivers who have been saving for re-
tirement now find they are ineligible for their employers’ 401(k)s. We believe a
mechanism should be established to assist caregivers to save for their retirements,
for example, through the Federal Thrift Savings Plan.

Once the recovery process is finished and the veteran’s care has stabilized, the
caregiver may decide to work outside the home in order to help make financial ends
meet. These caregivers may need the ability to learn new skills in order to compete
in today’s workforce. We recommend VA offer these caregivers the opportunity to
participate in VA’s vocational rehabilitation programs and help retool the caregiver’s
resume. We must also find innovative ways to encourage civilian and government
employers to hire these caregivers, especially when the veteran is unable to work.

According to the Center of Naval Analysis, wounded, ill, and injured service-
members and veterans, their families, and caregivers are assisted by many non-gov-
ernmental organizations (NGOs) and charities. This assistance is important with
the overall financial stability of these families during the recovery phase. Our Asso-
ciation’s concern, as we continue into another year of economic downturn, is that
we may find many of these NGOs and charities no longer able to assist in the man-
ner they have previously. We believe the availability of outside assistance by others
will need to be monitored closely by both the VA and DoD to make sure these fami-
lies are still being helped. If they are no longer being assisted, we believe the VA
and DoD may need to begin providing assistance in those areas previously done by
NGOs and charities.

Relocation Allowance

Active duty servicemembers and their spouses qualify through the DoD for mili-
tary orders to move their household goods (known as a Permanent Change of Sta-
tion (PCS)) when they leave the military service. Medically retired servicemembers
are given a final PCS move. Medically retired married servicemembers are allowed
to move their family; however, medically retired single servicemembers only qualify
for moving their own personal goods.

The National Military Family Association suggests medically retired single
servicemembers be allowed the opportunity to have their caregiver’s household
goods moved as a part of the medically retired single servicemember’s PCS move.
This should be allowed for the eligible primary caregiver and their family. The rea-
son for the move is to allow the medically retired single servicemember the oppor-
tunity to relocate with their caregiver to an area offering the best medical care,
rather than the current option that only allows for the medically retired single
servicemember to move their belongings to where the caregiver currently resides.
The current option may not be ideal because the area in which the caregiver lives
may not be able to provide all the health care services required for treating and car-
ing for the medically retired servicemember. Instead of trying to create the services
in the area, a better solution may be to allow the medically retired servicemember,
their caregiver, and the caregiver’s family to relocate to an area where services al-
ready exist, such as a VA Polytrauma Center.
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The decision on where to relocate for optimum care should be made with the help
of the Federal Recovery Coordinator (case manager), the servicemember’s physician,
the servicemember, and the caregiver. All aspects of care for the medically retired
servicemember and their caregiver shall be considered. These include a holistic ex-
amination of the medically retired servicemember, the caregiver, and the caregiver’s
family for, but not limited to, their needs and opportunities for health care, employ-
ment, transportation, and education. The priority for the relocation should be where
the best quality of services is readily available for the medically retired service-
member and his/her caregiver.

Veteran Housing

Many of our wounded, ill, and injured servicemembers and veterans from this cur-
rent conflict are being cared for by their parents. Also, many adult children of our
senior veterans are experiencing firsthand trying to juggle the needs of the parents
along with the needs of their children, and are referred to as the “sandwich” genera-
tion. Parent caregivers worry about who will care for their wounded son or daughter
as they age and are unable to fulfill the role of caregiver. Caregivers may reach
burnout and will need alternative solutions for providing care. The VA needs to be
cognizant of the ever changing landscape and needs of their veteran population and
those who care for them. The VA needs to offer alternative housing arrangements,
such as assisted living facilities and family/retirement villages, which allow a diver-
sified population to live together in harmony. This will go a long way in allowing
for family units to stay together, foster independent living, and maintain dignity for
the veteran.

Brooke Army Medical Center (BAMC) has recognized a need to support our
wounded, ill, and injured families by expanding the number of guesthouses co-lo-
cated within the hospital grounds and providing a family reintegration program for
their Warrior Transition Unit. The on-base school system is also sensitive to issues
surrounding these children. A warm, welcoming family support center located in
guest housing serves as a sanctuary for family members. VA medical facilities could
benefit from looking at successful programs like BAMC’s that embrace the family
unit and commit to building family friendly environments of care for our wounded,
ill, and injured servicemembers, veterans, and their families. We recommend the de-
velopment of alternative housing and living arrangements for veterans, their fami-
lies, and those who care for them.

Mental Health

The need for mental health services will remain high for some time even after
military operations scale down and servicemembers and their families transition to
veteran status. Veterans’ families and caregiver requirements for a full spectrum of
mental health services—from preventative care and stress reduction techniques, to
individual or family counseling, to medical mental health services—will continue to
grow. It is also important to note if DoD has not been effective in the prevention
and treatment of mental health issues, the residual will spill over into the VA
health care system. The VA must be ready. They must partner with DoD and State
agencies in order to address mental health issues early on in the process and pro-
vide transitional mental health programs. They must maintain robust rehabilitation
and reintegration programs for veterans, their families, and caregivers that will re-
quire VA’s attention over the long-term.

The National Military Family Association is especially concerned with the scarcity
of services available to the veterans’ families and caregivers as they leave the mili-
tary following the end of their activation or enlistment. Military families will no
longer qualify for many of the Services’ family support programs and DoD’s Military
OneSource. Our Association recommends the VA increase outreach to veterans,
their families and caregivers, and the communities they live in about available men-
tal health resources to help them deal with the residual effects of long frequent de-
ployments.

Children of the Veteran and Caregiver

The impact of the wounded, ill, and injured veteran on their children is often
overlooked and underestimated. These children experience a metaphorical death of
the parent they once knew and must make many adjustments as their parent recov-
ers. Many families relocate to be near the treating Military Treatment Facility
(MTF) or the VA Polytrauma Center in order to make the rehabilitation process
more successful. As the spouse focuses on the rehabilitation and recovery, older chil-
dren take on new roles. They may become the caregivers for other siblings, as well
as for the wounded parent. Many spouses send their children to stay with neighbors
or extended family members, as they tend to their wounded, ill, and injured spouse.
Children get shuffled from place to place until they can be reunited with their par-
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ents. Once reunited, they must adapt to the parent’s new injury and living with the
“new normal.” We must remember the caregiver may not be the veteran’s spouse.
They may be the wounded veteran’s parent, sibling, or friend. These children are
also affected and Congress and the VA must be cognizant of their potential psycho-
logical needs as well.

We encourage partnerships between government agencies, VA, DoD, and State
agencies and recommend they reach out to those private and non-governmental or-
ganizations who are experts on children and adolescents. They could identify and
incorporate best practices in the prevention and treatment of mental health issues
affecting these children. We must remember to focus on preventative care upstream,
while still in the active duty phase, in order to have a solid family unit as they head
into the veteran phase of their lives. VA, DoD, State, and our local communities
must become more involved in establishing and providing supportive services for our
Nation’s children.

Expansion of Caregiver Pilot Programs

The VA currently has eight caregiver assistance pilot programs to expand and im-
prove health care education and provide needed training and resources for care-
givers who assist disabled and aging veterans in their homes. These pilot programs
are important; however, there is a strong need for 24-hour in-home respite care, 24-
hour supervision, emotional support for caregivers living in rural areas, and coping
skills to manage both the veteran’s and caregiver’s stress. We are appreciative that
P.L. 111-163 will provide for increased respite care hours, along with counseling
and mental health services for caregivers, but neither addresses the 24-hour super-
vision. We recommend if these pilot programs are found successful, they should be
implemented by the VA as soon as possible and fully funded by Congress. Another
program not addressed is the need for adequate child care. The caregiver may have
non-school aged children of their own or the wounded, ill, and injured veteran may
be a single parent. The availability of child care is needed in order to attend their
medical appointments, especially mental health appointments. Our Association en-
courages the VA to create a drop-in child care program for medical appointments
on their premises or partner with other organizations to provide this valuable serv-
ice.

Senior Oversight Committee

Our Association is appreciative of the provision in the National Defense Author-
ization Act for Fiscal Year 2009 (NDAA FY09) continuing the DoD and VA Senior
Oversight Committee (SOC) until December 2010. The DoD established the Office
of Wounded Warrior Care and Transition Policy to take over the SOC responsibil-
ities. The office has seen frequent leadership and staff changes and a narrowing of
their mission. We urge Congress to put a mechanism in place to continue to monitor
this Office for its responsibilities in maintaining VA and DoD’s partnership and
making sure joint initiatives create a seamless transition of services and benefits
for our wounded, ill, and injured servicemembers, veterans, their families, and care-
givers.

Recommendations

e Broaden eligibility criteria to meet Congressional intent;

e Clarify eligibility requirements and benefits provided by the VA;

e Provide retroactive stipend payments to the original date of implementa-
tion required by law;

e Begin caregiver benefits as early as possible while the servicemember is

still on active duty status and not wait until they have received a final

determination;

Provide extra respite care as required by law;

Provide adequate funding to implement caregiver benefits;

Maintain seamless transition of benefits and programs;

Coordinate and collaborate health care and behavioral health care

services between the VA, DoD, and State and governmental agencies in

sharing of resources;

e Approve relocation allowances and provide alternative housing and liv-
ing arrangements;

e Increase outreach to veterans, their families, and the communities they
live in about available benefits;

e Provide opportunities for the entire family to reconnect and bond as a
family again;

e Provide a holistic approach to care that incorporates the impact of the
wound, illness, or injury on the family unit;
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o Expand all of the VA’s caregiver pilot programs; and
o Continue oversight of the SOC by Members of Congress.

The National Military Family Association would like to thank you again for the
opportunity to provide testimony on the VA’s caregiver implementation plan for P.L.
111-163. Military families support the Nation’s military missions. The least their
country can do is make sure servicemembers, veterans, their families, and care-
givers have consistent access to high quality health and behavioral care. Wounded
servicemembers and veterans have wounded families. The system should provide co-
ordination of care, and VA and DoD need to work together to create a seamless
transition. We ask this Subcommittee to assist in meeting that responsibility. We
look forward to working with you to improve the quality of life for servicemembers,
veterans, their families and caregivers, and survivors.

———

Prepared Statement of Robert A. Petzel, M.D.,
Under Secretary for Health, Veterans Health Administration,
U.S. Department of Veterans Affairs

Chairwoman Buerkle, Ranking Member Michaud, and distinguished Members of
the Committee: thank you for the opportunity to discuss the Department of Vet-
erans Affairs (VA) Implementation Plan (the Plan) for the provisions of title I of
Public Law 111-163, the Caregivers and Veterans Omnibus Health Services Act of
2010 (the Act). I am accompanied today by Mr. Walt Hall, Assistant General Coun-
sel, and Ms. Deborah Amdur, Chief Consultant for Care Management and Social
Work, VHA.

VA has provided support to caregivers of veterans for almost eight decades. We
understand how critical family caregivers are for the veterans they support with
such dedication. Veterans are best served when they can live their lives as inde-
pendently as possible and when surrounded by their loved ones. VA remains com-
mitted to ensuring veterans receive the care they need in the least restrictive envi-
ronment possible. The Act enhances VA’s existing authority to provide services for
caregivers of veterans and will allow VA to provide groundbreaking new benefits
and services to certain caregivers of eligible veterans whose serious injuries were
incurred or aggravated in the line of duty on or after September 11, 2001.

This is an historic law that provides unprecedented benefits to caregivers of cer-
tain seriously injured veterans and servicemembers. Many veterans and caregivers,
Veterans Service Organizations, and community partners have worked to enact this
legislation and have provided input into VA’s Implementation Plan. VA is working
as quickly and responsibly as possible to deliver the enhanced benefits authorized
by the Act to eligible veterans and their caregivers and will keep the Committee
closely apprised of its progress.

Servicemembers injured in Afghanistan and Iraq are surviving injuries that would
have been fatal in past conflicts, due in part to advanced protective equipment and
medical treatment. VA and the Department of Defense see the full range—and
countless combinations—of injuries suffered by these returning veterans and
servicemembers.

My testimony today discusses what VA is doing to support veterans and service-
members and their caregivers, and what assistance and support services VA will
provide under the new law. I will begin by briefly summarizing the law; describing
VA’s comprehensive efforts to develop the programs required by this law and draft
the Plan; detailing VA’s existing programs for supporting caregivers; providing VA’s
recommendation for benefits and enhancements to these programs; and then present
a path forward for full implementation.

About the Law

The Caregivers and Veterans Omnibus Health Services Act of 2010 (the Act) was
signed into law by President Obama on May 5, 2010. Title I of the Act authorizes
VA to provide specified new benefits to the approved primary and family caregivers
of eligible veterans who incurred or aggravated a serious injury in the line of duty
on or after September 11, 2001. VA distinguishes between three categories of care-
givers who may receive assistance and support under the new law:

1. General Caregiver: Any person who provides personal care services to an en-
rolled Veteran, regardless of era or injury, under the program of support serv-
ices for caregivers of covered veterans.

2. Family Caregiver: A person designated by the eligible veteran who is approved
as a provider of personal care services for an eligible veteran who supports the
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primary family caregiver in meeting the veteran’s daily needs, under the pro-
gram of comprehensive assistance for family caregivers. This person can be a
family member or someone who lives with the eligible veteran full time.

3. Primary Family Caregiver: This person is designated by the eligible veteran
and is designated by VA as the primary provider of personal care services for
an eligible Veteran. This will be the person primarily responsible for the vet-
eran’s daily care and assistance, under the program of comprehensive assist-
ance for family caregivers. This person can be a family member or someone
who lives with the eligible Veteran full time.

Caregivers of qualifying veterans will receive educational sessions made available
in person and online; access to telehealth services and other available technologies;
techniques, strategies and skills for caring for a disabled veteran; counseling, train-
ing and other services necessary for the veteran’s treatment; respite care that is
medically and age appropriate for the veteran; and referral services to community
and other support programs. It is important to emphasize that these are programs
aFdhseKrices currently available within VA, but these are being expanded as a result
of the Act.

Approved family caregivers of eligible veterans may receive tailored instruction
and training for the veteran’s care; travel, lodging and per diem while undergoing
training; respite care for the veteran while the caregiver receives training; lodging
and subsistence during travel to and from, and for the duration of medical examina-
tions, treatments or care for the veteran; ongoing technical support; and counseling.

Designated primary family caregivers may receive a monthly stipend paid directly
to the caregiver; health care coverage under the Civilian Health and Medical Pro-
gram of VA (CHAMPVA), if the caregiver is not already entitled to care or services
under a health plan contract; mental health services; and at least 30 days of respite
care per year, which can include in-home care. Stipend amounts will be based on
the amount and degree of personal care services provided. Under the Implementa-
tion Plan submitted to the Committee in February, VA would ensure that stipend
amounts are comparable to the earnings of a Home Health Aide in the veteran’s
local community. The actual amounts and other details of the stipend will be de-
fined through regulations and are still in development.

Primary and family caregivers will be chosen by the veteran through a joint appli-
cation process with the assistance of a local VA caregiver support coordinator. VA
will assess the eligibility of the veteran for the family caregiver program and the
capacity for the veteran’s selected caregiver(s) to provide the personal care services
required by the veteran.

Implementation Plan

Even before the Act was signed by the President, VA had begun work to identify
resources and develop plans to put these enhancements and new benefits in place.
VA established a Steering Committee to oversee the implementation process. The
Committee reviewed the law, recommended staff resources necessary for full imple-
mentation, and established four Workgroups that analyzed and developed rec-
ommendations for different aspects of the Caregiver Support Program: benefits, clin-
ical issues, eligibility and information technology. The Committee consisted of more
than 50 subject matter experts from across the country with expertise in polytrauma
care, care management, mental health, administration, law, business processes, in-
formation technology, contracts, and other specialties. The Department of Defense
also participated in these sessions. The Workgroups conducted face-to-face meetings
and held regular conference calls to address issues associated with implementation,
answer questions critical for VA’s Implementation Plan and develop effective proc-
esses that could be put in place across the system.

VA held a Caregiver Conference in Washington, D.C. in July 2010 and conducted
a series of meetings and round table discussions with veterans, caregivers, national
non-governmental organizations (NGO) with expertise in caregiving, and Veterans
Service Organizations (VSO) to solicit their input and identify concerns. VA staff
met with VSOs on October 5, 2010 and October 13, 2010. These meetings included
representatives from the American Legion, AMVETS, Blinded Veterans Association,
Disabled American Veterans, Iraq and Afghanistan Veterans of America, Military
Officers Association of America, National Military Family Association, Paralyzed
Veterans of America, Veterans of Foreign Wars, Veterans of Modern Warfare, and
Wounded Warrior Project. On October 7, 2010, VA met with NGOs possessing ex-
pertise in caregiving, including American Red Cross, Easter Seals, National Alliance
for Caregiving, National Family Caregivers Association, Family Caregiver Alliance,
Rosalynn Carter Institute for Caregiving, National Association of Area Agencies on
Aging, National Council on Independent Living, and ARCH National Respite Net-
work and Resource Center.
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The Implementation Plan was delivered and briefed to staff of the House and Sen-
ate Veterans’ Affairs Committees on February 9, 2011. This Plan can be accessed
electronically on VA’s Caregiver Web site at: http://www.caregiver.va.gov/docs/Care-
givers partl.pdf. It is important to note that the Plan comprises VA’s recommenda-
tions; the final word on eligibility criteria, as well as the other details of implemen-
tation, will come only after completion of the rulemaking process, which includes Of-
fice of Management and Budget (OMB) review and a period for public comment,
which can also result in adjustments to the rules governing the program.

Existing Services Available to Caregivers and Veterans through VA

As noted earlier, VA has offered support and benefits to the caregivers of veterans
since before World War II. VA has provided aid and attendance benefits for decades
as part of certain veterans’ direct benefits, and depending upon the nature of dis-
ability. VA can provide up to $4,977 per month in special monthly compensation (in
addition to the $2,673 in disability compensation for 100 percent service-connected
condition) for eligible veterans in need of aid and attendance to allow them to pay
caregivers. The amount varies depending on the level of aid and attendance needed.

For example, VA routinely offers in-person educational support for caregivers of
veterans undergoing discharge from an inpatient stay at a VA facility and teaches
techniques, strategies, and skills for caring for a disabled veteran. This includes in-
struction and specialized training in specialty areas such as traumatic brain injury
(TBI), spinal cord injury/disorders, and blind rehabilitation. VA has a caregiver as-
sistance healthy living center on My HealtheVet (www.myhealth.va.gov) and hosts
a caregiver Web site (www.caregiver.va.gov). Both of these sites include information
on VA and community resources and caregiver health and wellness.

VA offers a number of programs and services to support veteran care at home.
VA purchases personal care services to assist veterans in their homes with activities
of daily living. These benefits are available to veterans who, without these services,
would require nursing home or other institutional placement and are provided using
public and private agencies. VA also offers purchased skilled home care through
contract agencies for veterans who are homebound and in need of skilled services
such as nursing, social services, or physical, occupational or speech therapy. Home-
based primary care is a unique program that provides comprehensive long-term pri-
mary care through an interdisciplinary team that visits the homes of veterans with
complex, chronic disabling diseases or injuries for which routine clinic-based care is
ineffective.

The Veteran-Directed Home and Community-Based Care program provides vet-
erans of all eras the opportunity to receive services in a veteran-centered manner
that allows them to avoid institutional placement while continuing to live in their
homes and communities. VA operates this program in collaboration with the Admin-
istration on Aging under the Department of Health and Human Services. In-home
hospice care is also available for veterans who are in the advanced stages of incur-
able disease. Care includes comfort-oriented and supportive services that are pro-
vided by an interdisciplinary team of providers and volunteers. Community Home
Hospice services are available 24 hours a day, 7 days a week. Veterans and their
caregivers who are in need of close monitoring of vital signs or frequent communica-
tion with a health care team can benefit from home telehealth services. Telehealth
offers the possibility of treating chronic conditions cost effectively while contributing
to patient satisfaction.

Specialty care services, such as for blind rehabilitation, polytrauma, spinal cord
injury, and a range of modifications or adaptations are also provided to Veterans
and caregivers in need. Family training programs at Blind Rehabilitation Centers
provide family members and caregivers with education about blindness in general,
and specific information about their family member’s vision loss. In VA’s Poly-
trauma System of Care, caregiver and family education and training are provided
as part of the rehabilitation process through meetings with the care team, written
and web-based information, and other forums. This education includes rehabilitation
techniques to facilitate adaptation, safe and effective use of prosthetic or other de-
vices, skill development to meet the needs of the veteran, behavioral management
training, and information on how to access community resources. Specialized infor-
mation on TBI is also available if the Veteran has this condition. During initial re-
habilitation of a veteran with a new spinal cord injury, VA trains the veteran to
guide a caregiver in meeting the veteran’s personal care needs. Caregiver support
is also provided directly by VA staff and through referral to community support
services where needed. Home care services for bowel and bladder care are also avail-
able, and VA can pay for these services through a professional home health agency.
VA provides patient lifts to help caregivers move veterans with limited mobility,
ramps to facilitate ingress and egress from a home, vehicular and home modifica-
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tions and adaptations, attendant controls on any power wheelchair, and specially
adaptive housing modifications to provide a barrier-free, wheelchair accessible living
environment for the veteran and the caregiver.

VA offers a range of family support initiatives. Family counseling, spiritual and
pastoral care, and temporary lodging at Fisher Houses are all currently available.
Counseling for family members under 38 United States Code (U.S.C.) 1782 may also
be available. Respite care, either at home or in an institutional setting, provides the
caregivers of Veterans with a needed break to relieve the demands of caring for a
chronically ill, injured, or disabled family member and to prevent caregiver burnout.
Adult Day Health Care Centers also provides respite care in a safe environment
with constant supervision.

VA launched a Caregiver Support Line (1-855-260-3274) that is providing coun-
sel on issues related to non-institutional care, benefits, the law, and other questions.
Since its activation on February 1, 2011, the line received more than 3,000 calls.
This Support Line, staffed by clinical social workers, provides immediate and highly
responsive access to information for caregivers. Each VA medical center has des-
ignated a Caregiver Support Point of Contact to coordinate caregiver activities and
serve as a resource expert for Veterans, their families and VA providers to assist
them in locating and accessing non-VA resources.

VA’s Plan for Benefits and Enhancements to Caregivers

The Plan outlines VA’s proposal for providing enhanced benefits for family care-
givers of eligible veterans and servicemembers. The Plan includes recommendations
concerning eligibility, application, training, monitoring and implementation, stipend
amounts, health care benefit coverage, mental health services, and travel, lodging
and per diem. As noted above, the recommendations that comprise the plan are just
that—recommendations—and there are steps remaining in the rulemaking review
process (including a period for public comment) that provide an opportunity for ad-
justments in the rules and processes that will be followed by VA in carrying out
the provisions of the Act.

Following are some of the areas that received concentrated attention and discus-
sion in the Implementation Plan. They are treated in full detail in the Plan, but
we would like to highlight some of the prominent areas here.

Eligibility for Family Caregiver Program

VA’s Implementation Plan outlines proposed clinical eligibility criteria that would
be used by VA clinical providers to determine a Veteran’s eligibility to participate
in the family caregiver program (i.e. whether family caregiver(s) of the Veteran may
be approved and/or designated to receive support under the family caregiver pro-
gram), and to help determine the amount and level of the stipend the primary fam-
ily caregiver would receive. These clinical eligibility criteria would be applied, along
with other eligibly criteria (such as whether the Servicemember is “undergoing med-
ical discharge,” and whether the serious injury was incurred or aggravated on or
after September 11, 2001) to determine which veterans and servicemembers are eli-
gible to participate in the family caregiver program.

The clinical eligibility assessment would consist of two parts. The first part would
include evaluation based on clear clinical criteria to determine the appropriateness
of the Veteran for the program, and VA’s proposal for those standards can be found
at pages 13 and 14 of the Plan. This has proven to be the most challenging aspect
of VA’s implementation planning—to ensure that VA can put forward elgibility
standards that fulfill the aims of the law, while setting out criteria that can be ap-
plied consistently by clinicians and understood by veterans and their families.

The second part of the proposed assessment would determine the base level of the
stipend to be provided to the primary family caregiver, based upon the complexity
of the Veteran’s functional limitations and the assistance required, as defined by ac-
tivities of daily living (ADL) and required hours of care. Pages 16 and 17 of the Plan
provide greater detail of how this assessment would be conducted.

The Act defines “family member” as a member of the family of the Veteran (par-
ent, spouse, child, step-family member, or extended family member) or someone who
lives with the Veteran but is not a family member. The definition establishes eligi-
bility requirements for family caregivers seeking to participate in the program. In
the Plan at page 18, VA proposes standards aimed at ensuring the caregiver meets
minimum competency requirements, and that VA performs its due diligence to pre-
vent, whenever possible, potentially abusive situations.

The Application for Family Caregivers

The Act provides that Veterans and caregivers seeking participation in the pro-
gram will submit a joint application to VA. VA proposes an application process that
would be managed nationally to take advantage of VA’s existing infrastructure and
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ensure a quick and accurate review. The application would be based on existing ele-
ments of the CHAMPVA application, VA’s Geriatric and Extended Care Referral
Form, and newly developed portions in response to the Act.

VA clinicians will be trained in the specific program eligibly criteria to assess the
needs of the Veteran and confirm his or her need for caregiver support. VA clinical
providers will determine whether the care the veteran needs can be provided at
home and whether a family member(s) on the application will be capable of pro-
viding such care. VA will evaluate the family member(s) to determine the amount
of instruction, preparation and training the family member requires to provide the
personal care service the veteran needs.

VA aimed in the Plan to design the application process to be as simple as possible
for the Veteran, the proposed family caregivers, and VA staff. VA will also incor-
porate the application into the Veteran’s electronic health record. We will offer a
paper application and an online version of the application as well. The Caregiver
Support Coordinator or designated case manager at each VA medical center will
work with the Veteran and the proposed family caregiver to determine the appro-
priateness of each caregiver and the educational needs of each participating family
member.

Education and Training

Education and training for family caregivers would include two parts under VA’s
Plan: first, a basic caregiver curriculum that will be available in standard class-
rooms or self study through books, DVD, or online media. It will include training
on the standard information applicable to all caregivers and Veterans and will allow
the family caregivers to choose the mode of training that is most convenient for
them. It will cover material every family caregiver must understand and will in-
clude ten core competencies: medication management, vital signs and pain control,
infection control, nutrition, functional activities, activities of daily living, commu-
nication and cognition skills, behavior management skills, skin care, and caregiver
self-care.

The second part of the training will be specific to the individual Veteran’s care
needs. It will emphasize care related to the Veteran’s condition, such as traumatic
brain injury, post-traumatic stress disorder, impulse control, suicide risk and pre-
vention, substance use disorders, dementia, depression and anger.

Both parts of the training would require that the caregiver demonstrate their
competence to provide personal care services to the veteran in the home. This is an
important factor because VA has heard from caregivers about the difficulty they
have experienced in transferring skills learned in a clinical setting to the home envi-
ronment. VA proposes to conduct home visits in a supportive manner to provide ad-
ditional onsite training, to facilitate successful completion of the training, to validate
the family caregivers’ competence, and to provide additional support or problem
solving as necessary. Appendix B of the Implementation Plan includes a standard
assessment tool VA proposes to use during the home visit to ensure a consistent ap-
proach across the country.

Under VA’s Plan, within 10 business days of the family caregivers’ completion of
education and training, VA would conduct a home visit to assess the family care-
givers’ understanding and competence in providing the care needed by the veteran.
During the initial visit, VA will review core competencies and the family caregiver
will be required to demonstrate their understanding of these competencies and those
related to the veteran’s specific care needs. Our goal is to support and provide addi-
tional training as necessary to ensure the caregiver and veteran have what they
need.

VA heard from NGOs and others regarding the training and education require-
ments established in the Act. The NGOs recommended that VA use training mate-
rials based on a nationally recognized program that could be modified slightly to ad-
dress the needs of veterans and servicemembers eligible to participate in the family
caregiver program. We support this concept and are looking for partners to develop
this material. Some VSOs and caregivers recommended that family members with
experience in caregiving should be exempt from the required training, but VA in its
Plan recognized the importance of establishing clinically demonstrated competency
to provide care, which is a requirement of the Act.

Training would extend beyond just care delivery for the veteran to include seg-
ments on self-care and stress management, important skills which caregivers may
not have learned before. Moreover, training sessions provide opportunities for care-
givers to connect with one another, to develop peer support networks and to ex-
change ideas that can benefit caregivers and veterans alike.
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Monitoring and Implementation

The Act is very clear that V. . . shall monitor the well-being of each eligible
veteran receiving personal care ‘services under the program . . .” (38 U.S.C.
1720G(a)(9)(A)). VA monitoring as outlined in the Plan would include evaluation of
the Veteran and caregiver’s physical and emotional state, including any signs of
abuse and neglect, the adequacy of care and supervision being provided by the fam-
ily caregivers, the veteran and family caregivers overall adjustment to care at home,
and signs of caregiver stress. Home visits would be completed with a supportive and
educational approach to ensure the caregiver is equipped to succeed in their role.
VA would focus on the veteran or legal guardian and caregiver’s perception of the
optimal social, emotional, and physical state of welfare in a safe and nurturing envi-
ronment.

In addition to the in-home competence review after the caregiver has completed
training, VA in its Plan proposes follow-up well-being checks at least once each
quarter, and more often if there are significant changes in the Veteran’s condition
or in home dynamics as noted by the Patient Aligned Care Team (PACT) or primary
care team. VA saw annual in-home full reassessment of the primary family care-
giver’s competence as necessary for continued receipt of the stipend and other bene-
fits. The initial assessment and the quarterly follow-up checks would be conducted
by a member of the interdisciplinary health team, such as a registered nurse, social
worker, physical therapist, or others. Ongoing monitoring would be provided by VA
staff through programs such as Home-Based Primary Care, Community Health, Spi-
nal Cord Injury and Disorders Home Care, or Mental Health Intensive Case Man-
agement. The Caregiver Support Coordinator or designated case manager would be
responsible for ensuring the ongoing monitoring of primary and family caregiver
competencies.

Changes in the level of care noted during home evaluation visits would be re-
ported back to the facility Caregiver Support Coordinator or designated case man-
ager and the PACT or primary care team. If there are concerns about caregiver com-
petence that do not pose an immediate safety concern for the veteran, VA would
conduct an assessment to determine what additional training the caregiver requires,
and VA would make the necessary arrangements for the caregiver to receive this
training in a timely manner. If, during the initial assessment or follow-up home vis-
its, there is evidence of abuse or neglect (or other immediate concerns for the safety
of the veteran), VA will make immediate arrangements for alternate care. Suspected
abuse or neglect must be reported in compliance with law and VA policy.

VA has heard the concerns raised by VSOs, NGOs, veterans and caregivers alike
that, while monitoring is essential to ensuring the well-being of the veteran, it must
be done in a supportive manner. VA agrees with this principle entirely and in its
Plan noted it would train those conducting in-home visits and assessments to pro-
vidi1 support compassionately to the Veteran and caregiver’s specific situation and
needs.

The veteran or legal guardian or the primary family caregiver can request that
the designation of primary family caregiver be revoked. VA can initiate revocation
for cause or due to the permanent institutionalization or death of the veteran. Fur-
ther information about VA’s proposed revocation process can be found on pages 29—
31 of VA’s Implementation Plan.

Stipend

VA will issue stipends directly to the designated primary family caregiver under
this program. The stipend is made in recognition of the sacrifices that families make
when caring for a seriously injured eligible veteran, and is based on the amount and
degree of personal care services provided. As specifically provided in the Act, this
stipend is not an entitlement. The stipend is not intended to replace career earn-
ings, and a primary family caregiver does not become a VA employee based on re-
ceipt of the monthly caregiver stipend. Details of VA’s proposal for implementing the
stipend payments can be found at page 23 of the Plan.

The stipend payments to primary family caregivers constitute “payments [of bene-
fits] made to, or on account of, a beneficiary” that are exempt from taxation under
38 U.S.C. 5301(a)(1).

Health Care Benefit Coverage

Primary family caregivers of eligible veterans may receive medical care under the
Civilian Health and Medical Program of the Department of Veterans Affairs
(CHAMPVA) if they are not entitled to care or services under a health plan contract
(including Medicare, Medicaid, worker’s compensation, insurance policies or con-
tracts, etc.). CHAMPVA is a comprehensive health care benefit program in which
VA shares the cost of certain health care services with eligible beneficiaries.
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Mental Health Services

VA recognizes that caregivers can experience stress that may result in depression,
anger, interpersonal conflict, anxiety, substance use, sleep disturbance, social isola-
tion, or other conditions. Caregiving can also place stress upon the marital or family
relationship as well. VA has heard from caregivers that they need and want access
to mental health services. As a result, VA’s Plan would include mental health and
counseling services to ensure that the primary family caregiver can access support
and services to alleviate stress, burnout, and other complications.

In accordance with 38 U.S.C. 1782, general caregivers, as well as family care-
givers, would have access to consultation, professional counseling, marriage and
family counseling, training and mental health services as necessary in connection
with the treatment of the Veteran.

VA would offer mental health and counseling services needed by family caregivers
but unrelated to the treatment of the Veteran by providing individual and group
therapy and counseling and peer support groups. Under the proposal outlined in the
Plan, VA would not provide medication or other medical procedures related to men-
tal health treatment or inpatient psychiatric care. If a primary family caregiver has
CHAMPVA or other coverage, such care could be provided by those plans, subject
to the health plan’s particular terms.

Travel, Lodging and Per Diem

Travel, lodging and per diem expenses would be provided to family caregivers
when family caregivers are undergoing needed training. In addition, family care-
givers may be provided the expenses of travel, including lodging and subsistence,
when the eligible veteran is traveling to and from, and throughout the duration of,
a medical examination, treatment or care episode.

Respite Care

Caregiving, as noted earlier, places significant demands on those who provide per-
sonal care services for a seriously injured eligible veteran. Respite care is designed
to offer family caregivers temporary relief from the demands of daily care, thereby
supporting the veteran’s desire to remain in his or her home. VA may provide res-
pite care for the veteran during the family caregivers’ training if needed. Respite
care for the primary family caregiver will be available for at least 30 days annually
under the Act, and VA proposes including 24-hour care commensurate with the care
provided by the family caregiver. The VA Caregiver Support Coordinator or des-
ignated case manager, in collaboration with the Patient Aligned Care Team (PACT)
or primary care team would assess the veteran and caregiver for appropriate respite
services. VA is committed to delivering clinically and age appropriate respite care
services through VA and non-VA programs.

VA’s Path Forward for Implementation

The Act is a tremendous step forward for this country in supporting those who
have made significant sacrifices on its behalf. It represents the hard work and ef-
forts of Congress, Veterans Service Organizations, VA, and most importantly, our
seriously injured veterans and their caregivers. We understand the frustration
many have experienced with the pace of implementation, and we share that frustra-
tion. We regret the delay in transmitting the Implementation Plan to the Com-
mittee. The Act also identified January 30, 2011 as the date on which caregiver ben-
efits would commence. Given the complexity of these programs, the need for stake-
holder input, and the need for regulations, VA was not able to meet that date.

But let me assure our veterans, their families, and the Committee that we have
been working tirelessly to implement this program and begin delivering the benefits
established in law. On February 28, 2011, VA transmitted a draft Interim Final
Rule to the Office of Management and Budget. We believe this measure will expe-
dite the rulemaking process and set the path to begin delivering caregiver benefits
as early as this summer.

VA has been active on a myriad of other fronts that do not require the publication
of regulations to accomplish other implementation milestones. We released a request
for proposals in January to assist the Department in creating a national program
of caregiver training. This curriculum will serve as the basis for establishing the
competencies of family caregivers participating in the program and will promote ef-
fective care for our seriously injured veterans. We launched a new Caregiver Sup-
port Line on February 1, 2011 out of awareness of the urgent need to provide infor-
mation and additional support to caregivers. We are planning to hire at least one
full time Caregiver Support Coordinator at every VA medical center by the end of
April 2011. We are working now on a new, state-of-the-art Web site that will be
launched in May 2011. We are already planning to add additional staff on a tem-
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porary basis to manage the creation of these programs and to handle the initial
wave of applications from veterans and caregivers.

VA will also employ a comprehensive outreach program so that veterans and their
caregivers are aware of these services and can easily apply. Our Caregiver Support
Coordinators will assist them in this process and will make every effort to expedite
our review and the delivery of benefits.

VA understands the concerns that have been expressed on the scope of the ben-
efit, as outlined in our Plan. The Secretary appreciates that VA has an important
obligation to get this benefit right. That means making sure those clinicians can
consistently apply—and Veterans and their families can understand—our eligibility
criteria, as we evaluate the myriad types and combinations of circumstances that
injured Veterans and their families face.

Conclusion

There is no higher priority than delivering world class health care services and
benefits to our seriously injured veterans and servicemembers and their caregivers.
We again appreciate the efforts of Congress, the Veterans Service Organizations,
and all of our stakeholders in making this Act a reality. It is important for VA as
it moves ahead in implementing all parts of the caregiver provisions of the Act to
keep the Committee apprised and to hear and respond to your concerns. Thank you
for inviting me here to testify today to do that. My colleagues and I are prepared
to answer your questions at this time.

———

Statement of the Paralyzed Veterans of America

Chairwoman Buerkle, Ranking Member Michaud, and Members of the Sub-
committee, Paralyzed Veterans of America (PVA) would like to thank you for the
opportunity to submit our views on the implementation of the caregiver provisions
of P.L. 111-163, the “Caregivers and Veterans Omnibus Health Services Act.” The
Subcommittee proposes to answer the question, “Are we getting it right?” Simply
put, the VA is not getting it right, and we hope that the Administration will review
the steps it has taken so far and revise them appropriately. Likewise, we urge Con-
gress to continue to conduct oversight of the VA’s implementation plan to ensure
that its full intent is being met.

PVA and its partners worked extremely hard to get comprehensive caregiver legis-
lation enacted during the 111th Congress. Fortunately, on May 5, 2010, the Presi-
dent signed into law P.L. 111-163, the “Caregivers and Veterans Omnibus Health
Services Act.” This legislation created an innovative new caregiver program to be
administered by the Department of Veterans Affairs (VA). The law called for the
VA to begin implementation of this important new program within 270 days of en-
actment of the bill. This placed the deadline for implementation of this legislation
in February of this year. However, the VA’s efforts have fallen flat, to say the least.

As you know, the VA recently published its interim final rules regarding the im-
plementation of the caregiver provisions of P.L. 111-163. PVA was very dis-
appointed to see that the VA tailored its eligibility criteria very narrowly to provide
for services for a much smaller number of veterans than Congress intended. The VA
essentially explained that it will base eligibility for the new caregiver provisions on
whether or not the veteran being cared for would otherwise be kept in an institu-
tional setting. This simply ignores the call for more home and community-based care
settings, particularly for the newest generation of veterans. Moreover, it ensures the
narrowest scope of eligibility for the caregiver benefits. This is totally unacceptable.

We were already concerned about the fact that the original legislation divided the
levels of services provided between Pre-9/11 and Post-9/11 service-connected dis-
abled veterans. And yet, we ultimately supported the final legislation because it will
do a great deal of good for the newest generation of severely disabled veterans while
allowing for the VA to expand the broad range of caregiver services to Pre-9/11 vet-
erans in the future.

PVA is also seriously concerned about the VA’s lack of commitment in its FY 2012
budget request and FY 2013 advance appropriation estimate. For FY 2012, the VA
requested approximately $65.9 million for the implementation of the caregiver provi-
sions of P.L. 111-163 and an additional $70.6 million for FY 2013. This is especially
troublesome in light of the fact that during consideration of the legislation, the costs
were estimated to be approximately $1.6 billion between FY 2010 and FY 2015. This
included approximately $60 million identified for FY 2010 and approximately $1.54
billion between FY 2011 and FY 2015. However, no funding was provided in FY
2010 or FY 2011 to address this need. Moreover, Secretary Shinseki clearly identi-
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fied a shortfall in funding for the provisions of P.L.. 111-163 in a letter he sent to
Congress on July 30, 2010. As a result, the VA will have an even greater need for
funding to support P.L. 111-163 between FY 2012 and FY 2015 in order to fully
implement the provisions of the law based on the full intent of Congress. With this
in mind, The Independent Budget for FY 2012—co-authored by AMVETS, Disabled
American Veterans, PVA, and the Veterans of Foreign Wars—included a rec-
ommendation of approximately $385 to fund the caregiver provisions of P.L. 111—
163.

PVA has over 60 years of experience understanding the complex needs of spouses,
family members, friends, and personal care attendants that love and care for vet-
erans with life-long medical conditions. The aspects of personal independence and
quality care are of particular importance to veterans with spinal cord injury/dys-
function. As a result of today’s technological and medical advances, veterans are
withstanding combat injuries and returning home in need of medical care on a con-
sistent basis. Such advances are also prolonging and enhancing the lives and phys-
ical capabilities of injured veterans from previous conflicts. No matter the progress
of modern science, these veterans need the health-care expertise and care from a
health team comprised of medical professionals, mental health professionals, and
caregivers. As a part of the health care team, caregivers must receive ongoing sup-
port to provide quality care to the veteran. It is for this reason, that we strongly
urge VA to develop support and educational programs by conducting caregiver as-
sessments that identify the needs and problems of caregivers currently caring for
veterans.

PVA members have more direct interaction with caregivers than any other indi-
vidual group of disabled veterans. As such, PVA has developed educational mate-
rials over the years to benefit the disabled veteran, his or her family, and the care-
giver on the best practices for dealing with the myriad of challenges they will face.
I would like to highlight two publications in particular that PVA developed that ad-
dress these challenges and issues.

One very important publication that PVA developed many years ago is “Yes, You
Can! A Guide to Self-Care for Persons with Spinal Cord Injury.” The fourth edition
of this book is available through PVA’s Web site. The book serves as a self-help re-
source for severely disabled veterans, their families and their caregivers, as well as
all people with disabilities, with a focus on individuals who have incurred a spinal
cord injury or disorder. The book is written expressly for new spinal cord injured
individuals providing them with a lifelong reference guide.

For over two decades, “Yes, You Can!” has been compiled and edited by Dr. Ste-
phen P. Burns, a practicing VA SCI physician, and Dr. Margaret C. Hammond,
Chief Consultant for VA’s SCI Service, as well as more than 40 experts from the
Seattle VA Health Care System. Having answers to the myriad of challenges that
SCI veterans and their families might face is central to personal care and independ-
ence for people who have SCI. Additionally, “Yes, You Can!” includes a list of print,
online and community resources for obtaining additional information. The book
equips people with disabilities with essential information on how they can lead
healthy, productive lives and reintegrate fully into the community.

The second publication that PVA developed is a consumer guide called “Managing
Personal Assistants.” This important book provides critical information on how to
best determine your personal assistant or caregiver needs. It offers advice on how
to recruit, hire, properly train and retain, and when necessary, fire, a personal as-
sistant or caregiver. It allows a severely disabled veteran and his or her family to
be well-informed when making the caregiving decisions that are best for him or her.

Our experience has shown that when the veteran’s family unit is left out of the
treatment plan the veteran suffers with long reoccurring medical and social prob-
lems. However, when family is included in the health plan through services such
as VA counseling and education services, veterans are more apt to become healthy,
independent, and productive members of society.

With regard to family caregiver services, we ask that VA continue its effort to en-
hance the support and educational services provided to family members caring for
veterans. Moreover, as the VA begins full implementation of the caregiver provisions
of P.L. 111-163, we believe that it will be essential to incorporate medical profes-
sionals or clinicians into the training. Due to the unique health care challenges
often associated with the catastrophic disabilities of those veterans who need care-
giver support services, only clinicians can provide the broadest scope of medical care
support in training.

As the veteran community is aware, family caregivers also provide mental health
support for veterans dealing with the emotional, psychological, and physical effects
of combat. Many PVA members with spinal cord injury also have a range of co-mor-
bid mental illnesses, therefore, we know that family counseling, and condition spe-
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cific education is fundamental to the successful reintegration of the veteran into so-
ciety. Combat exposure coupled with long and frequent deployments are associated
with an increased risk for post-traumatic stress disorder and other forms of mental
illness. In fact, the VA reports that Operation Enduring Freedom and Operation
Iraqi Freedom (OEF/OIF) veterans have sought care for a wide array of possible co-
morbid medical and psychological conditions.

We believe that Vet Centers should increase coordination with VA medical centers
to accept referrals for family counseling; increase distribution of outreach materials
to family members with tips on how to better manage the dislocation; improve re-
integration of combat veterans who are returning from deployment; and provide in-
formation on identifying warning signs of suicidal ideation so veterans and their
families can seek help with readjustment issues. PVA believes that an effective
mental illness family counseling and education program can improve treatment out-
comes for veterans, facilitate family communication, increase understanding of men-
tal illness, and increase the use of effective problem solving and reduce family ten-
sion.

There are approximately 44 million individuals across the United States that
serve as caregivers on a daily basis. The contributions of caregivers in today’s soci-
ety are invaluable economically as they obviate the rising costs of traditional institu-
tional care.

PVA would like to thank this Subcommittee for the opportunity to express our
views relating to the implementation of the VA’s new caregiver program. We hope
that the Subcommittee and Congress will take an active role to ensure that the VA
is actually implementing the provisions of P.L. 111-163 as intended. Failure to com-
ply with the intent of Congress is simply not an option in this case. The most se-
verely disabled veterans and their families are depending on the VA to get it right.

We look forward to working with the Subcommittee as it continues addressing
these issues. We will gladly respond to any questions. Thank you.

———

Statement of Heather L. Ansley, Esq., MSW, Director of
Veterans Policy, VetsFirst, a Program of United Spinal Association

Chairwoman Buerkle, Ranking Member Michaud, and other distinguished Mem-
bers of the Committee, thank you for the opportunity to submit for the record our
concerns about the Department of Veterans Affairs’ (VA) implementation of the
caregiver assistance program established in Title I of Public Law 111-163.

VetsFirst represents the culmination of 60 years of service to veterans and their
families. United Spinal Association, through its veterans service program, VetsFirst,
maintains a nationwide network of veterans service officers who provide representa-
tion for veterans, their dependents and survivors in their pursuit of VA benefits and
health care before the VA and in the Federal courts. Today, United Spinal Associa-
tion is not only a VA-recognized national veterans service organization, but is also
the leader in advocacy for all people with disabilities.

VetsFirst fully supports the caregiver services that were included in the Care-
givers and Veterans Omnibus Health Services Act of 2010 (Public Law 111-163).
VetsFirst believes that caregivers are vital to ensuring that veterans with disabil-
ities are able to be independent. Under Public Law 111-163, caregivers for all eligi-
ble veterans who are enrolled in the VA’s health care system will have access to
education sessions, support services, counseling, mental health services, and respite
care. The law also provides certain caregivers of veterans who have a serious injury,
such as a traumatic brain injury, that was incurred or aggravated in the line of duty
on or after September 11, 2001, with a monthly stipend and access to medical care.

For the family members of veterans with disabilities, the battle to ensure that
their loved ones receive the support and services that they need to reintegrate into
their families and communities never ends. In order to ensure that veterans with
disabilities are able to receive the care they need, VetsFirst believes that our Nation
must fully support the dedicated caregivers of our Nation’s veterans.

Many families of veterans with disabilities play a crucial role in providing needed
services and supports that allow veterans to return to, and remain in, their homes.
The sacrifice of family caregivers not only supports veterans, but also supports the
VA in its mission. These individuals often endure significant life changes as they
seek to assist their husbands, wives, and adult children in their efforts to rehabili-
tate and reintegrate into their communities.

In the aftermath of a veteran receiving a severe injury and resulting long-term
disability, many family caregivers are forced to either quit their jobs or seek flexible
employment in order to care for their loved ones. As a result, many caregivers must
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balance the strains of caregiving for someone who has significant disabilities with
lost income and cancellation of employer-provided health care coverage and other
benefits. The longer-term impacts on leaving the traditional workforce include the
loss of retirement benefits, which may lead to financial shortfalls as the caregiver
ages.

Although the commitment of the caregivers of our Nation’s veterans has been evi-
dent for many decades, a study released in November 2010 by the National Alliance
for Caregiving provides statistical evidence supporting the depth of the commitment
that these caregivers have made to our veterans. For instance, the study report ti-
tled, “Caregivers of Veterans—Serving on the Homefront,” noted that 70 percent of
caregivers for our Nation’s veterans are spouses. For all populations, only 6 percent
of caregivers are spouses. Clearly, immediate family members have an important
role in caregiving for our Nation’s veterans.

An even higher number of caregivers, 80 percent, live with the veteran for whom
they are providing care. Nationwide, only 23 percent of caregivers of all adults live
with the care receiver. Consequently, 68 percent of caregivers of veterans report a
high level of emotional stress due to caregiving which is more than double the level
of stress endured by caregivers of all adults.

The lifelong commitment made by caregivers of our Nation’s veterans is clearly
represented by the 26 percent of parents who are providing care for their sons and
daughters who are veterans of Operation Iraqi Freedom or Operation Enduring
Freedom (Afghanistan). The long-term caregiving relationship of our Nation’s vet-
erans with disabilities and their caregivers exceeds that of other caregiving relation-
ships. According to the National Alliance for Caregiving, 30 percent of caregivers of
veterans from all eras give care for 10 years or longer, as opposed to only 15 percent
of caregivers nationwide.

Intensive caregiving provides many challenges for caregivers. Some of the chal-
lenges identified by the study include lack of awareness about helpful VA services,
lack of information about how to receive financial assistance, and lack of knowledge
regarding the medical aspects of the veteran’s disability. Of note, the resource for
most caregivers for the services and supports available to them as caregivers was
through “word of mouth.”

To address some of the identified issues, the report makes seven specific rec-
ommendations. Those recommendations included the following: harnessing the
“word of mouth” by providing caregivers with avenues to learn from each other, as-
sisting caregivers with finding needed respite services, and making training and in-
formation about conditions such as post-traumatic stress disorder more accessible to
caregivers.

The expansive services provided through Title I of Public Law 111-163 provided
hope for many caregivers who as the National Alliance for Caregiving study dem-
onstrates provide care for a longer period of time and have a higher stress level
than other types of caregivers. As established by Congress, the caregiver programs
discussed in Title I directly address some of the key areas of concern for many care-
givers. The law provides caregivers for all eligible veterans enrolled in the VA’s
health care system with general supports. The law also includes a more comprehen-
sive program of assistance for family caregivers of veterans who have a serious in-
jury, such as a traumatic brain injury, that was incurred or aggravated in the line
of duty on or after September 11, 2001.

In order to receive assistance under the program of comprehensive assistance for
family caregivers, a caregiver must be providing care to an “eligible veteran.” Ac-
cording to 38 U.S.C. § 1720G(a)(1)(B)(2),

“an eligible veteran is any individual who (A) is a veteran or member of the
Armed Forces undergoing medical discharge from the Armed Forces; (B) has a se-
rious injury (including traumatic brain injury, psychological trauma, or other
mental disorder) incurred or aggravated in the line of duty in the active military,
naval, or air service on or after September 11, 2001; and (C) is in need of personal
care services because of (i) an inability to perform one or more activities of daily
living; (i1) a need for supervision or protection based on symptoms or residuals of
neurological or other impairment or injury; or (iii) such other matters as the Sec-
retary considers appropriate.”

Under the comprehensive program, family caregivers are eligible to receive train-
ing, technical support, counseling, and lodging and subsistence. For the family care-
giver who is chosen as the primary provider of personal care services additional ben-
efits are available. These benefits include mental health services, respite care of not
less than 30 days annually, medical care, and a monthly personal caregiver stipend.
As identified by the National Alliance for Caregiving, these benefits will be ex-
tremely beneficial to the caregivers of eligible veterans.
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Unfortunately, the caregiver program implementation plan released by VA in Feb-
ruary 2011 fails to provide the promised benefits that many caregivers believed
would be available to them. VA’s implementation plan, which focuses on the com-
prehensive caregiver program, seeks to place limits on eligible veterans beyond
those intended by Congress. Specifically, VA appears to rely on 38 U.S.C.
§1720G(a)(1)(B), which allows the Secretary to provide support “to a family care-
giver of an eligible veteran if the Secretary determines it is in the best interest of
the eligible veteran to do so,” to add seven clinical eligibility criteria.

The cumulative result of these clinical criteria, however, is to limit the number
of eligible veterans and thus family caregivers who can benefit from this comprehen-
sive program beyond that intended by Congress. One of the clinical criterion states
that, “Without caregiver support providing personal care services at home in an on-
going manner, would require hospitalization, nursing home, or other institutional
care.” Another clinical criterion states that the veteran must “Require continuing
medical management or be at high risk for personal safety and cannot live inde-
pendently in the community without caregiver support.” Based on the “eligible vet-
eran” criteria outlined in the law, Congress did not intend for VA to place these
types of strictures on eligibility.

In the proposed implementation plan, VA also imposed specific aspects of these
clinical criteria into its definition of “serious injury.” In the law, Congress noted only
certain types of injuries, such as traumatic brain injury, psychological trauma, or
other mental disorder, in its explanation of this term. The VA defines serious injury
as follows: “Individuals with a serious injury are individuals who, due to their in-
jury, psychological trauma, or mental disorder, require ongoing medical care, exhibit
impaired ability to function independently in their community, are vulnerable and
at high risk for personal safety, and for whom at least 6 months of continuous and
approved caregiver support is required to enable them to live outside of an institu-
tional care setting.” Based on Congressional intent, VetsFirst believes that VA’s def-
inition of serious injury incorporates restrictions on eligibility beyond those intended
by the law.

If the VA is allowed to move forward with the outlined implementation plan, the
number of eligible family caregivers providing needed services and supports for vet-
erans with serious injuries due to their service will be limited to less than one-third
the number Congress intended would be eligible for the program. Furthermore, vet-
erans with certain types of injures that are specifically stated in the law may be
left out due to the development of overly stringent criteria.

Aside from Congressional intent, expansion of caregiver programs to veterans who
are not eligible for an institutional level of care but for whom caregiving is likely
to extend their ability to live in the community is extremely effective in the long-
term. Specifically, delaying or preventing institutional placements through quality
caregiving not only fulfills the desire of many individuals to remain in their homes
but also saves money due to decreased utilization of institutional placements. Thus,
VA must not unnecessarily limit the comprehensive caregiver program due to fears
that the program will be too costly.

In addition, VA must ensure that the process veterans with disabilities and their
family caregivers must follow to participate in the comprehensive caregiver program
is not overly bureaucratic. Instead, the process should be veteran-centered with the
goal of helping eligible family caregivers to complete the process in a timely, suc-
cessful manner.

In order to ensure that the role of the family caregiver and the needs of the vet-
eran are at the center of the process, VetsFirst believes that VA must ensure that
the caregiver education and training outlined in the implementation plan recognizes
the different skill sets and educational backgrounds of the caregivers. As outlined
by VA, the caregiver education and training component will be divided into two sec-
tions. The first section provides general training on caregiving through a variety of
educational methods (self-study, DVD, classroom, online). VetsFirst believes that
this training should also include aspects that can speak to those who have attained
knowledge through other caregiver training and those who have learned through the
process of actually providing care to their loved one. If the goal of training is to de-
velop the caregiving skills of family caregivers, then it must meet the caregiver’s
level of knowledge and experience.

Although caregivers must be approved and receive adequate training, VetsFirst
hopes that VA will make every effort to ensure that the process of final certification
is expeditious. Many family caregivers have waited through great personal difficulty
for the types of benefits available through the comprehensive caregiver program. VA
must ensure that the certification process is conducted in a manner that encourages
eligible veterans with disabilities and their family caregivers to participate in and
receive the benefits of this critical program.
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Finally, VA must not limit eligibility beyond that which Congress intended due
to fears about the consequences if the program is later expanded for caregivers of
veterans of all eras. Based on the need outlined in the study by the National Alli-
ance for Caregiving, VetsFirst will continue to advocate for increased services and
supports for caregivers of veterans of all eras to make sure that these caregivers
can continue to support our Nation’s veterans with disabilities. Specifically,
VetsFirst believes that these benefits must be able to not only veterans with service-
connected disabilities of all eras but also veterans who receive VA health care serv-
ices due to a catastrophic disability acquired outside the veteran’s service. Other-
wise, unnecessary inequality in the system of health care benefits may result.

VetsFirst believes that veterans with disabilities have the right to receive their
services and supports in the least restrictive environment. Most people with disabil-
ities want to live in their homes and have the opportunity to be a part of their com-
munities. Although funding services for caregivers requires an upfront investment,
the long-term gains that result from assisting veterans with disabilities in their ef-
forts to reintegrate into their communities are significant.

Thank you for the opportunity to submit for the record VetsFirst’s concerns with
VA’s implementation plan for the comprehensive caregiver program. We appreciate
your leadership on behalf of our Nation’s veterans with disabilities and their fami-
lies and survivors. VetsFirst stands ready to work in partnership to ensure that all
veterans are able to reintegrate in to their communities and remain valued, contrib-
uting members of society.

———

MATERIAL SUBMITTED FOR THE RECORD

Committee on Veterans’ Affairs
Washington, DC.
March 17, 2011

Tom Tarantino

Senior Legislative Associate

Iraq and Afghanistan Veterans of America
777 North Capitol Street NE, Suite 403
Washington, DC 20002

Dear Tom:

In reference to our Subcommittee on Health Committee hearing entitled “Imple-
mentation of Caregiver Assistance: Are We Getting It Right?” that took place on
March 11, 2011. I would appreciate it if you could answer the enclosed hearing
questions by the close of business on April 17, 2011.

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co-
operation with the Joint Committee on Printing, is implementing some formatting
changes for materials for all full Committee and Subcommittee hearings. Therefore,
it would be appreciated if you could provide your answers consecutively and single-
spaced. In addition, please restate the question in its entirety before the answer.

Due to the delay in receiving mail, please provide your response to Jian Zapata
by fax at 202-225-2034. If you have any questions, please call 202—-225-9756.

Sincerely,

Michael H. Michaud
Ranking Democratic Member

CWijz

Questions for the Record
HVAC Hearing on “Implementation of Caregiver Assistance: Are We
Getting It Right?”
March 11, 2011
Response by Tom Tarantino
Senior Legislative Associate, IAVA

Question 1: Please tell this Committee what was the extent of your organiza-
tions’ involvement in the development of the implementation plan?

Answer: Along with several other VSOs that were instrumental in passing the
caregivers law, IAVA participated in two focus groups held by the VA at VA Head-
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quarters. These meetings were held on October 5, 2010 and October 23, 2011. Both
lasted several hours. The stated goal of those meeting was for the VA to receive the
VSO community’s views and ideas on Eligibility, DoD to VA transition, training,
benefits, and monitoring. While the topics were structured, the conversation was
free form with all of the recommendations coming from the VSOs to the VA. The
VA provided no information on where they were on any given issue. When asked
questions by the group, the frequent response was “What do you think we should
do?” While this provided a forum to address issues of concern from the VSO commu-
nity, there was very little feedback from the VA. We left each meeting unsure where
the VA was in the process.

This was the extent of IAVA’s involvement with the implementation plan. The
VSOs and the Congressional offices that worked on the bill went to great lengths
to make the legislative text as explicit as possible, in order to curb poor regulation.
TAVA feels that despite the two focus groups, the VA regulated this law without ef-
fectively tapping the knowledge and experience of the VSO community that rep-
resents the veterans that they are trying to serve.

Question 2: Traumatic Brain Injury or TBI is considered the signature wound
of these wars. Given that, do you believe that the current criteria in the implemen-
tation plan would unnecessarily exclude many veterans who have a TBI?

Answer: The National Military Family Association frequently says, “Wounded
servicemembers have wounded families.” If we are to treat and cure the wounds of
a servicemember, we must also care for the wounds of the families, or in this case,
the caregiver. This was clearly Congress’ intent when crafting this law.

We feel that the narrow eligibility criteria proposed by the VA will exclude many
veterans and their caregivers from receiving the care and benefits that they need.
The intent of this law was to provide assistance to the caregivers who have put their
lives on hold to care for their wounded warrior. It was not meant to replace hospital
care. TBI is the staunchest example of an injury that will be left behind by the VA’s
proposed criteria. While the most severely wounded cases of TBI will surely qualify,
the criteria set out by the VA does not account for the moderate cases of TBI that
may not require hospitalization, but still will require constant care and monitoring
if they are to recover.

A veteran suffering from a severe TBI who would require hospitalization would
definitely be eligible for the caregiver program. However, injuries like TBI aren’t
that simple. There are levels of severity that while not requiring institutionaliza-
tion, still require constant care to both ensure the safety of the veteran and promote
a healthy recovery. Based on numerous accounts from our members and supporters,
TIAVA believes that the majority of those who would benefit from the caregivers pro-
gram fall in the former category. Under current VA regulations, this larger group
of caregivers will not be eligible for support. Given that this program was designed
to help those caregivers, the VA’s failure to include these caregivers shows that the
VA is fundamentally missing the point of this program. While the caregiver program
is meant to help facilitate the care and recovery of the veteran, it is designed to
support the caregiver who is sacrificing to care for their wounded warrior.

We understand the VA’s need to establish clinical metrics in determining eligi-
bility. IAVA feels that adding clinical criteria into the equation is necessary. How-
ever, it is not sufficient if we are to remedy the problem that the caregiver program
is meant to solve. The VA must factor the needs of the caregivers who are providing
a critical service in the veteran’s care and recovery. In this respect, the VA has
failed to meet the goals set forth by Congress.

Question 3: Several of the testimonies raised concerns with the mental health
services and the coverage for the caregivers in the implementation plan. I would like
each of you to expound on your concerns.

Answer: IAVA is cautiously optimistic about the mental health services that
caregivers will be eligible for under this program. According to the implementation
plan “Primary family caregivers will be covered . . . for mental health services in
connection with the treatment of the Veteran” and “mental health services needed
by the primary family caregiver but not related to the treatment of the Veteran.”
While is seems that this does cover the range of mental health care that a caregiver
would require, we are concerned about what the VA will determine as “services in
connection with the treatment of the veteran.” Based on the VA’s narrow view of
criteria for the rest of the caregivers program, we are not confident that the VA will
adopt an interpretation of “connected” that reflects the needs of the caregivers that
this program is meant to support. Unfortunately, we will have to see how the VA
handles this in practice to assess its effectiveness.

——
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Committee on Veterans’ Affairs
Washington, DC.
March 17, 2011

Barbara Cohoon, Ph.D., R.N.
Government Relations Deputy Director
National Military Family Association
2500 North Dorn Street, Suite 102
Alexandria, VA 22302

Dear Barbara:

In reference to our Subcommittee on Health Committee hearing entitled “Imple-
mentation of Caregiver Assistance: Are We Getting It Right?” that took place on
March 11, 2011, I would appreciate it if you could answer the enclosed hearing
questions by the close of business on April 17, 2011.

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co-
operation with the Joint Committee on Printing, is implementing some formatting
changes for materials for all full Committee and Subcommittee hearings. Therefore,
it would be appreciated if you could provide your answers consecutively and single-
spaced. In addition, please restate the question in its entirety before the answer.

Due to the delay in receiving mail, please provide your response to Jian Zapata
by fax at 202-225-2034. If you have any questions, please call 202—-225-9756.

Sincerely,

Michael H. Michaud
Ranking Democratic Member

CW3z

National Military Families Association
Washington, DC.
April 8, 2011

Congressman Michael H. Michaud
Ranking Democratic Member
Subcommittee on Health
Committee on Veterans’ Affairs

Dear Congressman Michaud:

Question 1: Please tell this Committee what was the extent of your organiza-
tion’s involvement in the development of the implementation plan?

Answer: The Department of Veterans Affairs extended two invitations to the Na-
tional Military Family Association to participate in a half-day roundtable discussion
on the implementation of the caregiver provision in P.L. 111-163. I participated in
both discussions. We were given plenty of opportunity to discuss our vision on how
certain aspects of the caregiver provisions should be implemented. The four organi-
zations that had worked on the drafting of the law were included along with a vari-
ety of other Veteran Service Organizations. The National Military Family Associa-
tion also submitted a white paper outlining our Association’s recommendations for
implementation, which I have provided.

Question 2: Traumatic Brain Injury or TBI is considered the signature wound
of these wars. Given that, do you believe that the current criteria in the implemen-
tation plan would unnecessarily exclude many veterans who have a Traumatic
Brain Injury?

Answer: The National Military Family Association believes the current criteria
in the implementation plan would unnecessarily exclude many veterans who have
a Traumatic Brain Injury (TBI). There are two references included in the VA’s im-
plementation plan that could adversely affect eligibility. The inclusion of the “need
for ‘institutional’ level of care without the support of a caregiver” will disqualify
many servicemembers and veterans with TBI. Many of our wounded service-
members and veterans have mild to moderate cognitive impairment that require
caregiver support, but they certainly do not need hospitalization or to be institu-
tionalized. The criteria, “incapacity, physical or mental which requires care or as-
sistance on a regular basis to protect the veteran from hazards or dangers incident
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to his or her daily environment,” is concerning. The word “incapacity” details the
level of severity of the wound that needs to be met in order to qualify. Service-
members and veterans with just mild or moderate TBI will most likely be disquali-
fied under this criterion. There is a strong possibility that some servicemembers
with multiple injuries, such as a mild or moderate TBI, a loss of an extremity, PTS
or PTSD, and 10 percent burn, may not qualify for this program. Multiple injuries
are commonly seen in our returning servicemembers from war. Co-morbid injuries
may require the servicemember and veteran to need the assistance and support of
a caregiver, but not seen as being at the level of incapacitated. Again, this was not
the intent of the law. Both of these criteria, “institutional” and “incapacity” provide
a level of severity that would make these servicemembers and veterans along with
their caregivers ineligible for the caregiver benefits.

Question 3: Several of the testimonies raised concerns with the mental health
services and the coverage for the caregivers in the implementation plan.

Answer: The National Military Family Association’s concerns regarding the men-
tal health services and the coverage for the caregivers in the implementation plan
involve several areas.

The first is the delay in eligibility until the servicemember is entering veteran
status. This delay will impact the ability for the caregiver to obtain time sensitive
needed benefits, such as access to mental health counseling and health care bene-
fits. This especially impacts non-spouse caregivers who would greatly benefit from
these services. As we mentioned in our testimony, the recent survey, “Caregivers of
Veterans—Serving on the Homefront” one in four respondents were parents caring
for Operation Enduring Freedom and Operation Iraqi Freedom veterans. Also, a
larger proportion of veteran caregivers compared to their National (civilian) counter-
parts reported mental illness, such as depression or anxiety (70 percent) or PTSD
(60 percent) compared to their National counterparts (28 percent). Veteran care-
givers also reported their situation to be highly stressful (68 percent versus 31 per-
cent Nationally) and 75 percent stated it placed a stress on their marriage (74 per-
cent). Also, they found there were widespread impacts on the caregiver’s health,
such as increased levels of stress and anxiety (77 percent) and not sleeping (77 per-
cent), and a decrease in the utilization of healthy behaviors, such as seeing their
medical provider.

Our Association is hearing that caregivers are reaching the stage of burnout and
many are deciding to walk away from their roles as caregivers. The longer the VA
waits to begin benefits, the more opportunity there is for the caregiver’s quality of
life to worsen and for the caregiver to reach the stage of burnout. The caregiver sur-
vey highlighted the increased stress our veteran caregivers are under compared to
their National counterparts. The law and Congressional intent were to allow the VA
to provide assistance through value-added benefits to the caregiver early enough in
the process to make a difference and prevent the development of physical health,
mental health, and/or financial problems. Caregivers of our wounded, ill, and in-
jured need these services now, and sooner in the recovery process than later.

The second involves the decision not to provide medication for mental health
treatment. The VA caregiver implementation plan stated, “Primary family care-
givers will be covered . . . for mental health services in connection with the treat-
ment of the Veteran” and “mental health services needed by the primary family
caregiver but not related to the treatment of the Veteran.” The implementation plan
further stated, “but not medication.” Our Association is concerned with the coordina-
tion of care between the mental health provider and the health care provider. The
VA stated they will not provide medication for mental health treatment. However,
the caregiver’s health care insurance program, which could be CHAMPVA, would
provide the medication. Our Association was wondering how this would be coordi-
nated to ensure the caregiver received the mental health benefit entitled in the
caregiver law from the VA and the medication needed to effectively treat the mental
health condition from the caregiver’s health care plan. We recommend VA provide
coordination of VA mental health services and the appropriate type and dosage of
medication is provided by the caregiver’s primary health care provider to ensure the
caregiver is receiving a holistic approach to mental health care.

Finally, our Association requests the VA to clarify what they meant by providing
expanded “counseling” services to caregivers under the law. We would appreciate if
the VA would provide a definition of what these expanded counseling services for
family caregivers will include.
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Caregiver Compensation Discussion

Deborah, Per your request, I have taken a look at the slides and have some sug-
gestions.
Eligibility:

Definition

The definition needs to be set by the VA, but not so different from the DoD and
the various Services to allow for the Services’ Recovery Care Coordinators to be able
to recognize the caregiver’s eligibility for the VA Caregiver provisions. There will
need to be several mechanisms in place to assure these families are recognized as
qualifying for this important benefit. It should be encouraged for all who think they
qualify to be recommended to apply, similar to the FRC program. Better to err on
the side of receiving more requests than for the Service case managers to not even
bring up the potential qualification for the program. Also, this will allow for those
already medically discharged and receiving care in the community to be identified
by the various Service’s case managers.

Start time

The different provisions could start at separate times. For example, educational
material should be readily available to access even though you have not qualified
for the program. Access to Web site and pamphlet material at the earliest phase
of recovery will also be important. Access to mental health services should be start-
ed prior to the eligibility being finalized. Access to mental health information (i.e.
self assessment exams online, PTS and TBI assessment exams online), and avail-
able resources, (i.e. Military OneSource, TRICARE face to face or TRIAP, Vet Cen-
ters, etc.), will be very important to start this as soon as possible. The caregiver
could either self identify or providers could recommend these services. Access should
not be restricted to only those who have already been determined eligible because
of the time from identifying the caregiver eligibility and determination of qualifica-
tion. The need for formal training or behavioral health services may be the trigger
that helps identify the caregiver as potential candidates for this program.

There has been some discussion that the program’s benefits should start imme-
diately upon the injury/illness. As mentioned earlier, some of the provisions should
be allowed to start earlier in the process and not wait for a formal determination
of eligibility. Our Association would support the entire benefit starting around the
time frame of the MEB process, once the Services have determined the service-
member will be evaluated for fit-for-duty. Wounded, ill, and injured servicemembers
are usually triaged to determine their acuity level and they are assigned to a RCC
accordingly. A discussion with the various Services to ensure caregivers are then
vectored to the VA for evaluation for the caregiver provision during this same time
period will need to take place by the VA. The evaluation could be done similar to
the DES process using key factors related to the caregiver’s role/responsibilities in
their care with the wounded/ill/injured servicemembers/veterans. As we have dis-
cussed, there will need to be continued evaluation as the need for the caregiver pro-
visions may change over time. Health care provision may not be needed initially,
but arise later on.

Training:

There should be formal and informal training. Some caregivers will need to learn
more of the hands on medical care needed to care for the veteran (i.e. drawing up
medications, changing dressings, dissimpactions, etc.). Paying for them to attend
Medical Assistant training or a higher level (LPN/RN) could be allowed depending
on the desire of the caregiver to become an expert at that level of care. Again, if
this is identified earlier, they may qualify for DoD’s MyCAA that provides money
for training. VA could maybe start a similar program for these caregivers. As in-
tended certain level of social work training so they may be better able to handle
stress in the family and the servicemember/veteran. Any training that requires the
caregiver to be away from the servicemember/veteran, care will still needed to be
provided. The VA should provide all those services during that time frame.

Informal training would involve advocating for your servicemember/veteran, how
to care for yourself, benefits and resources available to you and your family, what
it is like to be a caregiver, and making doctor’s appointments. This can be done in
many different forms, such as internet, pamphlets, and actual face to face training.

Financial compensation:
Compensation Type A

It is for services rendered nonmedical care. Only the primary caregiver would
qualify. It would be on a sliding scale with a minimum and maximum amount al-
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lowed under this provision. The payment would reflect the amount of services the
caregiver was providing, such as traveling to appointments, making appointments,
etc. The amount would increase as the demand for services increased, such as fol-
lowing a surgery; and decrease as the need dissipated after recovery. This need
would have to be assessed quickly without any or little time delay in order to pro-
vide the correct amount of compensation. You could start out with the level deter-
mined during the initial evaluation with the ability for this to increase, not decrease
until the servicemember enters veteran status and is permanently located. Amount
should be the same no matter where you reside during the determination phase
through entering veteran status and permanent residence is established. If you were
looking at the rate being tied to a geographical location, this would be applied only
after permanent residence was established after becoming receiving veteran status.
Compensation Type B

It is for actual home health, hands on care provided to the servicemember/veteran
by the caregiver. The payment would be hourly, reflect the region’s payment scale,
and geared toward the level of care provided. The caregiver will be provided training
by either the VA or a pre-accredited civilian program. The caregiver will be certified
after completing the training program. This certification must be recognized and
transferable to the civilian sector. The training and certification will be paid for by
the VA. This will be offered to no more than two caregivers. This would allow for
more than one person to provide hands on care, such as mom and dad to share the
physical care responsibility. Caregivers will be provided continued training opportu-
nities paid for by the VA. A system needs to be in place to assure quality care is
being provided by the caregiver. The caregiver is paid directly for their services.

Competence:

This should be done by someone the caregiver and servicemember/veteran trust.
This can be accomplished by someone they already know, or trust could be built by
the evaluation team set up by the VA. Same as a DES board, but on a much friend-
lier compassionate basis, so as not to create the feeling as though you are just going
through “the process of determination.” Since you are looking for continuity in deter-
mination of eligibility, it would be best to set up teams with special training on how
to deal with this delicate determination. Competence would be assessed during the
eligibility time. Competence must also be evaluated on a regular basis. If they are
seeing health care providers on a regular basis, this will be easier, then if they are
using non-VA health care providers or no longer using health care providers. This
population will most likely be assigned a FRC. It will be this person who will stay
attached overseeing holistic care until death of the veteran. Evaluation for com-
petence will need to be part of the “care plan” for the veteran and the family. There
will be a need for an appeal process if the caregiver is found not competent.

Mental Health:

All providers must be familiar with military culture, not just mental health pro-
viders. Access to therapy should be through telemental health, online chat, and face
to face individual, family, and group sessions. As mentioned earlier, access needs
to be available as soon as possible. Knowing how to self assess and identify re-
sources to available behavioral health support will be key in addressing the issue
early enough in the process to make effective change. The VA needs make sure
these services are available in Military Treatment Facilities, on military installa-
tions that are housing wounded, ill, and injured servicemembers and their families
in order to start these important services “upstream,” while still on active duty sta-
tus. They should also have access in the community through Vet Centers regardless
of meeting the “combat” criteria for services, at the various VA facilities and com-
munity-based outpatient clinics (CBOCs), and purchased provider services if behav-
ioral health support is not available through other means.

Monitoring:

Competence and eligibility for the various support services and programs must be
evaluated on a regular basis. If they are seeing health care providers on a regular
basis, this will be easier, then if they are using non-VA health care providers or no
longer using health care providers. This population will most likely be assigned a
FRC. It will be this person who will stay attached overseeing holistic care until
death of the veteran. Evaluation for competence and the requirement for support
services will need to be part of the “care plan” for the veteran and the family. The
caregiver may not recognize their need for health care services, respite care, or men-
tal health counseling. Having regular interaction either by phone or in person,
should help the FRC evaluate how the caregiver is fairing. Asking questions, like
when was the last time they went to the dentist, had a physical, took time off, and
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visited a relative. They should also be monitoring the family for how well they are
coping. And, recommend support programs and services to the family as well.

Suspension of Stipend/Provisions:

There must be a provision for transition for the caregiver. If the caregiver’s serv-
ices are no longer needed, chooses to no longer participate, or is asked by the vet-
eran to no longer provide services. The caregiver will still be able to maintain health
care for 1 year. The Stipend could be changed to reflect the sliding scale of non-
medical services Compensation A as discussed earlier, to reflect the amount of care
they are still providing while the veteran is hospitalized. Compensation B would
stop if the caregiver was no longer providing hands on medical care while hospital-
ized. Medicare ties their reimbursement to the 100-day rule. TRICARE for Life be-
gins their evaluation for eligibility for reimbursement at the 80-day time frame with
a determination made prior to the 100-day mark. The VA could use a similar rule
of starting an evaluation process. Depending on the VA’s definition of eligible vet-
eran, they may be using Medicare already. Compensation would discontinue fol-
lowing the end of all services/care provided by the caregiver determined by the VA.

Investment opportunities:
All caregivers would be TSP eligible.

Final Question:

Don’t wait too long to start these Caregiver support services and programs. Allow
them to be flexible enough to allow the caregiver to initiate well upstream (while
the servicemember is on active duty) in order to make a difference in their quality
of life.

——

Committee on Veterans’ Affairs
Washington, DC.
March 17, 2011

The Honorable Robert A. Petzel, M.D.
Under Secretary for Health

Veterans Health Administration

U.S. Department of Veterans Affairs
810 Vermont Avenue, NW
Washington, DC 20420

Dear Dr. Petzel:

In reference to our Subcommittee on Health Committee hearing entitled “Imple-
mentation of Caregiver Assistance: Are We Getting It Right?” that took place on
March 11, 2011. I would appreciate it if you could answer the enclosed hearing
questions by the close of business on April 17, 2011.

In an effort to reduce printing costs, the Committee on Veterans’ Affairs, in co-
operation with the Joint Committee on Printing, is implementing some formatting
changes for materials for all full Committee and Subcommittee hearings. Therefore,
it would be appreciated if you could provide your answers consecutively and single-
spaced. In addition, please restate the question in its entirety before the answer.

Due to the delay in receiving mail, please provide your response to Jian Zapata
by fax at 202-225-2034. If you have any questions, please call 202-225-9756.

Sincerely,

Michael H. Michaud
Ranking Democratic Member

CWijz



75

Questions for the Record
Ranking Member Michael Michaud
House Committee on Veterans’ Affairs
Subcommittee on Health
“Implementation of Caregiver Assistance: Are We Getting It Right?”
March 11, 2011

Question 1: In their testimony, the Wounded Warrior Project states that they
were “given no inkling of the contents of the VA implementation plan prior to its
submission to the House and Senate Committees”. Did you engage the VSOs in
meaningful dialogue during the process of putting together the implementation plan
that you eventually submitted to the Committee? If you did, when in the process
did you do this and were their suggestions given due consideration?

Response: The Department of Veterans Affairs (VA) met with representatives
from several of the Veterans Service Organizations (VSO) on October 5 and October
13, 2010. These meetings included representatives from American Legion, AMVETS,
Blinded Veterans Association, Disabled American Veterans, Iraq and Afghanistan
Veterans of America, Military Officers Association of America, National Military
Family Association, Paralyzed Veterans of America, Veterans of Foreign Wars, Vet-
erans of Modern Warfare, and Wounded Warrior Project.

In addition to these formal sessions, VA maintained regular contact with our VSO
colleagues since the law was enacted. During the meetings in October, VA listened
to the concerns raised by the VSOs on a number of issues including eligibility, the
primary family caregiver stipend, education and training requirements for family
caregivers, and regular in-home monitoring of the Veteran and the caregiver. VA
adopted many of the recommendations offered by the VSOs, including the need for
multiple methods of application to the program, and the importance of integrating
the new programs into existing systems and services. Further information about
these discussions, the recommendations put forward by the VSOs, and VA’s re-
sponse to the proposals that were not included in the Implementation Plan can be
found on pages 34-37 of VA’s Implementation Plan, available online at http://
www.caregiver.va.gov [ docs [ Caregivers partl.pdf.

The VSO meetings were held in early October to allow enough time for robust dis-
cussion and to cover all relevant topics. Potential aspects of eligibility criteria were
discussed at least in concept. VA, however, did not have a formal position on the
elements of the Implementation Plan in October, and it was premature to have pro-
vided, in technical detail, specific language that was still being deliberated. VA felt
that a series of listening sessions would allow Department officials to hear the con-
cerns and recommendations of the VSOs in an environment that would allow VA
to then incorporate those recommendations into the larger plan.

Question 2: Is there anything that the first panel testified on that you would like
to address?

Response: Some of the VSOs seemed to suggest that Veterans with traumatic
brain injuries (TBI) would not be covered under the eligibility criteria outlined in
VA’s Implementation Plan. VA disagreed with that assessment in exchanges at the
March 11 hearing, and is confident Veterans with TBI would qualify under the
standards put forth in the Implementation Plan. Many of the clinical criteria de-
scribe functional impairments that are associated with TBI, including “incapacity,
physical or mental, which requires care or assistance on a regular basis to protect
the Veteran from hazards or dangers incident to his or her daily environment.”

When VA experts were drafting the eligibility criteria, professionals with exper-
tise in the Federal Recovery Coordination Program, our Polytrauma programs, and
TBI programs were consulted for input. There was significant recognition of the
challenges that are faced by family members caring for individuals with TBI, and
it is VA’s intention that those individuals be included and be eligible if the Veteran
requires supervision to remain at home. VA anticipates that significant numbers of
severely injured TBI patients will be eligible for this program.

Budget

Question 1: Concern has been raised to this Committee on the adequacy of the
budget resources for implementation of the Caregivers legislation. Could you give
us some detail as to the amounts of the requests for FY 2011, 2012, and 2013 and
what that request reflects? Please start with the budget for FY 2011. It is my under-
standing that the Secretary submitted a letter in July of 2010 requesting an addi-
tional $166 million for P.L. 111-163. I would also like to know if you believe these
requests are adequate to adequately implement the plan.
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Response: VA cannot finalize the cost estimates while the Interim Final Rule is
pending. VA will continue to keep the Committee informed, including providing our
final estimate, once the process is completed.

In response to your concern about the July 2010 letter, VA submitted to the
House and Senate Committees on Appropriations and Veterans Affairs a report on
the sufficiency of funds in FY 2011 on July 30, 2010. The FY 2011 budget was pre-
sented in February 2010, but Public Law 111-163 was not signed into law until
May 5, 2010. As a result, the July letter only states that the 2011 budget did not
include funds for these programs because these programs did not exist at the time
the budget was proposed. VA has identified resources to support these initiatives
in FY 2011 and has included in its 2012 and 2013 request additional support.
Eligibility

Question 1: Many of the VSOs take issue with the eligibility criteria contained
in the implementation plan and subsequently in the regulations. Would you explain
to the Committee why VA decided to “narrow the pool of eligible caregivers” with
the addition of the criteria-clearly this was not the intent of the law.

Response: VA does not believe it is an accurate characterization to say that the
eligibility criteria identified in the Implementation Plan were designed to “narrow
the pool of eligible caregivers.” The clinical experts consulted in developing these cri-
teria are dedicated to helping injured Veterans and were exercising their profes-
sional judgment in developing criteria that would define those Veterans and care-
givers in greatest need so as to be able to provide them with the additional support
they require. It is important that VA has clear clinical guidelines to be consistently
applied by clinicians across the country. We know that many Members of Congress
and Veterans’ advocates disagree with the criteria outlined in the Plan. VA and the
Administration take these concerns seriously, and they are being considered during
the subsequent deliberations on the content of the pending Interim Final Rule.

Question 2: Why was it necessary for the VA to establish clinical eligibility cri-
teria beyond those in the law?

Response: Several key terms in the law were undefined, including “serious in-
jury” and others. VA cannot implement the program without defining clear criteria
that can be consistently applied by clinicians across the country. The criteria in the
Plan attempts to provide that consistency. VA and the Administration are taking
the criticism of the policy issue of eligibility and other aspects of the program very
seriously.

Question 3: Wounded Warrior Project testified that the VA plan defines the term
“personal care services” in a manner inconsistent with the law. Would you agree
with that?

Response: VA does not agree that the Implementation Plan defines the term
“personal care services” in a manner inconsistent with the law. The rationale for
applicable program definitions, including the definition of the term “personal care
services,” will be included in the Interim Final Regulations.

Mental Health

Question 1: In the case of a Veteran injured after 9/11, the law directs VA to
provide mental health services needed by the primary caregiver. But the VA plan
imposes restrictions not required by law. Under VA’s plan, if the caregiver needed
mental health care for anxiety or depression due to the stresses of caregiving (rather
than care related to the Veteran’s treatment) but was not eligible for CHAMPVA, VA
would apparently not provide any mental health services. Under those -cir-
cumstances, a caregiver might have to rely on other coverage that might have very
limited mental health benefits. Why is that a good policy, given the goal of main-
taining the caregiver’s mental and emotional health?

Response: VA recognizes that caregivers can experience stress that may result
in depression, anger, interpersonal conflict, anxiety, substance use, sleep disturb-
ance, social isolation, or other conditions. Caregiving can also place stress upon the
marital or family relationship as well. In these circumstances, in accordance with
38 United States Code (U.S.C.) 1782, general caregivers, as well as family care-
givers, would have access to consultation, professional counseling, marriage and
family counseling, training, and mental health services as necessary in the connec-
tion with the treatment of the Veteran.

VA would offer mental health and counseling services needed by family caregivers
but unrelated to the treatment of the Veteran by providing individual and group
therapy and counseling and peer support groups. This provision in Public Law 111—
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163 (as it is proposed in the Implementation Plan) would ensure that mental health
services would be provided to primary family caregivers whether the care is related
to the treatment of the Veteran (where care could be provided under 38 U.S.C.
1782) or whether they were unrelated (where care could be provided under 38
U.S.C. 1720G(a)(3)(A)ai)II). This would cover most mental health needs of primary
family caregivers.

VA’s Implementation Plan stated that VA would not provide medication or other
medical procedures related to mental health treatment or provide inpatient psy-
chiatric care. This provision was included because VA believed that caregivers re-
quiring this type of intensive treatment should seek it within the context of a com-
prehensive treatment setting that addresses all elements of the caregiver’s well-
being, not just his or her mental health care. This philosophy underlies VA’s ap-
proach to care, which is to treat all of the Veteran’s health care needs, because men-
tal or physical health conditions can create complications beyond the immediate di-
agnosis.

In the event that a caregiver needed care in the private sector, the law provides
access to health care under the Civilian Health and Medical Program of the Depart-
ment of Veterans Affairs (CHAMPVA) for certain primary family caregivers who are
not otherwise entitled to care or services under a health-plan or contract. In addi-
tion, the local VA facility’s Caregiver Support Coordinator would assist him or her
in locating a provider and ensuring that care and services meet the caregiver’s

needs.
O
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