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VETERANS EQUITABLE RESOURCE
ALLOCATION SYSTEM (VERA)

THURSDAY, APRIL 3, 1997

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.
The subcommittee met, pursuant to call, at 9 a.m., at the Gaines-
ville VA Medical Center Auditorium, 1601 S.W. Archer Road,
Gainesville, FL, Hon. Cliff Stearns presiding.
Present: Representatives Stearns.
Also Present: Representative Thurman.

OPENING STATEMENT OF CHAIRMAN STEARNS

Mr., STEARNS. Good morning. We will have the subcommittee
come to order. Let me welcome all of you this morning. It is a beau-
tiful Florida day here in Gainesville.

Let me open up by apologizing for cancelling our hearing of
March 26. I came down with a cold, and I still have a few remnants
of this cold. I apologize to those of you who came, that, unfortu-
nately, we did not have the hearing.

I am very pleased we are having the hearing today in this won-
derful facility. I have my colleague, Representative Karen
Thurman, whom I admire and respect, who is working this area as
a Member of Congress. I had the good fortune to represent this
area for 4 years, and now it is in the able hands of Congresswoman
Karen Thurman.

Today to me is almost a celebration, because when 1 first went
into Congress, I put into the House of Representatives a bill called
the Veterans Bill of Rights, and this Veterans Bill of Rights, the
whole idea was the allocation of funds should follow the veterans,
and, more importantly, no one should be denied benefits because
of geographic location.

So today we have for the first time the Veterans Equitable Re-
source Allocation system that has passed Congress, and we are
going to talk about this today and see how this is going to be im-
plemented, so that once and for all those parts of the country that
have been getting the money where the veterans population has
been decreasing will no longer be able to operate with that surplus.

It will have to operate much more efficiently. And then the cities
and towns in the southeast particularly, in Florida and Arizona
and Texas, will start to get more funds.

So I view today as somewhat of a celebration for something I
have been working on, and also that Karen Thurman, Representa-
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tive Thurman, has been working on. And if we can get this hospital
and other hospitals in Florida to start to get the resources they
need, we will have done a great service to veterans.

With those sort of impromptu comments, let me move to my
opening statement.

In January, at the start of the 105th Congress, I was honored to
be selected as chairperson of a very key congressional committee,
the Subcommittee on Health of the House Veterans’ Affairs Com-
mittee. In that same month, the Department of Veterans Affairs re-
leased its preliminary plan for reallocating funds to the VA health
care system. Under the VA plan, Florida for the first time was to
get a fair share of the Veterans Affairs dollars. Regions of the coun-
try with declining veteran populations would lose some funds
under this plan.

Suddenly we started hearing complaints that the plan was un-
fair, as well as demands that the plan be dropped. It was at this
point that I determined that as my first official act as Chairman,
I would convene a hearing in Florida on this VA plan.

I want this hearing to set the record straight on what must be
done to achieve fairness for all veterans. This hearing is a first step
towards making sure that the VA funding plan is carried out and
that the Florida veterans get their fair share.

We have been fortunate over the years to treat veterans issues
in a truly bipartisan manner. Veterans affairs is one subject on
which there is no disagreement between our political parties. That
important principle is reflected here today as I am joined, as I
mentioned, by my colleague and good friend, Karen Thurman, who
represents this district.

Despite party differences, Representative Thurman and I have
worked side by side in support of Florida veterans. Both of us have
pushed for years to achieve fairness in the VA national medical
funding decisions. At last, my fellow veterans, the weight of our ar-
guments prevailed. A tough law was enacted last year that directed
VA to come up with and carry out a plan to shift funds so that vet-
erans have similar access to care, regardless of the region of the
country in which they live.

It has become clear, though, that while there is bipartisan sup-
port for veterans health care, some of our colleagues in the north-
east are trying hard to undermine this plan. In fact, 2 weeks ago,
one of my New York colleagues introduced a bill cosponsored by 24
other New York Congressmen to stop the VA from carrying out its
funding plan. That bill was referred to my subcommittee and,
frankly, as far as I am concerned, that bill is not moving forward.

The time has come that the people in the southeast, where the
population is moving, should have their fair share. The money
must move where the population is located.

We have a great lineup of witnesses today. Their testimony will
be important in helping my colleagues in Washington, including
the New Yorkers, to understand the demographics of Florida, the
specialized health care needs of all of our veterans, and the toll
that long years of underfunding has taken. We will make it abun-
dantly clear that it is critical that the VA implement its funding
reallocation plan.
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My friends and fellow citizens, finally, I hope this hearing will
also help document what the needs of the future are and to assess
howd far the funding reallocation will go in helping to meet those
needs.

Before asking our first panel to testify, of course, I would like to
thank my colleague, the gentlewoman from the district here, Rep-
resentative Karen Thurman, for joining us and to invite her to
make opening remarks too. Karen.

OPENING STATEMENT OF KAREN L. THURMAN, A REPRESENT-
ATIVE IN CONGRESS FROM THE STATE OF FLORIDA

Mrs. THURMAN. Thank you, Mr. Chairman. I want to thank you
for having this hearing, and I know during the time that you rep-
resented Gainesville, that they appreciated all the hard work that
you did. So you have probably as good or a better understanding
ofdmost of these issues as they relate to the area we are sitting in
today.

I also bring greetings from Representative Corrine Brown, who
serves on this committee, who also has worked—I talked to her
yesterday afternoon; she would love to have been here, but had
schedule conflicts because of what changed, because of the hearing,
and was unable to make it.

Yesterday afternoon I spent some time with Senator Graham,
who also sends his regards and certainly is somebody we should
recognize for some hard work that he did in the funding formula
change as well.

April 1 is a momentous day for Florida’s veterans. For more than
2 years we have fought together with subcommittee Chairman
Stearns, Representative Brown and Senators Graham and McCain
and, I have to tell you, the entire Florida delegation, to change the
method by which the Department of Veterans Affairs allocates re-
sources to our Nation’s veterans.

On Tuesday, the Veterans Equitable Resource Allocation, the
VERA program, went into effect, channeling over $57 million in
vital health care dollars to the Florida and Puerto Rico network.
An additional $93 million can be expected next year. This has been
a hard-fought battle, and clearly Florida’s veterans have won.

Just as an aside, I must say though, too, the veterans in this
State really took the cause to heart. Many veterans have come
from other areas around this country. They were in constant con-
tact with their representatives from the other States that they
came from to let them know how important this was, so I certainly
think that our veterans who are here and settled in Florida—we
are glad to have them here—really played a major part in this bat-
tle, helping us to get this legislation passed.

The Ea.ct of the matter is that Florida’s veterans have had to en-
dure some difficult situations brought about by funding inequities.
I know that this money will make a tremendous difference. How-
ever, I would like to stress that these changes are not the answer
to the inequities in veterans’ health care, but rather the mark of
a new beginning in veterans’ health care services. Together with
the implementation of the new 22 veterans’ integrated service net-
works and veterans eligibility reform passed in the last Congress,
we are on the road to creating a new and better VA.
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Let’s look back a moment between 1980 and 1990. About 350,000
veterans decided to make their home in the Sunshine State. That
means that every day of the year for 10 years, 96 veterans moved
to Florida.

In contrast, between 1985 and 1990, the VA’s budget allocation
for the Southern Region, which includes Florida, showed no in-
crease. The VA outpatient clinic in New Port Richey is a perfect ex-
ample of what has been occurring in Florida.

In 1985, the clinic served 7,000 patients. By 1995, clinic visits ex-
ploded to 36,000.

Now, to our future. Through VERA and the supplementary $57
million, more than 8,000 additional veterans will receive health
care in Florida and Puerto Rico, roughly 3,500 at the Gainesville
VA Center. The VA can continue its efforts to link communications
at the VA medical centers throughout Florida and the country.

The Gainesville VA Medical Center is also going to increase its
outpatient capabilities by 2,500, as well as establish a new psy-
chiatric primary care clinic. By passing the Veterans Equitable Re-
source Allocation measure, Congress has displayed its commitment
to those who fought bravely for this country.

While this measure is not a cure-all, I believe it is going to be
the first step on a brilliant path. I look forward to our testimony
today and questions and answers that we will be able to engage in.

I again thank the Chairman for having this and look forward to
working with him on other VA and veterans issues that come be-
fore the Congress.

Thank you.

Mr. STEARNS. I thank my colleague.

Now we will start the testimony of witnesses. Our first witness
is Dr. Bob Roswell, Director.

STATEMENTS OF DR. ROBERT H. ROSWELL, DIRECTOR, VET-
ERANS INTEGRATED SERVICE NETWORK 8, DEPARTMENT
OF VETERANS AFFAIRS, ACCOMPANIED BY MALCOM RAN-
DALL, DIRECTOR, GAINESVILLE VA MEDICAL CENTER; RICH-
ARD D. ISAAC, DIRECTOR, WEST PALM BEACH VA MEDICAL
CENTER; AND RICHARD A. SILVER, DIRECTOR, JAMES A.
HALEY VA MEDICAL CENTER, TAMPA, FL

Mr. STEARNS. Bob, come on up. Let me welcome you this morn-
ing. I am delighted to have you here and appreciate your coming
forward.

STATEMENT OF DR. ROBERT H. ROSWELL

Dr. RosweLL. Mr. Chairman, may I ask some of our medical cen-
ter directors to come up?

Mr. STEARNS. AbSOlIl)ltely. Dr. Roswell, we do have John here
with a little clock which we are sort of trying to keep, just to keep
it moving. If you need some extra time, we are not going to be very
regimented about this. John does have an opening time clock. Your
opening statement is allocated for approximately 5 minutes.

Dr. RoswELL. Thank you, Mr. Chairman. It is certainly my
pleasure to be here to appear before the subcommittee this morn-
ing, and I can assure you, we join you in your celebration of new
and additional funding for veterans’ health care throughout Flor-
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ida. We also have waited a long time and are delighted that finally
Florida veterans are receiving additional dollars in health care ben-
efits that they have earned through their dedicated and patriotic
service to our country.,

Although the veteran population today has declined to only
slightly more than 26 million, the veteran population today is older
and sicker. Many of those veterans are at or beyond the age of 65
where the consumption of health care resources can be increased
by a factor of three- or fourfold.

The population of veterans is not only older and sicker, but has
also shifted dramatically over the last decade, as the Congress-
woman alluded to. We have seen a tremendous migration of veter-
ans to the south and southwest regions of the country. The result
has been that the system of VA health care resources, which once
very effectively served America’s veterans, no longer is adequate to
meet the health care needs of veterans based on their current loca-
tion, age, and state of health. And this is why we feel that the Vet-
erans Equitable Resource Allocation process is so desperately need-
ed, and we are so delighted that you have supported this process
as we see it to its implementation this month.

Historically, the Department of Veterans Affairs used a major
construction strategy to keep up with the changing demands for VA
health care needs, for veterans’ health care needs. New medical
center construction represented a way to bring additional dollars,
additional health care treatment capacity, and staff and personnel
to meet those needs. However, today, the use of major construction
no longer seems appropriate to keep up with the changing demand
for veterans’ healtﬁ care, and there are several reasons behind this.

First and foremost is the fact that health care today is delivered
predominantly on an outpatient basis. We deliver health care much
more efficiently than we once did, and we have less reliance upon
hospital beds as a way of providing comprehensive health care.

But more significant is the fact that our major construction pro-
gram often takes as long as 7 to 10 years to effect new construc-
tion. That time is required for the planning, the design, seeking the
necessary authorizing and appropriation legislation and then be-
ginning the implementation process of constructing and activating
new medical centers.

The 7-to-10-year time lag is insufficient to meet today’s chang-
ing health care demands. That, coupled with the new technologies
and new mechanisms of health care delivery, makes this process
inadequate for meeting shifting needs for veterans’ health care.

That is why the Veterans Equitable Resource Allocation process
that you have spoken of truly represents a new way to begin to
shift dollars to where veterans are and, more importantly, to where
veterans rely upon the Department of Veterans Affairs and its VA
health care resources for their health care needs.

Florida is very typical of the dynamic I spoke of. Florida has a
population of approximately 1.7 million veterans. As the Congress-
woman alluded to, over the last decade we have seen a tremendous
migration of veterans to Florida, and we still see almost 60 veter-
ans a day adding to the population in Florida.

It is interesting to note that over the last 15 years, while the na-
tional veteran population decreased by 10 percent, the Florida vet-
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eran population actually increased by 26 percent. And yet over the
last 10 years, we have had no major construction of new hospitals
in Florida, except for the very nice facility in West Palm Beach.
Simply put, the construction program has not been adequate to
keep up with the new demand for health care throughout Florida.

The Veterans Equitable Resource Allocation will begin to shift
dollars, based on a capitation basis, to help meet those needs. The
Florida and Puerto Rico VISN is one of 22 new Veterans Integrated
Service Networks. It serves the greatest number of veterans with
service-connected disabilities of 50 percent or greater, which is sig-
nificant because they consume health care resources at a much
higher rate than their veteran counterparts. It also serves the
greatest number of veterans nationwide of all 22 VISNs with seri-
ous mental health disorders and the second largest population of
veterans afflicted with the HIV-AIDS virus.

As a result of the tremendous demand for care, we simply do not
have sufficient resources in Florida to meet all of those needs, and,
unfortunately, we are forced to turn away some veterans with
lower eligibility criteria who in other cases may be able to access
care in other parts of the country. This is particularly true of the
seasonal migration to Florida, when veterans from the north and
northeast who are accustomed to receiving health care services
through the VA are declined those same services in Florida because
of our limited resources. :

As you alluded to, the Veterans Equitable Resource Allocation
implemented this month will bring an additional $57 million into
Florida; and we are delighted with that, and I would like to take
just a moment to talk about how that money will be used.

Certainly a substantial portion of that money is necessary to
cover the inflationary costs associated with providing health care
in annual pay raises and benefit increases. That will consume
about $28 million of the $57 million. An additional $15 million will
be needed to cover activation needs of new facilities and new minor
construction projects. We will also need to improve our tele-
communications infrastructure with part of that.

But we believe at least $14 million, coupled with additional mil-
lions of dollars, generated through more efficient operation as an
integrated health care delivery network, will be made available to
improve not only the continuity and quality of care, but also the
access to care to veterans throughout the State of Florida.

This year we expect to treat over 8,000 additional veteran users
throughout Florida. In figures I reviewed just this week, we have
already seen an additional 4,800 veterans during this fiscal year.

Considerable amounts of care will be provided through expanded
community access, and we are delighted to tell you that new com-
munity-based outpatient clinics will be established in Homestead,
FL, in Sarasota, in the Bartow area, and in the Viera area of
Brevard County this year.

We also are working in collaboration with the readjustment coun-
seling service of the Department of Veterans Affairs to use VA’s ex-
isting resource of readjustment counseling centers, 14 of which
exist in Florida, as new primary care access points. We have al-
ready implemented such a program in Key Largo and are looking
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iéo expand that at the remaining 13 veteran centers throughout the
tate.

We will be using telemedicine, a new technology, to link our med-
ical centers and to improve access fo specialty consultation that
once necessitated lengthy waits and long-distance travel to our ter-
tiary medical centers, such as the one we are in this morning. By
using telemedicine, physicians seen at our community-based clinics
and satellite outpatient clinics will be able to access specialty con-
sultation without these lengthy waits or the need to travel.

I think we have tried to give you an overview of how the Veter-
ans Equitable Resource Allocation will truly improve care for veter-
ans in Florida. We believe that it will greatly enhance access to
care, providing the same high quality, but making that care avail-
able in a more timely manner.

We are delighted that the VERA program is available. We recog-
nize that the VERA program provides funding based on the veteran
users, whether they be %;sic care patients or special care patients,
and we believe that this process will ultimately serve the com-
prehensive needs of Florida veterans.

Thank you, Mr. Chairman. I would be happy to answer any ques-
tions you may have.

[The prepared statement of Dr. Roswell appears on p. 59.]

Mr. STEARNS. Thank you, Dr. Roswell.

At this point, I certainly want to welcome the administrator of
this hospital, Mr. Randall.

Mr. Randall, maybe you would like to make some comments at
this point before we move forward.

STATEMENT OF MALCOM RANDALL

Mr. RANDALL. Thank you, Mr. Chairman.

Mr. Chairman, Congresswoman Thurman, I would like to speak
to this hospital and how the influx of veterans and the lack of re-
sources have prevented us from providing service to everyone that
we would like to provide service to.

For example, we have been turning away for care service-con-
nected veterans with long-term chronic conditions. Of course, if
these people become acute, they are going to immediately become
hospitalized or given outpatient care.

But, nevertheless, I constantly see veterans who move to Florida
from the northeast and who come to apply to us for care and we
say, “Sorry, you are not high enough on the priority list.” And they
say, “Well, we were carried for 30 years in New Jersey at the VA
there. Isn’t this the same VA?”’

Well, actually, it hasn’t been the same VA because we haven't
had the resources. Now I think there is good news ahead.

For example, one of the things that has happened here at the VA
Medical Center, Gainesville, during fiscal year 1996, about 36,000
unique veterans were treated at this medical center, and over 20
percent, or higher of those people are rated 50 percent service-con-
nected or higher. Approximately 5,000 new veterans, never before
seen at this medical center, a year, apply for care. And this contin-
ues. Every year we have in that range new veterans who have
never before used this center.
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So the demand in Florida is continuing to increase. With the ad-
ditional money through the Veterans Resource Allocation System,
plans are in place, and we are ready to activate new access points
and to add to the staff of both the Jacksonville and the Daytona
outpatient clinics so that they can increase the number of veterans
who are enrolled in primary care.

This will enable us to put 2,500 veterans in our new geriatric pri-
mary care clinic. It will also permit us to place 750 veterans in our
new psychiatric primary care clinic. This is a great step forward,
if we can get these people in primary care.

Through the good offices of you, Mr. Chairman, and Congress-
woman Thurman, we will expect to receive a $5 million increase in
our budget in 1998 over our budget in 1996, and this is an increase
of approximately 5.4 percent.

In addition to this, we have a new ambulatory care addition
under construction, and, incidentally, I would like to thank the
Chairman and Congresswoman Thurman for their efforts to keep
this project on track for badly needed space. It will provide us with
an additional 87,000 net square feet of space. It will enable us to
renovate, and backfill, 17,000 square feet, and the entire project is
being constructed at a cost of approximately $20 million. This will
enable us to have new and expanded special clinics and new sur-
gical suites to perform outpatient surgery more efficiently and ex-
peditiously.

One of the things that has helped us in our programs has been
our continuing relationship with the University of Florida. For ex-
ample, the College of Medicine and the VA jointly purchased a 3
Tesla MRI, and it is installed in the tunnel connecting VA and the
university on the VA side of the tunnel so that it can be used by
both parties. I am quick to say that we probably use it more than
the university, but that is fine, because it was a joint purchase for
joint use.

Incidentally, this 3 Tesla MRI is one of about six in the world.
With these kinds of facilities, and also the exchange of personnel
that we have with the school, we are playing an active part in the
Brain Institute which has been established at the University of
Florida; and the physicians on our staff are playing a significant
role in the Brain Institute.

That concludes my statement, Mr. Chairman.

Mr. STEARNS. I want to thank my good friend.

Let’'s have Mr. Silver from Tampa, if you have some opening
comments you would like to briefly give.

STATEMENT OF RICHARD A. SILVER

Mr. SILVER. Thank you, Mr. Chairman. Good morning.

As the director of the VA hospital in Tampa, we experienced dur-
ing fiscal year 1996 an explosion of workload to the extent that we
ended up being the second busiest facility in the country. We had
over 454,000 visits—that is an amazing number—in three clinics
and we served more than 49,000 unique SSNs (veterans). We have
Port Richey, we have the Tampa hospital, and we have Orlando.

As Dr. Roswell alluded to the fact, there is activation planned for
a new clinic in Viera, and for a new clinic in Bartow.
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The Viera clinic, as you know, will be on the site that was origi-
nally planned for the East Central Florida facility; and the COBRA
activity in fiscal year 1996 which authorized the clinic, we decided
instead of waiting for the clinic to be built before we accessed vet-
erans in that area, we would do something innovative and we
would plan to contract and lease a space so we could start serving
veterans and bridge the gap, because the new facility would not be
available until December 1998.

So we are looking forward to expend the revenue, the resources
that we are planning to get under VERA. That $57 million will be
put to good use.

Mr. STEARNS. I would say. Thank you.

Mr. Isaac from West Palm Beach.

STATEMENT OF RICHARD D. ISAAC

Mr. Isaac. Thank you, Mr. Chairman, Congresswoman Thurman.
It is certainly my pleasure to be here today representing the Sun-
%%ne Health Care Network’s newest facility at West Palm Beach,

Our medical center opened just 21 months ago, but in that short
period of time, we think we have made significant progress in both
meeting the d1:>:reviously unmet health care needs of south Florida
veterans, and also in operationalizing a model of health care envi-
sioned by the new Veterans Health Administration.

The West Palm Beach Medical Center was under construction at
the time of the great national health care reform debate several
years ago. We recognized that the health care landscape would
probably change from that debate, but we could not necessarily
predict the outcome. We also were in the middle of building a
brand-new VA facility that was built for something quite different
than what we thought that landscape would be.

We set our course for activating our medical center with primary
ambulatory care as its centerpiece. It is my pleasure, and I am
proud to tell this committee today that 100 percent of the veterans
enrolled at our West Palm Beach facility are enrolled with a pri-
mary health care team.

This has had tremendous impact, not only from the patients’ per-
spective, but on our ability to manage the rather large workload
demand that we have been experiencing. For example, our facility
was built with a projected outpatient workload of only 143,000 vis-
its. In our first full year of operation, we exceeded 228,000 out-
patient visits.

During the first 6 months of operation, an average of 71 new pa-
tients registered for care at our facility every business day. This
was after we had accepted approximately 4,000 applications prior
to the construction actually being ﬁnishec{

In the past 6 months, this rate has dropped off, but it has
dropped off only to a rate of 46 new veterans each and every day
of operation.

The most important thing about all of these numbers is really
the subject that we are here to talk about today, and that is VERA,
Without VERA, I am certain that we would have been faced with
the prospect of limiting access to veterans beyond those affected by
our current restrictions. That prospect was probable as early as the
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fourth quarter of this fiscal year at West Palm Beach, and because
of VERA, luckily we will not have to do that.

I project that we will provide care for 800 to 1,000 more veterans
in Palm Beach this year because of VERA than we would have
without it.

I have not been around as long as many of my colleagues at the
table here, but I will say that I have been watching these migra-
tion trends into Florida and the southeast since the early 1980s. It
is probably an understatement for me to say that VERA is long
overdue and extremely welcomed by the veterans of Florida. Per-
haps some day, through programs like VERA, veterans throughout
this country can enjoy equal and level access to VA health care fa-
cilities, which basically is your aim in providing this legislation;
and we thank you very much.

Mr. STEARNS. Thank you.

I appreciate you folks taking the time to drive up here, and I
cannot tell you how important it is that you contribute to this
meeting we are having.

With 60 veterans a day coming in, that is roughly around 21,000
new veterans a year, and, of course, that explains the staggering
new volume that you mentioned at your hospital, Mr. Silver, and
you mentioned at yours. Of course, what we are going to talk about
today is this phase-in.

Dr. Roswell, before we start, is there anyone else you would like
to make an opening statement before we begin the questions?

Dr. RosweLL. No, I think we can begin the questions.

Mr. STEARNS. Just for the record, can you just briefly describe
how this new formula will work? When I talk to my colleagues
from New York and they come up to me and say, “You know, this
is going to hurt us dramatically,” I say, “Wait a second, this is
going to be a phase-in.”

That is why Mr. Randall, when he talks about receiving only a
5.4 percent increase, this is going to slowly pick up. Obviously, 5.4
percent is not even keeping up with his volume, and we need to
increase the amount of money that comes to this hospital much
more,

So if you could describe a little bit of how this formula is going
to work and this phase-in, because I say to the people in the north-
east, you are going to have to operate more efficiently on less
money, but you are going to have overwhelmingly more money
than the hospitals, particularly in my State. So, with that, if you
don’t mind?

Dr. RosWELL. Certainly. The way the new VERA process works
is it emulates a capitation system. In essence, we look at all veter-
ans who have used the VA over the preceding 3 years. Veterans are
classified into one of two categories: Those who receive routine
services are classified into a basic care patient category, which is
the majority of the 2.7 million veterans the VA treats nationally
each year.

Some veterans, however, consume tremendous health care re-
sources because of very specialized, long-term needs, such as those
in need of organ transplantation, those who have suffered trau-
matic brain injuries or spinal cord injuries or are suffering from
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blind rehabilitation. And approximately 150,000 veterans nation-
wide fall into this category we call “special care.”

We then take the total VA appropriated medical care dollars na-
tionwide that were used fo provide care for those veterans who fall
into this basic care category, and the total veteran population is di-
vided into the total dollars to provide that care to come up with a
capitation rate for those patients. '

In the case of basic care patients, that amount is approximately
$2,600 per year. In the case of the specialized patients, because of
their much more extensive needs, that amount skyrockets to ap-
proximately $36,000 per year.

Then each Veterans Integrated Service Network has a count
done to determine how many patients in each category received
care over the past 3 years in the case of basic care patients, over
the past year in the case of the special care patients. The total dol-
lars in the system are then distributed based on the actual number
of veterans treated—not the population, but the actual number of
veterans treated during the previous year.

So, in our case, we treated some 255,000 basic care patients and
another 10,000 special care patients. Based on these model dollars,
thgls?, our additional increase in resources would be in excess of $90
million.

There are a couple of adjustments made to the model that I
should point out. There is an adjustment based on the labor index.
Because of lower average salary costs in Florida, coupled with the
fact that our staffing patterns are more austere, because we have
been historically underfunded, we sustained a $36 million reduc-
tion as a result of the labor adjustment.

There is also an adjustment based on VA's mission of medical
education and research, and, again, dollars used to support those
two missions are distributed pro rata to the facilities based on their
respective amounts of medical education and research at each of
the individual Veterans Integrated Service Networks.

There is also an adjustment for our nonrecurrent maintenance
needs to maintain our facilities, as well as the equipment needs,
which are a special fund limitation.

Those factors then go into the modeling and the distribution is
developed. For fiscal year 1997, had we fully implemented the
VERA process, we would have seen a gain of over $93 million in
the Florida-Puerto Rico VISN; however, because of concerns about
continuing to provide continuity of care to existing users, Secretary
Jesse Brown felt very strongly—and I support his position—that no
veteran currently receiving care should have that care terminated
as a result of the VERA process.

So a policy decision was made to phase the implementation of
the VERA process. This year, losing facilities are capped to lose no
more than approximately 5 percent of their total operating budget,
and gaining facilities won’t receive their full gains.

For example, our VISN should have sustained an over 10 percent
increase in our total resources, based on this model; our actual in-
crease is just about 6 percent. The expectation is, it is over a 3-
year period, which will give sufficient time to give losing networks
time to adjust and downsize programs where the need no longer ex-
ists; and it will also allow gaining facilities, such as ours, to invest
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in the new outpatient clinics and to contract for the needed services
that we are not currently able to provide. It will allow time for that
to take place.

So a phase-in over 3 years is planned to make sure that continu-
ity of care is sustained, as well as quality of care in all parts of
the country.

1 shoullc-ly point out one additional factor, and that is that the
VERA process is an ongoing model, it is a dynamic model. So it is
not that we are due $93 million in Florida. Rather, as we expand
facilities and continue to see additional veterans migrating to Flor-
ida, the VERA process will be recalculated each year, so that figure
could rise well beyond $93 million. But we will have to wait until
the future years to see what the demand in Florida is to determine
exactly what our future year allocation will be.

Mr. STEARNS. Let me follow up and ask you to be a little more
parochial here.

You mentioned that the funding level will mean that really dur-
ing this phase-in process, the veterans hospitals in the State will
get maybe 5 or 6 percent, but really 4 percent less than they need,
you indicated.

Dr. ROswELL, Four percent less than what they would receive if
we had a truly implemented capitation system.

Mr. STEARNS. Yes. This phase-in is occurring over 2 to 3 years?

Dr. ROswELL. That is correct.

Mr. STEARNS. And then it will be full funding. But if over 2 or
3 years they are losing at the rate of 3 or 4 percent, they could
start out of the box in 3 years at 12 percent behind. So my question
is, the significance of ti}x'e capitation funding for the out-years, I
would like your personal view from the perspective of Florida’s vet-
erans on any aspect of this formula that we might want to see fine
tuned. As Representatives from Florida, the gentlewoman Karen
Thurman and myself, what should we as Members of Congress fine
tune or revise to achieve greater equity here? Because in the end
we have had to fight the good fight, and now we have it, but I don’t
want the comment, it is coming at the huge expense of the 21,000
new veterans coming in and, finally, in 3 years we are still 12 to
15 percent behind.

Dr. RoSwWELL. Well, I support the phase-in, but I think there are
changes that need to be made in the model once it is fully phased
in.
The two concerns I have have to do with the labor adjustment
that resulted in a negative adjustment of $36 million to Florida
and Puerto Rico. That reflects a lower average salary cost, which
is appropriate, but it also reflects lower staffing ratios. Because we
have historically had fewer funds, we have had to provide com-
parable care with a less intense staffing mix of registered nurses,
of nursing assistants, LPNs and physicians.

So the labor adjustment reflects that more conservative staffing
mix, which I think does a disservice to Florida’s veterans. We
would like to see some adjustment to the labor index to reflect only
the labor cost, not the staffing component.

The second area that concerns me is that, as I have alluded to,
the construction, the existence of VA facilities, is a major factor in
our ability to provide care, because VA’s construction program has
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not been able to meet the timely need of increased demand in Flor-
ida. We have therefore been forced to rely upon leased facilities as
opposed to constructed facilities.

The VA construction program provides that construction as an
outright grant through an appropriation process, as you well know.
The VISN then, in essence, takes control of that facility and oper-
ates it.

Unfortunately, in the case of leased facilities, we now, beginning
in fiscal year 1998, must bear the cost of leasing those facilities.
The cost of leasing those facilities will have to come out of the
VERA dollars.

In our case, we estimate that cost to be somewhere between $8
to $10 million a year that must come out of our VERA allocation
to, in essence, pay for our facilities each year, where other regions
who have adequate construction do not bear that same cost.

Mr. STEARNS. I have one more question, and then I will let Rep-
resentative Thurman ask her questions.

You talk about the per capita income in Florida being less than,
perhaps, in the northeast, and this causes a shift in the formula.
But we have a lot of people coming to Florida who are severely dis-
abled, who have major problems. It seems to me—it has always
seemed to me that offset the fact that we might have a per capita
income that is less, because we have veterans coming down here
very sick.

So the question is whether the capitation formula provides this
network any more per patient for those severely disabled, service-
connected veterans than would another network with very few such
veterans.

Dr. ROSWELL. I believe it will, Mr. Chairman. The VERA model,
as I mentioned, categorizes patients into two categories. We actu-
ally began the process by categorizing patients into five categories,
based on the complexity and severity of their disabilities, and found
that the dollars shifted by using five different patient categories
was essentially the same as the dollars shifted using the two cat-
egories. :

Now, obviously, a VISN such as Florida and Puerto Rico that has
older, sicker and more disabled veterans will have more veterans
in that special care group, so we will generate additional resources,
because veterans in the special care group bring in $36,000 a year,
as opposed to $2,600 a year for the basic care patients.

As long as we revisit on an annual basis, as I believe the Depart-
ment will do, the patients that are categorized into each of the two
categories of basic and special care, I believe the model will ade-
quately meet Florida’s needs for increased disability.

Mr. STEARNS. Is there any one of the administrators from the
other hospitals who would like to add any other comment to what
Dr. Roswell said?

Dr. ROSWELL. If I could, Mr. Chairman, I would like to introduce
our other medical center directors who are here.

Mr. STEARNS. That would be excellent.

Dr. ROSWELL. Let me just turn around. Mr. Tom Doherty, D-O-
H-E-R-T-Y, is the Director of our Miami VA Medical Center.

Mr. STEARNS. Tom, welcome. Nice to have you here.

40-879 97-2
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Dr. ROSWELL. Mr. Nevin Weaver is the Associate Director and
Acting Director today at our Bay Pines VA Medical Center.

Mr. STEARNS. Welcome.

Dr. ROSWELL. Ms. Genie Norman is the Director of our Lake City
VA Medical Center.

Mr. STEARNS. Very good.

Dr. RosweLL. We also included in the VISN a medical center in
San Juan, Puerto Rico; Mr. Jamie Palmer is the Director there. He
was unable to be here today.

Mr. STEARNS. Let’s give all those folks a warm welcome. Mr,
Randall.

Mr. RANDALL. Mr. Chairman, I would like to amplify something
that I said about the 50 percent of the outpatient workload being
for service-connected veterans.

At Gainesville, over 20 percent, of our 36,000 unique veterans
are rated 50 percent service-connected or higher. So as Dr. Roswell
said, these are the people who are most seriously disabled who re-
quire much more treatment and care. So I would have a hunch
that that same situation may be true at other facilities in Florida.
But it does place an additional workload, which, of course, requires
more resources, on us at Gainesville. ‘

Mr. STEARNS. Thank you.

Well, at this point, Representative Karen Thurman.

Mrs. THURMAN. Thank you.

I would agree with the chairman that that is a very big issue for
us, because we do have an older population, we have a more dis-
abled population, and it certainly has created some different prob-
lems for us than in some other areas. But I hope we can make sure
that that happens.

I am curious, Dr. Roswell, particularly with the numbers that
have been thrown out here today, if we base the allocation of funds
on the previous year’s veterans being served, one of the things, be-
cause of the formula in the past, since 1980, really has never been
adjusted for the population for the State of Florida.

How do we catch up, and how does Mr. Silver or Mr. Randall or
Mr. Isaac really determine the number of veterans that could have
been served versus the number of veterans that are served?

I think that that is extremely important because, as I said, if you
are basing it on a 1980 filling, you are basing it on the year before
performance, but we have no ability to move those numbers into
that formula, those that we actually turned away. How do we ad-
dress that?

Dr. RosweLL. Well, it is a difficult question but a very good one.
Certainly when we have been underfunded, our ability to provide
care for veterans is decreased without those resources, so the
amount of veterans we provide care for and, in essence, bring dol-
lars in for under the capitation process is reduced. In essence, we
are handicapped because we have not had resources previously.

Mr. Isaac probably didn’t tell you, I know he didn’t tell you, but
his medical center, activated just 21 months ago, had over $17 mil-
lion in activation funds withheld. Despite that shortfall of $17 mil-
lion in activation, Mr. Isaac at the West Palm Beach facility has
been able to exceed his projected outpatient workload by a factor
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of greater than 50 percent. That is the kind of efficiency we do on
a daily basis in Florida and Puerto Rico.

We are being more efficient, using lower-cost facilities, contract-
ing for care when it is more cost effective, and we believe that over
time, by working together as an integrated team of health care pro-
viders, achieving the efficiencies in health care delivery, we will be
able to catch up.

Mrs. THURMAN. Mr. Silver, you mentioned in your remarks that
you are also the administrator over the new Port Richey facility
which is also a part of the district.

I might add that I now represent, Mr. Chairman, the number one
national number of veterans in the country. So, needless to say,
this is a very big issue for us in our area.

Would you give me some detail of what is happening in new Port
Richey and the outpatient clinic, because I think that will be of in-
terest to many veterans in this district.

Mr. SILVER. Yes, Congresswoman. As you mentioned, the fiscal
year 1996 workload at Port Richey was in excess of 30,000. We are
now projecting that that workload over the next 5 years will prob-
ably grow to in excess of 50,000. As a result of that, plans are
under way to expand the Port Richey clinic.

Unfortunately, we are landlocked on the leased space we are in,
so we are looking at additional space. A solicitation for bid is now
out in the market, and we have designated the area that we would
like to have the new clinic located in, and a design-build contract
will probably be effective this year.

Mrs. THURMAN. I am going to be down there tomorrow. Is there
anything you would like me to tell those veterans at the POW-MIA
meeting?

Mr. SILVER. Tell them that they are showing us the money fi-
nally. :

Mrs. THURMAN. Okay.

Dr. Roswell, you also mentioned in your statement the commu-
nications issue. Could you give us an idea of when that may come
into effect and what we can expect from that as far as helping vet-
erans within this State?

Dr. RosweLL. Well, we feel very strongly, Congresswoman, that
veterans shouldn’t have to travel great distances to access care and
services. While we are looking at being more efficient and in some
cases consolidating certain support functions for patient care, one
thing that has been made very clear to me as I have talked to vet-
erans throughout the State is that we do not want fewer sites
where we can receive care; rather, we want more sites where we
can receive care.

So as we look at being more efficient, we are talking about con-
solidating things that are transparent to the veterans such as the
fiscal services, the contracting, the procurement, but not reducing
sites of care or scope of care in our individual sites.

So, for example, we are not interested in closing a surgical pro-
gram at a site or reducing mental health services at a site. We ma;
be interested in being more efficient in supporting those througin
sharing resources, but we don’t want to reduce the location and
sites of care; rather, to expand them.
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One of the things though that is a burden and is a problem to
our veterans is, as they become older and develop more complex
medical conditions, they often do require very highly specialized
consultation and, in some cases, surgical care. Understandably,
much of that care is available only in our most complex medical
centers, such as the Gainesville Medical Center, the Tampa and
Miami Medical Centers.

Historically, veterans have had to travel great distances to re-
ceive that care and often wait even weeks and in some cases
months to receive an appointment with a specialty physician at one
of those medical centers.

The telemedicine implementation I spoke of will actually link all
13 of our major outpatient clinics with the seven medical centers,
allowing patients to access a specialty physician via interactive
video and audio connections. We are in the process of selecting that
equipment, have budgeted for the current fiscal year, and expect to
procure the system prior to September 30 of this year.

Mrs. THURMAN. Oh, good. Good.

I am going to ask a question that probably is not a very popular
question, but it needs to be brought out, and maybe you can shed
some light on it for the purpose of people that might be here, and
that has been the issue of sexual ﬁarassment that has arisen in
some of the hospitals or some of the things that have been going
on.

I know you and we have had a discussion, but it might give you
an opportunity to talk about how that is going to be resolved and
what you are doing in the administration and then specifically at
the hospitals.

Dr. RosweLL. Well, I can assure you that I personally and the
entire VISN leadership fully support Secretary Jesse Brown’s zero
tolerance for sexual harassment. While it is unfortunate that pub-
licity recently has brought this issue to light, being an eternal opti-
mist, I welcome that as an opportunity to reexamine our sexual
harassment policies and to assure that no employee and no patient
anywhere in the Sunshine Health Care Network is subjected to or
forced to endure any form of sexual harassment.

Through our series of town meetings, working with the various
medical center staffs, we are reaching out to ensure employees that
this is our policy, that we will not tolerate any form of sexual har-
assment, and actively encouraging employees to report any such
events where we will take swift and full action as we are permitted
to.

Mrs. THURMAN. I appreciate your honesty.

I join the chairman in thanking all of you, and Mr. Randall, who
has, I guess, and Mr. Silver have—who kind of looked a little
strange, Mr. Isaac, when you talked about how long. I know you
were not talking about age, you were talking about experience.

Mr. SILVER. Absolutely.

Mrs. THURMAN. I know we are always pleased to have Mr. Ran-
dall for what he does and Mr. Silver for what he does, and we cer-
tainly appreciate both of you two being here today.

Mr. STEARNS. I thank my colleague.

Let me just follow up with a few questions that came to mind.
Dr. Roswell, in detailing how you will use the VERA funds, your
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testimony did mention the new clinic in Brevard County. Since the
construction funds appropriated for that clinic do not pay for the
cost of equipment or hiring clinic staff, will VA headquarters pro-
vide you with the activation funding? That is a question we had.

Dr. ROSWELL. It is not clear at this point. In fiscal year 1997, ac-
tivation needs were in part met by reserve monies that were cre-
ated in VA Central Office. We had approximately $11.5 million in
activation needs in fiscal year 1997, We received almost $10 million
to cover the cost of those activation needs.

The Brevard outpatient activation, which is scheduled for com-
pletion in late 1998, will carry with it a fairly substantial activa-
tion cost. It is certainly our expectation that we will request activa-
tion funds from our VA headquarters. We are optimistic that we
wﬁlilllldbe able to receive some portion, if not all, of those activation

8.

However, historical experience suggests that we probably will not
receive all of the activation funds. So we are now in the process of,
if you will, budgeting ahead, looking at where we can set aside acti-
vation dollars with resources that may be available this year to
begin to purchase the necessary equipment to outfit the clinic and
anticipate that at least a portion of those allocation funds will come
out of Florida’s VERA allocation.

Mr. STEARNS. This has always been a puzzle to me. Here we are
talking about more funds going {o Florida, and yet you don’t even
have the funds for activation. What about Orlando now? We have
a nursing home down there; right? We have other facilities pro-

osed. What are you going to do about that if you don’t have the

ds for the one in Brevard?

Dr. RosweELL. Well, in the case of Orlando, the Department of
Veterans Affairs recently took title to the former Orlando Naval
Hospital. We now, in essence, own that facility.

There was an appropriation in fiscal year 1995 that set aside $14
million to renovate that facility and build a nursing home on the
location. Because of the Secretary and President’s budget request
to build a new medical center in Brevard County, that was held in
abeyance by Chairman Stump,

However, with the initiation of construction for the Brevard clin-
ic, we anticipate beginning our efforts to use the $14 million that
we were ap{)ropriated to make the necessary structural meodifica-
tions as well as build a 120-bed nursing home at the Orlando site.

But, once again, you are absolutely correct; those monies will pay
for renovation and construction but not cover the cost of activation.
So, again, we are budgeting as a VISN but are also expecting that
-lc;ur l;iaquest for supplemental monies from VA headquarters will be

eard.

Mr. STEARNS. Some of the money you mentioned is coming from
a construction fund though.

Dr. RosweLL. Right. The construction money, the $14 million I
spoke of, is construction money. Therefore, it can’t be used for
equipment or operational staffing. For example, to staff a 120-bed
nursing home, it requires a number of employees who provide care
around the clock.

Those employees, their associated salary dollars, if activation
monies are not made available—and in fiscal year 1997 only equip-
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ment dollars were made available, no recurring personnel costs
were made available—those would have to come out of the existing
VISN budget.

Mr. STEARNS. One of the things I see as a member from Central
Florida is, you keep being forced to take funds from the Florida
funds, where it seems to me it should be coming from the national,
and the Central Office should be providing these funds for activa-
tion and other things, and you shouldn’t be forced to rob Peter to
pay Paul. Am I wrong?

Dr. RoswELL. Well, no, you are certainly not wrong; I believe you
are correct. I think the philosophy in headquarters is to try to
move as much of the medical care appropriation out to the field,
and I support that philosophy because it gives us greater flexibility
in how we utilize those funds.

A second part of the current philosophy, the policy, if you will,
at headquarters, is based on the fact that, if we truly have an addi-
tional need for care, then as we invest existing dollars into ex-
panded or new facilities, the care provided will bring additional
dollars in through the VERA process.

Unfortunately, as the Congresswoman pointed out, that results
in a lag, because you have to invest the money up front to create
the facility to provide care to veterans, which will only bring new
VERA dollars in, in the outyears. So we have to be very careful
how we budget.

Mr. STEARNS. Does this diminish the effect of VERA?

Dr. ROSWELL. It does to a certain extent. It delays the implemen-
tation. We have struggled——

Mr. STEARNS. Further delays.

Dr. RoswELL. Further delays. We have struggled with an effec-
tive funding methodology since 1984 when HCFA introduced the
DRG reimbursement rate for medicare. We began with a process
that was based on DRG’s but found that was ineffective and, in ef-
fect, resulted in serious gaps in quality.

More recently we went to a process that actually projected future
workload and projected future needs, but, again, the formula was
extremely complex, difficult to understand, and it was very, very
difficult to determine what your future year allocation would be.

The VERA process, though not a perfect process, is a comprehen-
sible process that we can understand. We can project what our fu-
ture year workload will be, and we can have a much greater con-
fidence in our outyear budget projection capability than we have
ever had under any previous funding methodology.

Mr. STEARNS. In your testimony, you talked about construction,
hospital construction. Without new hospital construction, and
21,600 new veterans a year coming in here, how do you expect to
meet the increased demand for veterans’ care in the underserved
areas of Florida?

Dr. ROSWELL. Well, ironically, despite the fact that we have an
unmet demand for care in Florida, last year, fiscal year 1996, we
actually closed almost 500 hospital beds. The problem is not too
few hospital beds, it is a maldistribution of hospital beds.

We have actually in some cases excess bed capacity in our large
metropolitan medical centers but have insufficient bed capacity in



19

the underserved areas, such as Brevard County, such as southwest-
ern Florida, or the Panhandle area.

Because construction is not available to meet those needs, we
have a two-pronged strategy to deal with that. The first calls for
using new expanded sharing authority, which the committee was
very helpful in obtaining for us, to actually procure emergency hos-
pitalization by purchasing that within the local community.

We anticipate in the Brevard County area, for example, because
the new facility will only be an outpatient clinic, we will actually
begin the process of contracting for emergent hospitalization for
veterans in dire need of hospitalization.

However, because we have excess capacity, albeit maldistributed,
veterans who have nonemergent hospitalization needs will have to
be transported at VA expense to one of our existing facilities where
that hospital capacity is available. Ultimately, it becomes a cost-
benefit analysis of how we can best meet the hospitalization needs.

Certainly we put quality of care and convenience to the patient
uppermost in that equation, but ultimately we have an accountabil-
ity to the taxpayers and a budget limitation determined by the new
VERA process.

Mr. STEARNS. Let me conclude by asking a question that is per-
haps another parochial interest to Representative Thurman and I.
How do you respond to those that say that the VA continues to
need hospital beds in East and Central Florida and yet should use
the gormer Orlando Naval Hospital in part to provide some of that
care?

My congressional district goes from the tip of Orlando all the
way up to the Georgia border, including western Jacksonville and
Union, Backer, and Bradford. Representative Thurman’s district, of
course, goes all the way above Tampa. So between the two of us—
and then you include Tillie Fowler and John Mica. I mean, we have
this whole area, yet our veterans are told just to go down to the
Orlando facility.

Dr. ROSWELL. Well, one thing veterans tell us is, they don’t want
to travel great distances when they require hospitalization. We
fully recognize that. But we also realize that because of the distrib-
uted veterans population in both of your districts, that a single hos-
pital, be it in Brevard County or in Orlando or in your district,
Congresswoman, will not meet all of those needs, because veterans,
quite frankly, and understandably, expect health care to be local;
they want local hospitalization.

We have actually done some fairly elegant staffing and planning
models looking at the Orlando hospital to determine if a hospital
would be better suited there. We would expect that we probably
would have an average daily census of no more than 30 or 40 pa-
tients if the Orlando hospital were converted into a medical-sur-
gical hospital.

Even those veterans would still have to travel to Tampa, West
Palm Beach, or Gainesville to receive certain types of specialized
services. Unfortunately, these specialized services are increasingly
what constitute the need for hospitalization today.

So, again, with that in mind, our strategy is to use existing bed
capacity in the non-Federal sector and contract for those hos-
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pitalization needs. But we have to recognize that that represents
an additional cost.

Mr. STEARNS. Congresswoman Thurman.

Mrs. THURMAN. In that context, let me see if we can understand
a few things that might be helpful for us in this discussion. One
of the things that we know is that if you use outpatient services,
that it is a cheaper way to deliver services.

In this formula, do we take into account the cost reduction that
we might have in giving veterans services to raise maybe some of
those other dollars in areas where veterans will need beds within
hospitals? Is that going to help us at all with the dollar allocation?

Dr. ROSWELL. It might. It is actually a dynamic process. For ex-
ample, in fiscal year 1997, as I mentioned, about 68 percent of our
total medical care appropriation was distributed to basic-care pa-
tients. It is very possible that next year that will be a greater num-
ber or a lower number based on changing health care delivery
strategies.

Obviously, we would like to move to provide health care that will
actually maintain health care and reduce the need for hospitaliza-
tion. Ultimately, we would like to be able to improve the health
and functional well-being of the veteran population in Florida. If
we are successful in doing that, we know we will have fewer pa-
tients in the high-cost special-care and more in the basic-care cat-
egory.

We also, though, have to recognize that a tremendous part of the
VA health care system is to be there to meet these specialized
needs. So we can’t do anything to detract from our spinal cord in-
jury or blind rehabilitation facilities. We want to protect those, be-
cause those provide a level of catastrophic care that, quite frankly,
is unavailable anywhere else to this population.

Mrs. THURMAN. Do you have the flexibility within the model of
VERA to do that?

Dr. RoswELL. We do in a way, because basically how we take the
basically $1 billion a year that our VISN receives and distribute
that to provide care determines how many dollars at least we are
contributing to the basic care category.

We firmly believe that we need better access to underserved pop-
ulations, so our primary strategy is to use the additional dollars to
activate new access points, new primary care clinics in underserved
areas.

We do recognize though that as we expand our market share and
provide services to additional veterans, there will be veterans who
have very specialized needs and will require the blind rehabilita-
tion, the chronic mental illness care, the rehabilitation care avail-
able through the VA.

Mrs. THURMAN. One other thing: As you know, there are pieces
of legislation where we have talked about the use of medicare reim-
bursement to the VA. What is your support on that? Are we doing
anything? Do you see that happening? If so, do we see any reduc-
tion in VA allocations because of that? Maybe you can just give us
a brief overview of what is happening there.

Dr. RoSWELL. Thank you very much, Congresswoman. I would be
delighted to do that.
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The actual President’s 1998 budget request for VA health care
reflects that very strategy you spoke of. In fiscal year 1998, Presi-
dent Clinton has requested no increase in our medical care appro-
priation; rather, offsetting the additional inflationary cost, that is
approximately $500 million a year, by seeking legislation that
would allow us to bill insurance companies for care provided to
non-service-connected veterans, and retain those dollars for local
use.

We currently do that, but the money is returned to the Depart-
ment of Treasury. Nationally, that accounts for almost $500 million
a year.

Also in the 1998 budget request is a legislative request that
would allow VA to, for the first time, provide care to Category C
veterans, those who have lower eligibility because of higher income
levels, who are normally not eligible for VA care. It would allow us
to provide care to Category C veterans who have medicare eligi-
bility, presumably mostly over the age of 65. This would allow
those veterans, in essence, to now seek their care through the VA.
We would be able to bill the Medicare Trust Fund and retain those
dollars locally.

I believe it is a win-win-win situation because, one, it brings in
new dollars to the VA to allow us to expand our programs.

Secondly, it actually reduces the outlay of the Medicare Trust
Fund because we have agreed to bill the Medicare Trust Fund at
less than their allowable billable rates. So we would be billing 95
cents on the dollar, or 93 cents on the dollar, representing a sav-
ings to the Medicare Trust Fund.

Thirdly and most importantly, it is a win for veterans because
it means that additional veterans will be able to receive high-qual-
ity care through the Department of Veterans Affairs facilities.

Mrs. THURMAN. Although I do see a little concern there, and I
will say I agree that that is the right thing to do and I think that
is the right road to travel down, my concern is, particularly in Flor-
ida, other States who are actually losing their veterans population
who are not having the same overcrowded problems that we are,
the question that will happen to Florida is, will we get short-
changed in that as well, because even though—I mean, what we
are going to hear from our constituents is: Look, I am a sub-C or
defined as C. I have come to Florida. I can’t get that care because
there is no ability for that care in Florida because we are over-
inflated. That is an issue.

Dr. ROSWELL. I agree with you.

Because we have limited excess capacity, we would have to do
this on a phased implementation. Ultimately though, the strategy
is to use marginal capacity to provide care that would bring in fuil
funding, which would then allow us to reinvest those additional
dollars, nonappropriated dollars, to expand our overall treatment
capability.

Mrs. THURMAN. That is what I really wanted to hear.

I would just say for myself, and I know others in our delegation,
if there is a way, as this legislation starts to move through Con-
gress, I hope you will keep us informed so that we can make sure
what you have just said in your last statement—that we can make
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sure that that happens and happens correctly, because I think it
is really very important.

Dr. RoswELL. We will be happy to do that.

Mrs. THURMAN. Thank you.

Mr. STEARNS. I just might point out, we hope to drop a medicare
subvention bill in the next couple of weeks, so we think it is impor-
tant too.

I want to thank all of you gentleman for your time, and I appre-
ciate your coming forward.

Mr. STEARNS. Now we will go to Carlos Rainwater, Executive Di-
rector of Florida’s Department of Veterans Affairs.

Good morning, Mr. Rainwater. Let me welcome you, and let us
hear your opening statement.

STATEMENT OF CARLOS RAINWATER, EXECUTIVE DIRECTOR,
FLORIDA DEPARTMENT OF VETERANS AFFAIRS, ACCOM-
PANIED BY MICHAEL HAHN, LEGISLATIVE AFFAIRS DIREC-
TOR

Mr. RAINWATER. Thank you very much.

I have with me and have asked to join me at the table Michael
Hahn, who is our legislative affairs director. He represents the
Florida Department of Veterans Affairs. He is permanently based
in Tallahassee.

I appreciate the opportunity to be here and speak briefly on our
perspective on the veterans’ equitable allocation resource model.

I would like to begin by giving a very brief personal history. For
33 years I was a senior manager in the VA. Just last year, I retired
from VA and Governor Chiles appointed me as the Executive Direc-
tor of Florida Department of Veterans Affairs, where I am serving
at the present.

You have heard much about the veterans population migration
to our State, the reasons for that, which are many, but just to give
some impact perspective, over the past—from the period 1980 to
1990, one-half of all the veterans nationwide who relocated, relo-
cated to Florida. That is a rather profound percentage of veterans
population.

As a matter of fact, the growth of veterans population in Florida
exceeded the next highest growth rate of veterans by 400 percent
over that decade.

So, without being redundant with what our friends in the VA
have already told you, the profound effect of this population has
ﬁreatly diminished the ability of the VA in Florida to serve the

ealth care needs of our veterans.

More specifically, over that decade, Florida experienced a net in-
crease of 349,451 veterans. The State of New York lost 357,394 vet-
erans population over that same decade. That is a profound shift
of the veterans population and the demands for health care.

There is still some growth in the veterans population. Although
nationwide the 26 million veterans population is declining, the

owth rate continues, although somewhat mitigated, here in our

tate of Florida.

So, at the present time Florida has over 1.7 million veterans,
and, has already been pointed out, those veterans are aging, they
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have serious disabilities, and demands and requirements for health
care continue to increase.

I was initially assigned by the VA to the St. Petersburg Regional
Office in 1972, and from 1972 until 1995 when I left St. Peters-
burg, I can personally testify that Florida veterans have not had
tshe same level of access to care and benefits as veterans in other

tates.

In my 33 years with the VA, from 1963 to 1996, I served in var-
ious VA facilities in Georgia, Louisiana, Iowa, Colorado, Pennsylva-
nia. I had a view from the inside on the effect of the imbalance of
the allocation of VA’s resources, and I can assure you there is a
vast difference in the way VA delivers its benefits and health care
to veterans from State to State.

In my view, there are many reasons for this imbalance. Some of
those reasons are internal to VA and to the political intrigue that
goes on within that agency. Most of those reasons, however, are ex-
ternal to the VA, over which VA had very little control.

But we are grateful today that through the efforts of Senator
Graham, Senator McCain, supported strongly by our friends in the
Florida delegation, that the V]gRA process 18 in place and veterans
do have hope of getting access on an equal level with their brothers
and sisters in other States.

Obviously, we in Florida want nothing more than our fair share
of VA’s health care resources. As Dr. Roswell has already pointed
out, we do not seek to diminish or terminate the care being given
to veterans in our sister States to the north. But there are many
factors in computing that fair share, some of which have already
been mentioned this morning.

Florida’s veterans population is second highest in the United
States. Florida has a higher percentage of veterans with service-
connected disabilities than any other large State. Florida veterans
are, on the average, older than veterans in any other State. And
probably most important, the majority of Florida’s 1.7 million vet-
erans have come llm)ere from those very States who are now strongly
opposing the VERA model.

Veterans of Florida now have hope that they will be able to ac-
cess the VA's excellent health care system at the same level as vet-
erans in other States. The VA managers that you have heard from
and their dedicated employees here in Florida have struggled for
years to provide adequate benefits and health care for veterans in
an environment of underfunding and understaffing. I know, be-
cause I was one of those managers for many years.

The VERA model has the potential to change that environment,
and all of those of us who work for veterans in Florida ought to
do everything we can do to ensure that that level of access im-
proves.

The VA, under the leadership of Dr. Kizer, is rapidly moving into
a current mode of delivering health care, that is, through expanded
access points and the primary care methodology. The emphasis is
now on preventing admissions to bricks-and-mortar facilities and
moving to programs of managed care and mitigating necessity for
hospital admission.

owever, for the new approach in health care to work in Florida,
the VERA model must be put into operation as outlined by the VA.
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So we at the Florida Department of Veterans Affairs strongly sup-
port the VERA process. We strongly support Dr. Roswell and the
Directors of the Florida VA health care system. We are their part-
ners in trying to achieve an equitable level of access for Florida’s
veterans.

Finally, I feel that we ought to view the level of services that the
Government provides veterans as a litmus test of just how well
government works. Veterans are a special group, clearly deserving
of a high level of service from government, and for us to fail to pro-
vide those adequate services is just not acceptable.

Thank you. That is a brief synopsis of my prepared statement,
and I will be happy to respond to questions.

[The preparecfJ statement of Mr. Rainwater, with attachments ap-
pears on p. 65.]

Mr. STEARNS. Thank you, Mr. Rainwater.

I just want to reiterate what you pointed out, that that veteran
population shift occurred from 1980 to 1990. Those are enormous
figures with your roughly 350,000 new veterans in Florida and how
many veterans left the State of New York.

You have heard Dr. Roswell and you have heard him talk about
the VERA model and everything. What do you think about what
he said about the strategic plans for Florida, and particularly what
do you think relevant to Central Florida?

Mr. RAINWATER. In my view, Dr. Roswell has obviously spoken
very candidly and truthfully about the health care situation in
Florida, and particularly in Central Florida.

In Central Florida particularly, the Gainesville Medical Center,
I have always observed, under the leadership of Dr. Malcom Ran-
dall, provides a superior level of health care, once you get access
to that health care. :

The difficulty for years has been getting admitted to Gainesville,
particularly in view of their underfunded, understaffed posture for
these many years. So anything that can be done to enhance the
ability of a veteran to get access to this excellent facility where we
sit today should be encouraged and should be supported.

In addition to that, I understand there is some study going on.
I was interviewed by a consulting team from Washington looking
at the consolidation of services in Gainesville and Lake City.

I believe that we should support that. I believe that Lake City
is a very, very friendly environment; it is easily accessible. How-
ever, Lake City is not technologically on a par with Gainesville. It
never was intended to be. So that merger, I believe, should move
forward.

In addition to that, I strongly believe that additional access
Eoints ought to be considered in the surrounding counties, not just

ere in Gainesville and not just in Lake City, because in the VA’s
new health care model, I believe bricks and mortar are not the key;
the key is expanded access points, primarily in managed-care mo-
dalities of delivering health care.

Mr. STEARNS. Do you have any comments on the adequacy of the
VA’s plan for acute hospital beds, psychiatric beds, and, most im-
portantly, nursing home beds?

Mr. RAINWATER. Yes. I believe, as Dr. Roswell pointed out—and
I have no reason to doubt what he has stated previously—that the
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question is not the lack of hospital beds, it is the location of those
hospital beds, both in acute psychiatric, and always Florida has
been behind the curve in acute psychiatric beds. That probably
needs to be studied very closely in every one of their medical cen-
ters.

As for the nursing home situation, of course, as you realize, we
in the Florida Department of Veterans Affairs operate a nursing
home, and we are building a second nursing home. Our demo-
ﬁraphics tell us that there is a strong need for expanded nursing

ome care throughout the State in the veterans population. No
matter where you put a veterans nursing home, you could fill it in
a heartbeat in the State of Florida.

Mr. STEARNS. I take it then you are fairly encouraged by Dr.
Roswell’s presentation?

Mr. RAINWATER. I am very encouraged by Dr. Roswell, and I am
elated by the entire VERA process. In my experience with VA in
Florida, this is huge. Nothing that I have ever experienced in my
33 years with the VA has ever held the promise that the VERA
process does for the veterans in the State of Florida.

Mr. STEARNS. Okay. We all go home; the process works.

What are you going to put in place to verify that this is working?
What indicators, what management techniques, are you going to do
to make sure this is working? If it isn’t working, what are you
going to do, and how can folks like Karen Thurman and I help you
1n this process?

Mr. RAINWATER. There is another factor ongoing which wasn’t
mentioned previously. The VA has an entire new method that they
are following in their eligibility reform package. Eligibility reform
means that they will now, by, I believe the date is October 1998,
have a system of enrollment whereby veterans who are seeking to
access the VA’s health care system will be required to enroll at the
facility or at a VA facility where they are seeking health care.

Those enrollment numbers—first of all, we already have started
working on, from the State perspective, our initiative to ensure
that every veteran in the State of Florida is aware of the enroll-
ment process, that every veteran participates to the greatest extent
possible in the involvement process, and when the VA is armed
with those enrollment numbers, then properly administered, the
VERA model has to work. It can only work to our advantage.

So to answer your question about what we are doing, we are sup-
porting the enrollment process, we are ensuring that veterans do
enroll, and we are ensuring that the VA accurately records those
enrollments and can support their funding streams through those
numbers.

q I;/Ir. STEARNS. Let’s say it doesn’t work. What are you going to

07

Mr. RAINWATER. That is Michael Hahn’s number one job. He
takes care of all the numbers. We see thousands of veterans a year.
We have our people stationed in every one of the VA medical cen-
ters. We will be calling you promptly if it does not work. We hear
from them first.

Mr. STEARNS. Okay. So we will be hearing from you then.

Mr. RAINWATER. Absolutely.

Mr. STEARNS. Okay. My colleague, Representative Thurman.
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Mrs. THURMAN. Michael, welcome. It is good to see you again.

Mr. HAHN. Good to see you too.

Mrs. THURMAN. I know that we are getting ready to place a nurs-
ing home in Pasco County. It went out for competitive bid, and we
looked at a lot of issues. Do we know when that groundbreaking
is going to be at this point?

Mr. RAINWATER. It is scheduled for Memorial Day, May 30.

hMrs. THURMAN. Good. They are going to be really excited down
there.

Mr. RAINWATER. They are.

Mrs. THURMAN. It has come to our attention that there is a possi-
bility that the home loan program might be relocated to Atlanta,
saying that is the number one area. That is hard for me to appre-
ciate and understand when we have just talked about all the num-
bers of veterans coming into the State of Florida.

I don’t want to put you on the spot here, but could you give us
some good fighting words to talk to the VA about why they should
be doing that? I sort of listened to—not sort of, I did listen to Dr.
Roswell when he talked about consolidation of services. But on the
other side of that, why would you take those services away from
where the most population of veterans is?

At the same time, if you can maybe in your capacity, maybe just
elaborate on some other issues that we perhaps should be con-
cerned about in our partnership with the State and with Congress
and how we might better give a quality of life for veterans in Flor-
ida, I would greatly appreciate that.

Mr. RAINWATER. Thank you for the question.

First of all, back to your basic question about why the VA is con-
solidating part of its home loan activity; there is a long history
here. First of all, I will state very candidly that it makes very little
sense at all to do that.

For 15 years, I was Regional Office Director in St. Petersburg,
with direct responsibility for the home loan program. For the last
year I was with VA, I was the Regional Office Director in Atlanta.

I will tell you, the last place you would want to move another ac-
tivity is to Atlanta. Nothing against those folks, but they have all
they can carry on their shovel right now.

The other thing is that, as you know, the St. Petersburg Regional
Office is constructing a new $21 million building. That building
was designed for that entire home loan activity to be located in. I
am not sure what the VA is going to do with that space. I mean,
hopefully they will give me a nice cushy office where the home loan
program used to be.

Mrs. THURMAN. Then we will let you take the home loan pro-
gram.

Mr. RAINWATER. Right. Having said that, the truth is, 2 years
ago, the VA had an initiative to consolidate many functions nation-
wide, and, quite candidly, some of that ought to take place, in the
benefits side.

The big piece of that was to consolidate much of the Compensa-
tion and Pension adjudication process into, I think, 22 or there-
abouts centers, with eight of those centers being for home loan
activities.
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Well, due to some unfortunate events that happened to VA along
those times, they were required to scrub the big consolidation, and
this home loan piece is just kind of the leftovers from that big piece
of consolidation.

Quite candidly, taken alone, that home loan consolidation just
doesn’t make much economic sense.

Mrs. THURMAN. Another issue we hear a lot about through the
office is the appeals process, with the availability of judges and
those kinds of areas. I mean, if you were to give us a ball park fig-
ure, I mean, I don’t know how many judges we even have today
in Florida, but I know it is not enough, through the appeals.

Could you give us an idea of where we could expand and help
in that area for our veterans?

Mr. RAINWATER. Well, you know, I could go on for 2 hours on this
topic, but quite candidly, it has been said that if you took the VA’s
mission in the claims adjudication process and designed an organi-
zation to fulfill that mission, it would look nothing like what we
have today.

What is in place today grew like Topsy. It is a convoluted, com-
plex system. Sometimes the various levels of appeal are working at
cross-purposes. So quite candidly, the resolution is not so much an
additional hearing officer to review people in VA field stations. The
solution, in my mind, is in resolving finally the roles of the Board
of Veterans’ Appeals and the Court of Veterans Appeals in Wash-
ington. Those roles almost seem to be at cross-purposes.

Why do you have those two roles? Recently, the Congress com-
missioned a blue ribbon commission and the report was just pub-
lished a few months ago that deals directly with that. The resolu-
tion has to be someplace between the Board of Veterans Appeals
and the Court of Veterans Appeals, both of which drive this entire
system, and the system is very convoluted. It duplicates itself and
results in a lot of inefficiencies and, most importantly, it results in
untoward delays for veterans who are trying to get their claims ad-
Judicated.

Mr. STEARNS. I thank both of you. Again, Michael, it is great to
see you.

Mr. HABN. It is good to see you.

é\/Ir. STEARNS. Mr. Hahn, is there anything you would like to pro-
vide?

Mr. HAHN. I would like to make one point about the VERA allo-
cation formula. The discussion that Dr. Roswell carried out on
VERA was, I think, a very accurate one, but I think we might go
one step further in terms of discussing the special care and basic
care allocations of funding.

The special care patients, as Dr. Roswell made clear, carry much
heavier weight in the allocation of dollars. The designation of spe-
cial care patients by VISN doesn’t seem to follow any rational pat-
tern that I can detect when I look at the data. If one were to as-
sume that special care patients sprang up just as a function of pop-
ulation, the larger the population, the more special care patients
there would be, then you would assume Florida would be right next
to the top of the list with the most of those special care patients.
In fact, that is not true.
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If you were to look at where seriously disabled service-connected
disabled veterans lived and allocated the special care dollars, in
some sense monitoring those populations, then that would make
sense. But in fact, that is not the case.

If we were to look at a comparison between VISN number 3, the
Bronx, and Florida, we have three times the number of seriously
service-connected disabled veterans as VISN 3. VISN 3, however,
actually receives slightly more money in special care money than
does Central Florida. I am talking about $363 million versus $365
million, This is roughly 35 or 40 percent of our funding down here
in Florida. It woulf appear that how those monies are being allo-
cated is difficult for just a poor working guy to put his arms
around, I must say. I think that is kind of suspect. We will provide
you a little more substantial discussion.

Mrs. THURMAN. Michael, for some reason, why did I think that?

Mr. RAINWATER. One other thing I would like fo share just before
we leave. Just last week we met with our colleagues with the Vet-
erans’ Affairs directors nationwide in Washington. Michael had a
conversation with the State Director of Veterans’ Affairs in New
York. Michael attempted to furnish him some of the data that Mi-
chael is so famous for gathering, and this gentleman told Michael,
“Well, you know, I don’t need all your data from Florida. We talk
to veterans all the time who come back to New York because they
can’t get their health care in Florida.”

Mr. STEARNS. I want to thank both of you for coming.

I would like to welcome the next panel forward. The panel num-
ber 3 is Al Linden, Adjutant, Disabled American Veterans, and
Chairman, Florida Veterans’ Planning Group; Bill Kirsop, Adju-
tant, Veterans of Foreign Wars; Dyke Shannon, Adjutant, Amer-
ican Legion; Donald Priem, President, County Veterans Service Of-
ficers; and Thomas Corey, of the Paralyzed Veterans of America.
Now, we have five of you individuals, so why don’t we get one more
chair up for them.

Let me welcome all of you gentlemen here to our hearini. Why
don’t we start with Mr. Linden. Why don’t you open wit your
opening statement, and then we will just proceed.

STATEMENTS OF AL LINDEN, ADJUTANT, DISABLED AMER-
ICAN VETERANS AND CHAIRMAN, FLORIDA VETERANS'
PLANNING GROUP; BILL KIRSOP, ADJUTANT, VETERANS OF
FOREIGN WARS; DYKE SHANNON, ADJUTANT, AMERICAN LE-
GION; DONALD PRIEM, PRESIDENT, COUNTY VETERANS
SERVICE OFFICERS; AND THOMAS COREY, PARALYZED VET-
ERANS OF AMERICA

STATEMENT OF AL LINDEN

Mr. LINDEN. Thank you very much, Mr. Chairman, and thank
you, Mrs. Thurman, for being here today. I agree with you, I think
this is a potential celebration. As they say, we want to see the
money when it comes down here. But on behalf of the more than
87,000 veterans, disabled veterans in the State of Florida, who be-
%:)ng to our organization and auxiliary, I want to thank you for this

earing.
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Also, I am speaking on behalf of the joint Veterans’ Planning
Group, of which I am the moderator. It is the major veterans’ group
in the State of Florida. In fact, all the colleagues here at the table
are members of the organization and we try to work mainly on
State issues. It is a good group.

I am not going to reiterate all the things, other than to say we
have got the oldest, most severely disabled population of veterans
in the country, and I have the statistics. If you will permit me to
enter my entire statement in the record, then it will show the de-
tails of those facts.

Mr. STEARNS. It is so ordered.

Mr. LINDEN. Thank you very much, sir. I do want to point out
a few things, that the statistics that show that 61 percent of the
VA outpatient care in Florida are conditions that are directly relat-
ed to military service, in other words, service-connected, while the
national average is only 46 percent. I think one point that has been
lightly touched on is the fact that we have not had adequate re-
sources and people have been denied care for all these years.

There has been numerous studies done on that here in the State
of Florida, as well as by the VA Central Office. We have just not
had the resources that we need to do it. And many veterans have
Simll\)Ily %)ncluded that they can’t get care here and have gone back
up North.

I know my office being just 15 miles south of here, that hardly
a day goes by that someone comes to me and says, you know, they
will take care of my service-connected disability, but they can’t help
my heart condition which is not service-connected.

My only advice has been for them for the last 10 years is go
North. I hate to say it, but I think that just proves the fact that
we have not—because they have been treated for it up there in
New York, Michigan, Illinois, all of those places, they have been
treated year after year for it, they come down here, they can’t get
treatment. So the only advice we have been able to give them in
the past is to go back up there and get it, if you can’t get it through
some other source down here. I think that is an important point.

There are a number of studies that have been done by the VA
as it relates to this, and I think in my testimony I have called at-
tention to those studies in relation to those veterans that haven't
received the care that they have when they were in other parts of
the country. I think that those are arguments that you can use
against or with your northern colleagues up there in the Congress
who seem to think that they deserve more than their fair share.

VERA, 1 think, is a good start. I think that it has the potential
to finally get equitable resource allocation here in the State of Flor-
ida. It is probably the single most meaningful and fundamental en-
hancement that we have seen in Florida since it started, since my
time here in Florida and I think in many, many years in Florida.
I know the last 20 years in Florida, our resources have just not
been adequate to do the job.

I think VERA will provide us with an opportunity to be fairly
treated. I guess my message that I would like to see both of you
carry back to Washington is don’t let those people up North talk
you out of it, no matter what you do, and that means all of you.
If there is anything here in the State of Florida we can do to make

40-879 97-3
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sure you are not talked out of it by those people up North or out-
voted or whatever they do, we stand ready to do that, because I
think this gives us the one opportunity that we have to start get-
ting our fair share.

I agree that Dr. Roswell and his colleagues that they are doing
an outstanding job with the resources that they have. There is no
question about it. I use the system. I use it right here in Gaines-
ville, and I wouldn’t go anywhere else.

So I think given that, there is one statement that I would like
to make. It is often repeated by many of the veterans that I see,
disabled veterans have stated to me, that I will die before I receive
adequate VA health care here in Florida. That is not the fault of
the VA employees in Florida. But it is the fact that we have not
had the adequate resources to do the job.

I think that VERA, plus eligibility reform, are the two most im-
portant things, and I commend both of you for being an active par-
ticipant in those and taking part and making sure that those two
things have occurred.

I would be glad to answer any other questions that you may
have. I do have one other thing, and I forgot it—I didn’t forget it.
But we are all getting older here in Florida. As we said, we have
the oldest population.

In the VA I have heard a rumor, Mr. Randall told me, some of
them are trying to get rid of this geriatric program that the VA
has. I am looking forward to that geriatric program here very
quickly, and I definitely don’t want to see it go away. So anything
you all can do on the geriatric education and research, I would be
most personally interested in.

Thank you very much.

[The prepared statement of Mr. Linden appears on p. 71.]

Mr. STEARNS. Thank you, Mr. Linden.

I am going in the order we have on the panel, that the staff has
given me. Bill Kirsop is next. Bill, welcome.

STATEMENT OF BILL KIRSOP

Mr. Kirsopr. Thank you. I am glad to be here, and thank you
very much for giving me the opportunity to testify.

I will briefly summarize the Department of Florida’s VFW posi-
tion on the Veterans Equitable Resource Allocation Plan, and
please take note that I said the Department of Florida VFW. This
might not be the feelings of my national organization.

Public law 104-262, the Veterans Health Care Eligibility Reform
Reference Act of 1996, we understood would simplify rules for pro-
viding health care for veterans. All veterans should receive equal
access to VA care, whether they live in Florida or one of our north-
ern States. Many veterans move to Florida in their senior years.
At their previous home, they received VA health care. In Florida,
they do not receive the same care. Quality of care is the same,
maybe even better. Access to care is limited. Why? Resources.

The Veterans Equitable Resource Allocation Plan, we hope, cor-
rects this situation. The reallocation of funding is long overdue. On
behalf of the 81,000 members of the VFW in Florida, we tip our
hats and thank you.
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We have concerns that VA, Congress and the administration
needs to address. Will the demand of our ever-increasing veterans
population exceed the supply of funding and health care? Statistics
point out that Florida, within 3 years, will have more veterans over
page 65 than any other VISN. We will never concur with the elimi-
nation or downsizing of any facility in Florida. We do not object to
elimination or duplication of management as long as it does not af-
fect availability to Florida health care.

I said previously that VERA equitable resource allocation is long
overdue. I would like to relate a story to you when I was State
service officer for the VFW a few years ago. A veteran aged 62
came into my office. He filed for nonservice-connected pension.
While I was filling out the forms, I noted that he had a problem
reading what I was trying to point out to him. He told me that he
had problems with cataracts and was unable to get cataract
surgery.

In our discussion, NSC pension you might know, I have to dis-
cuss the veterans income. I found out he was retired from Eastern
Airlines. His retirement was $170 per month. I asked him if he re-
tired from Eastern Airlines, is he able to fly for free? He says, yes.
I say are you able or do you have any family up North? And he
said, yes, I have a daughter in Boston.

I picked up the telephone at my desk. I picked up the phone and
called my counterpart at the Boston VA facilities. In 2 weeks, that

entleman had his cataract surgery he could not get in Tampa or
t. Petersburg.

I will never forget that story, and I was very proud, me, as a vet-
erans service officer, was able to help that veteran. But I often
wondered why did I have to send him to Boston? Maybe with
VERA Florida veterans can get their treatment in Florida.

One last thing I would like to point out, and the Congress lady
brought this up, and this is the position of our national organiza-
tion, and that has to do, VERA is a good start. There are other
ways to increase funds in our VA facilities. Let the facilities keep
the funds collected from private insurance. Let the VA bill medi-
care. I understand that is a very political issue, but I am saying
to you at least give it a trial basis to bill medicare. By doing it on
a trial basis, I think you will find out, social security and medicare
will agree, that the VA can treat this group of veterans, save medi-
care money, and bring more funds into the VA system.

One last thing before I am finished. I would be remiss if I did
not compliment and thank and applaud VISN 8 for ensuring all
veterans’ organizations have input to change. For the last year and
a half, I have been able to serve on the new business development
team under the direction of Director Rich Isaac. I have been edu-
cated and hope I have been able to give input. It just shows you
how VISN 8 and the veterans’ organizations work together so we
can provide you what you need to know to obtain additional funds
from Washington.

Thank you very much.

[The prepared statement of Mr. Kirsop, with attachment, ap-
pears on p. 75.]

Mr. STEARNS. Thank you, Bill.

Mr. Shannon, Adjutant of the American Legion.
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STATEMENT OF THOMAS COREY

Mr. COREY. Good morning, Congressman Stearns, Congress-
woman Thurman. It is good seeing you again. I appreciate the op-
portunity to be here. I am not going to be repetitive on things that
we have gone through this morning, and I am glad to see that all
of the veterans’ organizations are here together on an issue that is
important to all of us in Florida and has been for a number of
years.

[Inserted for the record:]

Today I am representing the Florida Chapters of Paralyzed Veterans of America.
We are very concerned about the implementation of VERA. The delay in implement-
ing VERA continues the lack of resources needed to serve our veterans.

ere are going to be other changes in the system that affect all veterans and
medical centers and everyone is not going to be happy. There is no question that
a veteran in the North who needs care is no more deserving than one in the South.
But, it is fair to send the funding where the veteran is receiving his care. We ho
that this works out in a manner that becomes satisfactory to all veterans and medi-
cal centers involved.

We have discussed the concern for years about shifting some funding to follow
those veterans that take up their winter residency or relocate to Florida. The VA
Medical Centers in the North continue to receive the same funding whether the vet-
erans are away for the season, the funding doesn’t follow the veteran. The burden
is placed on the Medical Centers that these veterans use in the winter months.

e respectfully request that this allocation of resources be fair and serve all vet-
erans without further unnecessary delays.

Today I am representing the chapters in Florida of the Paralyzed
Veterans of America. We all have the same concern that has geen
addressed this morning about the implementation of VERA and
hope that there is not going to be any more delays. In my dealings
with some people in the last several weeks on several trips I have
made to Washington and talking with veterans from the Northeast
and the Northwest, the parts of the country have a concern about
what we are trying to do. And I asked them if they could justify
to me why we shouldn’t take some of the funding from up North?
They could not come up with any arguments other than it would
affect their veterans and facilities. They tried to skate around the
issue which is understandable under any circumstances.

I am sure that your colleagues are going to try to defend their
veterans up in that area and keep all the funding there. But there
was no good answers out of any of them I talked with other than
find the funding somewhere else.

They come down here during the winter, use our facilities. We
try to get in the facilities during the winter. We have to wait to
get in, wait to be seen. Our appointments are extended out a
month or more. The last appointment I had 3 weeks ago, I was
waiting in a room with four other people in the room that were
down from New York. And this happens a lot. We need to work
something out that is fair.

I have had the opportunity and privilege to work with Tom
Doherty at the Miami VA for a number of years and also with him
Rich Isaacs since the first day he arrived in West Palm Beach and
watched the West Palm Beach VA facility grow to what it is today.
Anailu I am proud of both those facilities and the changes we are
making.

With us moving forward with VERA, we can go further and do
what we need to do treating the veterans in Florida, treat them
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STATEMENT OF DYKE SHANNON

Mr. SHANNON. Mr. Chairman, Congresswoman Thurman, cer-
tainly on behalf of the Florida American Legion, we welcome this
opportunity to speak to you today. We represent 122,000 of the
stakeholders in this VA medical system here in Florida. As with
my colleagues here, what I am going to say is certainly representa-
tive of the Florida American Legion and may not necessarily reflect
the national organization’s full perspective of this whole issue.

We are certainly hopeful that the implementation of VERA will
correct the historical imbalance of the VA medical funding in Flor-
ida. VERA should greatly assist our regional VISN Director with
the means to administer and improve veterans’ health care pack-
ages, to include improved access, quality of care and the wider
spectrum of services.

I think it has probably been said that Florida has more veterans
65 years of age and older who have service-connected disabilities,
more than any other State. Many of these veterans have migrated
from the Northeast and the Midwest to establish residence here be-
cause of the attractive climate, southern hospitality, and the per-
ceived access to veterans health care.

Florida does rank 41st in the Nation with VA hospital beds avail-
able, with only 1.3 beds per 1,000 veterans. This constant influx of
veterans to Florida and other sun belt States coupled with a below
average per capita funding has provided for VA health care serv-
ices which we rank 42nd as a continual significant shortfall in
many types of veteran health care services within VISN 8.

The American Legion national headquarters is generally support-
ive of VERA. Notwithstanding the fact that for some regions to im-
prove their capability to provide improved veterans health care,
such as we have here in Florida, other regions will realize a cor-
responding reduction. The American Legion has formed a Manage-
ment Resources Committee to assess the VERA concept on an on-
going basis and to monitor it for its 3-year implementation.

Certainly the American Legion’s position is the bottom line is
that an eligible veteran should never be denied veterans health
care regardless of where he or she resides.

We must all realize that health care in America is going through
a renaissance period, not only in the private sector but the public
sector, and the VA medical center system as a whole. We would
offer a notion to you that in the next 3 years, probably the VA med-
ical system will be completely reorganized and will serve a more
diverse client base. I think we have got to be progressive in our
VISN of the future in this.

We can’t look back and say this is what this looks like, we are
going to reshape that. We need to reshape a whole new system to
serve the needs of veterans. We certainly are in favor of VERA and
the VISN concept, and we feel it is only the beginning of a new and
improved health care delivery service.

The key to success in a commercial business, one of the para-
mount elements is that of location, location, location. It has already
been said today that we feel that the key to success of the VA
health care system will be accessibility, accessibility, accessibility.
It is our hope that the shift of funds will give VISN the opportuni-
ties to fulfill the desired access for veterans. Veterans health care



33

is a Federal issue; it is not a State or regional problem. Congress
must take a holistic approach to the care for those who have de-
fended our freedom.

We realize that a reduction in funding for any government agen-
cy has political ramifications. Congress must focus on what is best
for the veterans and not what is best for politicians’ careers.

You know, we appreciate the opportunity for the two of you to
be here today. I feel a little bit like we are preaching to the choir
because you certainly have been very supportive on veterans’ issues
across the board. It is quite ironic, a little over a week ago, I had
to face a battle similar to what you all face on a regular basis.

At a meeting in Washington D.C. of the American Legion, we
had a meeting on VERA, and New York and Ohio and Pennsylva-
nia all voiced their opinion in very emotional terms. I finally had
to stand and basically I opened by saying I want to file a minority
report here, because this is the best thing that has ever happened
to us.

So I share with the battle that you have with your colleagues,
and I think it is incumbent upon all of us seated at this table to
work with our fellow members to make them realize that in a sense
it is their, when I say “their,” I am using the term of Midwest,
Northeastern United States. It is their veterans we are serving
down here, and those funding streams should follow.

One of the areas the American Legion will watch carefully is that
of a reduction in any one VISN. We will have to have a correspond-
ing increase in another VISN equal to the reduction. There must
be a check and balance system to ensure that these funds are for
direct delivery of health care and do not disappear in special
projects initiated by the Central Office of the Department of Veter-
ans Affairs.

In conclusion, the veterans of Florida will be much better served
with the implementation of VERA. We wholeheartedly support this
initiative and sincerely hope it will not become a political football
in the next few years.

We commend Senator Graham, Senator McCain, and I want to
correct the official transcript. I had a typo in there, for this realistic
approach to our veterans health care. We thank the Florida Con-
gressional Delegation for their support. Certainly, VERA is right
and fair for all veterans and it is certainly right for this country.

Thank you.

[The prepared statement of Mr. Shannon, with attachment, ap-
pears on p. 80.]

Mr. STEARNS. Thank you, Mr. Shannon.

Mr. Donald Priem, President, County Veterans Service Officers.
Welcome.

STATEMENT OF DONALD PRIEM

Mr. PrIEM. Thank you, Congressman Stearns, Congresswoman
Thurman. I appreciate the opportunity to represent the County
Veterans Service Officers Association, State of Florida, and the
30,000 veterans of lake county. I will enter my statement into the
record.
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properly, get them in and out in a timely manner, which has been
the goal of Rich Isaac and other directors.

I have had the opportunity also to work with Bob Roswell on the
VISN and to see the direction we are going in, and I am pleased
with everything that we are trying to do. I have had the oppor-
tunity to meet with Jessie Brown. From the first meeting he called
when he was nominated to the position and the first thing we
talked about is changing business, changing the way the VA does
business. That is what brings us here today. There is going to be
a lot of changes and we are going to have to work closely, not only
on this issue, but on all issues, to ensure that the veterans receive
what they deserve.

I want to applaud those people I have talked about and the other
people working in that area in that effort towards quality care for
all of our veterans. I thank you for what you have done, and Con-
gressman Stearns, I want to talk with you again about a bill that
you introduced and I talked with you last year about it, but we will
do some follow-up on that later.

Again, thank you for this opportunity to be here, and I would be
willing to answer any questions you have here. Thank you.

Chairman STEARNS. Thomas, thank you. Let me reiterate to the
audience and to the panelists that VERA went into effect on April
1. Now, all of us, as pointed out by you gentleman, have the high-
est hopes for VERA, but I would be less than honest to point out
that the funding provided from the initial funding from the admin-
istration has been flat over a period of 5 years, and the assumption
is that the veteran population is declining. Of course, that doesn’t
apply to the State of Florida. So Representative Thurman and I
and Corrine Brown, and in fact, I think Corrine Brown has a rep-
resentative here.

Why don’t you please stand up and just give me your name?

Mr. MCDANIELS. My name is Tom McDaniels.

Mr. STEARNS. Tom, thank you for coming. So both Corrine Brown
and I are on the Veterans’ Affairs Committee, and we and others
just believe that VERA is starting, but we must be persevering
here. Because as Dr. Roswell and others have pointed out, some-
thing happens between the cup and the lip. So you have mentioned
that you are speaking to the choir. I am sort of the choir master
here. We have, through my committee, a lot of things that we can
do, establishing eligibility reform, looking at that. It was an order,
Public Law 104-262. We have to monitor that to make sure it is
implemented and the reform effort is working.

But I want to ask each of you candidly as we move through here
for this question and answer period, lots of times when I have my
town meetings, I am sure Representative Thurman does too, we
hear different voicing of complaints. One thing I hear about, and
I mentioned to Dr. Roswell, is this idea of hospital beds and the
caring in nursing homes. Now, the Veterans’ Administration is
talking about farming out emergency care units.

Let me just ask each of you, what are your concerns dealing with
hospital construction, nursing homes, and then the important area
of taking care of our veterans? Do you see an area where you think
we should do something we are not now doing?



34

I am going to summarize. I am not going to repeat all the demo-
graphics that you have already heard on a lot of those issues. I will
be very brief.

I would point out two things however: I just received from the
Central Of%ce the new veteran population information for 1996,
and we have now graduated in the State of Florida to the second
highest wartime veteran population in the United States. I would
also point out that the veteran population statistical data we have
received from VA does not truly represent the veterans population
we have residing in the State of Florida. I have written you cor-
respondence on this, Congressman Stearns, the military retirees
are not part of that statistical data.

We have 162,000 military retirees in the State of Florida for the
1996 statistics from the Department of Defense. That equation is
not part of what the census data gives us. One out of every six in-
dividuals that received the census in 1990 had veterans questions
on the census. We have talked about that and we hope that there
is an expansion of the census document to reflect more questions
on all of the census forms so we have better population statistical
data in the future.

I will share with you an experience as a county service officer
which we have all had here in the 67 counties in Florida. I have
had several veterans who came to me with a letter from up North,
Northwest. This letter was a solicitation, and it said, “Dear Vet-
eran: You haven’t been into our facility for 2 to 3 years. We would
like for you to give us a call and we will schedule you for an ap-
pointment for a full examination.”

I would share with you and I am sure you understand the veter-
ans in the State of Florida who reside here have never had such
access. So the veterans come to us and say, well, I don’t under-
stand why we can’t get the same kind of care here that we get u
North. We have to again say, well, maybe that had better go bac
home, because we can’t help them.

As far as the VERA, we support that completely. I would share
with you a proposal that the County Service Officers Association
and the county service officers throughout the State proposed to
Jessie Brown here a while back, several years ago, and he thought
it was feasible. We have talk about still having a shortfall in medi-
cal care dollars, even under this new concept of reallocating funds.
We proposed to Jesse Brown that the medical treatment card that
each patient has have a scanning bar, and that an individual who
comes from New York or wherever, and he comes into our area for
6 months and gets treated in our facility, Gainesville VA Medical
Center, Tampa VA, Bay Pines, the dollars should be transferred to
that hospital fund to aid in caring for and cover costs for that treat-
ment, rather than coming out of our hide.

With that, I would again thank you for allowing me to speak at
this hearing.

[The prepared statement of Mr. Priem appears on p. 88.]

Mr. STEARNS. Donald, thank you very much. I appreciate your
comments.

We also have Thomas Corey of the Paralyzed Veterans of Amer-
ica. Thomas, let me welcome you. We welcome your opening state-
ment.
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Why don’t I just start with you, Tom, and go from my left to my
right? I want to say one other point. Mr. Stump, who is Chairman
of the Veterans’ Committee, is from Arizona. I am, of course, from
Florida, and I am on one of the committees.

Mr. Terry Everett, on the Oversight Committee, is from Ala-
bama, and Mr. Quinn is from New York. So I think for the first
time we have in Congress at least on the Veterans’ Affairs Commit-
tee, a perspective of the need of the sun belt. So I say that with
a little bit of confidence and a little bit of enthusiasm that we can
make sure that the sun belt States, the area where the veterans
are going, will get the needed services. But, of course, we are going
to need to hear from you folks at the grassroots level, as well as
Mr. Rainwater and others, how we can start to react if this plan
is not implemented.

Sg’, at this point, Tom, why don’t you just give me your perspec-
tive?

Mr. COREY. As far as nursing home beds, there is no question,
and I think Carlos Rainwater answered that as well as did others.
If we open nursing homes, wherever we open them, we are going
tci) 1ﬁll them up as quickly as we open them with the dollars avail-
able.

As far as new construction, I have a concern about that and
where we are doing it, to make sure that that new construction is
going to be useful 10 years from now. We have talked about con-
tracting out, sharing services, and I think that is probably an ap-
proach we are going to have to do. I don’t see any way around that,
and I think it can really come out ahead in that area.

I think monitoring that and looking at that rather than new
buildings is a way to go. But there are some areas that we could,
like the Orlando area and some of the clinics, that are going to be
needed where there is a population of veterans moving into those
areas that we could justify putting up clinics in that area.

Hospital beds and the closure of hospital beds, and I have seen
it in Miami and West Palm Beach, and so far it is working out well
v;lith us going towards outpatient care and being more able to do
that.

But, again, I think the sharing and reaching out into the commu-
nities, jobbing these out with other facilities, hospitals, to take care
of veterans in those areas where they have to drive more than 2
hours to go to a VA facility for an appointment, it is going to be
more cost-effective for the VA in the long run if they have to pay
for the transportation and other costs involved. And for the vet-
eran, we are going to make the veteran happier in most instances.
If it is specialized care, that is another area we can work things
towards the best interest of the veteran.

But I think most of us that are in that mode with spinal cord
injury know that we are either going to wind up in a spinal cord
injury center because of the regulations, or we are going to go to
a facility and they are going to transfer us to the closest facility
with a spinal cord unit.

That is my perspective at this point.

Mr. STEARNS. Mr. Kirshop.

Mr. KIRsOP. As far as construction in the State of Florida, I
would not address where to put a hospital. As an individual I be-
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lieve it would be hard to justify new hospitals as long as we have
500 beds closed. Outpatient treatment needs to be expanded. That
is the way to go. There are more people that can stay out of the
hospital by treating on an outpatient basis.

By expanding outpatient, we might be able to save costly hos-
pitalizations. I have often said one of the rulings that always both-
ered me was the fact the VA might not be able to give this person
medication because the rule says he doesn’t qualify to receive,
being provided medication. But the next page guideline says we
can hospitalize them. I have a hard problem with the fact that we
can’t give them the pills, but if we gave them the pills we wouldn't
need to put them in the hospital.

So by expanding outpatient, and if more beds are needed in the
State of Florida, there are beds available if the beds closed are
opened again. But the main thing that needs to be done, these fa-
cilities, the recently closed beds and so forth, they not only don’t
have the patients, but they don’t have the resources to hire the
staff they need. I think that needs to be looked at very strongly.

That is really all I have to say on it.

Mr. STEARNS. Thank you. Mr. Shannon.

Mr. SHANNON. Mr. Chairman, I think often we feel like there is
a smoke screen to some degree when we talk about that veterans
are being turned away and then we find out there are beds closed
and facilities. And I don’t mean that in any negative connotation
to anyone, and it is an allocation of the location of the beds as such.
But maybe we as veterans have to come to the reality that we may
need to travel a reasonable distance to be serviced.

I think that those beds that are closed, we have got to be creative
in ways to use those. Obviously, there needs to be funding to fol-
low. If they are closed and there is no funding, they are closed. But
there needs to be funding streams to allow us to be creative,
whether those wings be converted to adult day care or possibly
acute long-term care facilities for people on possibly ventilators
that there is no real hope for them. Tﬁere has got to be creative
use.

I would say, however, the organization I represent is very op-
posed to vouchering systems, unless it is very special cases or shar-
ing agreements. But as a blanket statement for vouchering, some-
thing that we must keep in mind is the VA medical care system
not only serves those who have served this country, but it is also
a back-up to the Department of Defense, and it is a matter of na-
tional security, in our opinion, that these facilities must stay open.

I don’t know that, God forbid, we will ever have a conventional
war where we have real high casualty rates, but there is no other
national health care system to provide for those wounded that are
being 1]:rocessed through DOD and then ultimately have to go
through because more wounded are being brought in.

So I think it is a matter of national security that the Veterans’
Administration be in place and it be healthy, be given the oppor-
tunity to be creative and continue to deliver the first class health
care that these professionals do each and every day.

Mr. STEARNS. Thank you. Mr. Linden.

Mr. LINDEN. Yes, one of my, I guess, personal pet peeves is that
VA nursing, in nursing care, the actual care that you receive is
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fine. The problem is that it is expensive to the VA. I have been
told, I don’t know the facts, but that a person in a VA nursing
home costs twice as much as putting them in the private sector and
doing it. But whether it is twice as much or not, if it costs maybe
a penny or two more, I think it is worth having the veteran treated
with the kind of care that he gets in a VA nursing home.

I think one of the reasons that they are closing a lot of these
nursing home beds is they have this crazy rule that says that they
have to be rehabilitatable to be in a nursing home.

Well, it is a little hard with someone dying with cancer or some-
thing like that to be rehabilitated. They stretch it in a lot of cases.
But I think that is an area that either through the State veterans
nursing homes that we have going here or the VA beds that they
have now that they are closing and using for other things, is an
area that I think that more money, again, it may take a few more
dollars, but that would be money well spent on the veteran.

More community-based outpatients. For example, in Marion
County, I think it would be a good spot to have a potential commu-
nity out-based clinic, because there are more than 4,000 veterans
right there in the Ocala area that now have to come to Gainesville.

But as far as making sure that there is more bricks and mortars
or hospital beds, I noted that Arnie Palmer, when he had his can-
cer, went to Rochester, He did not go to Orlando where he lives for
the operation. So I think that excellence of care is an overriding
criteria to having it nice and close to home.

Now, I think with the nursing and with the community primary
care, that is essential to be close to home. But I think if the con-
centration could be on excellence of care and specialties in some of
the places, then that it is where they would go.

I think education, I agree with what Dyke has said, we have got
to educate our Members as well. Just because they close that bed
doesn’t mean that a veteran is being denied care. Because with the
modern medicine and the things you do, the hospital is the last
place you want to go and stay for a long time, because that is
where you can get all kinds of diseases. No matter how good they
arﬁ, you still can be affected. So you want to get in and get out in
a hurry.

So I see that the day surgery and things of that nature that they
are doing is a positive thing, and I think that is an education proc-
ess that we collectively here need to do with our membership, so
that when they do close the bed, that doesn’t mean they get less
service.

But on the other hand, the VA needs to come along and have
more timely appointments and things of that nature to counteract
that, so that we can say, well, look, you know, it used to take you
6 months to get a pair of glasses. Now it only takes you 2 weeks
or whatever. So working together with the VA, I think we can do
this without building a whole lot more bricks and mortars.

I would, again, commend Dr. Roswell and his staff. I think we
are very fortunate to have him as the VISN director and the direc-
tors we have here in Florida. Even if they are getting a little old,
they still do an outstanding job.

Mr. STEARNS. Thank you, Mr. Linden. Mr. Priem.
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Mr. PRIEM. In numbers of nursing homes, I think we have been
a long time due a nursing home that will take care of dementia
Alzheimer patients. That is coming to fruition now. We have been
needing that for some time. I am kind of like the rest of the gentle-
men here. I don’t know that we need more bricks and mortar. We
are going to a concept of outpatient-type care.

I wouldn’t want to see us lose those beds, even though they are
not currently being utilized. As we say, we go into a war situation,
again, we are going to need them for our veterans coming back.

Mr. STEARNS. Thank you. Mrs. Thurman.

Mrs. THURMAN. Just a couple of statements. Because several of
you have mentioned rules and regulations that you believe are an-
tiquated, that actually cause veterans to not get the care or raise
the cost of care to veterans, has there been or do you know of any
studies that have taken place that actually review those rules and
regulations that we might get ahold of to submit to VA, or have
you done that? Or woulg you like to take that task on?

If not now, it certainly sounds to me as you have worked through
some of these issues in the capacities all of you have worked with
and then as the heads now, there are some areas that might be
beneficial for us to look at that we could submit to the Veterans
Administration to let them know these are some things, problems.

Dr. Roswell has his hand up, so maybe he can tell us there is
wonderful news on top of this.

Mr. STEARNS. Dr. Roswell, why don’t you come up to the front
and take one of the microphones.

Dr. ROSWELL. Actually, the eligibility reform legislation that was
passed in the last session markedly streamlines access to care and
gets rid of an antiquated, Byzantine, arcane set of rules that has
been alluded to here. We haven’t fully implemented it yet, but the
dilemma is, the new rule says any veteran accepted for care may
have access to any and all services provided by the VA.

Our dilemma is having sufficient resources to accept veterans
and having sufficient resources to make those changes.

Mrs. THURMAN. I understand that. But Mr. Kirsop actually men-
tioned an issue with the idea you couldn’t give them medicine but
you could put them in the hospital and give them their medicine.
That is pretty significant in my mind. I am looking for those kinds
of things.

Al mentioned one that is so archaic, or Mr. Shannon, or some-
body, situations out there that actually use our health care dollars
at a much larger cost than if we were doing some other areas. I
mean, I think that is important.

Dr. ROSWELL. You are absolutely correct. We used to have to hos-
pitalize patients before we could obtain entitlement to place them
in a nursing home. We used to have to hospitalize patients before
we could give them a crutch because they sprained their ankle.

Mrs. THURMAN. Right. Exactly.

Dr. ROSWELL. We used to have to hospitalize patients to do their
cataract surgery so we could give them corrective lenses. All of that
has changed with the new eligibility reform legislation that was en-
acted last October. And while we haven't seen the full implementa-
tion of that, we expect that many of these really ridiculous sort of
rules will be pushed by the wayside with the new eligibility reform.
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y M;' STEARNS. When can we expect completion of implementa-
ion?

Dr. RoswgeLL. Well, the full implementation of eligibility reform
is expected for October of 1998. It is being tested October of this
year, Already we are making available services to current users.

Part of the problem, unfortunately, is that phrase about who is
accepted for care and what services will be provided. The VERA
implementation is a critical element of obtaining necessary re-
sources to accept veterans and make available the full spectrum of
care.

Mrs. THURMAN. I thank you for that. Al.

Mr. LINDEN. One of the things deals with like prosthetic devices
as well. Now that you have accepted a person into the system, be-
fore, unless that was service connected, they couldn’t get that pros-
thetic device. Now if they are going to provide all of the drugs, and
once they accept them in the system, being that we have an older
and more severely disabled population here in Florida, I don’t think
VERA takes that into account. I think that is something that
should be considered. ,

Mrs. THURMAN. Let me say something here too that I thought
was a very interesting comment. I was with Senator Graham yes-
terday in Citrus County, and there was a veteran there who was
very excited about the same issue, and made the comment and
thanked Senator Graham and others in the delegation. But he told
us a story, and he said, which is why I made the comment in the
beginning about the veterans within the State of Florida really
were the people that rallied around us to talk to their former Con-
gress people and making sure that they understand what was hap-
pening in Florida.

What Senator Graham told me, and I didn’t realize this at the
time, was that there was a very critical vote that was dependent
on one Senator, and that Senator happened to have been from
Ohio. Because he had heard from his former constituents in Florida
about what was happening to them and not being able to meet
their needs, that he was able to vote with a good conscience to help
us get these additional dollars.

So what I would say to all of you is, first of all, thank you for
the fight that you have taken fo your national organization and
splitting with them somewhat over this issue. I think it has been
a fight that has been well fought, and obviously Florida veterans
should be thankful for that fight and for what you have done.

But I also would suggest, as you have suggested to us, don’t lay
our swords down, there is still a battle to be fought in Washington,
and we need constantly to be aware and watchful of what kinds of
things might show up in an appropriations bill without somebody
looking. Although in that I would say also, we are very fortunate
that we have the Chairman of the Veterans Health Care Commit-
tee living in the State of Florida, living in Central Florida, because
he has got some staff and himself who will have a very watchful
eye on that, and we are appreciative he has taken that chairman-
ship, because it is extremely important.

But I would never forget where you came from, and I would cer-
tainly reiterate that you continue that fight with those Congress
people who used to serve you. I think it does make a difference
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that they understand what we face here in Florida, and collectively
that works. _

So I really appreciate everything that you all have done. I hope
that the national organization will come around. You certainly
have been there to support them over the years on issues that may
have not been beneficial to you. But, you know, this is about veter-
ans in this country who served their country, and were willing to
give their lives, and many did, and their families.

So I really honestly believe that it is their time to support us and
where the veterans live. So I applaud you for what you do.

Mr. STEARNS. I thank my colleague.

I just want to conclude and ask you to explore a little bit some-
thing that I have had on my mind. I understand, Mr. Shannon,
how you feel about vouchers, and I agree, because vouchers in a
sense would probably bring the veterans’ system as we know it to
a close, because people would not be going to the veterans’ hospital,
so we need to retain whole series of hospitals and care, not know-
ing of course what the future is. We have to have the veterans so
they have the protection and preservation of their services.

But I want to go off of what Mr. Priem had mentioned dealing
with a card in which a gentleman who is from New York who
comes into the Gainesville Hospital, and he has this card, and the
Gainesville Hospital can indeed bill the hospital in New York.

I understand there are four or five hospitals in Boston alone. And
the people from Massachusetts and the people from Boston that
come into Central Florida and live in Ocala and Leesburg and
Pinellas and Gainesville, and they come to the Gainesville Hos-
pital, what do you think, individually, if you could as we go
through the table, of the idea of setting up a mechanism so that
this hospital could, indeed, bill the hospital in Boston and in New
York City and the Midwest where the population is decreasing, and
yet these people are sending out letters begging for veterans to
come forward for a physical? Visit your hospital, and they are doing
that kind of direct mail, whereas here in Florida we are starving
for our resources?

Mr. Priem, if you might just echo a little bit how you feel about
this concept of setting up, which, you know, me and the staff have
talked about briefly, of some kind of way to allow hospitals, where
even if VERA is working, there is going to be a point where, as Dr.
Roswell pointed out, they don’t have the money for activation.

Mr. PRIEM. I am not sure how you would work the mechanics of
it, but, again, as I say, we have discussed this with Jesse Brown.
We believe that the dollars are still going to fall short for the medi-
cal care that is required in the State of Florida. And to be able to
take that card, which, by the way, they are issuing new hospital
cards now that are now scannable, and for VA-Gainesville to treat
that gentleman from New York or New Hampshire or wherever,
and get that money directly sent back into his coffer for that medi-
cal care, we think is not an unreasonable position to take. OQur re-
allocation of funds and all has all been supported by our national
association, as well as this concept that I have mentioned here.

Mr. STEARNS. Mr. Linden.

Mr. LINDEN. Yes, I would support that idea with the proviso that
if a person is a permanent resident of Florida, that they don’t have
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to do that. In other words, if that is your home address and you
are not a snowbird or a person that comes down for 6 or 8 months,
I would support that idea. Because I think that sooner or later, we
are going to have to have in the northern part of the country some-
thing like the military base closings that we have had.

While you gave me the microphone for a second, I belong to the
Retired Officers Association, and one of the things, and this is par-
ticularly true in Orlando where they have closed out the military,
there is an area where I think somehow we need to get the mili-
tary, retired military people, who are getting towards 65, and
maybe that is your test that you want to do for medicare or some-
thing of that nature, because, as you stated earlier, you are think-
ing about medicare subvention. But I think there is a whole popu-
lation out there that is now going to swing to the VA also that is
here in Florida, that are those military people when the military
bases have been closed.

So I think maybe you need a card for them also, or at least to
think about those people, because they are going to be coming here,
especially those that are approaching 65 and have to use medicare.
They have been getting basically free medical care and now are
going to have to pay Medicare Part A, or whatever it is. So I think
there is a whole area there that we need to look at.

But, yes, in general, I think it is a fair program. Again, fairness,
that is how you have to sell it, it is a fair, necessary program, and
I think it is fair.

Mr. STEARNS. Mr. Shannon.

Mr. SHANNON. Mr. Chairman, I think on first brush that appears
to be a possible idea, but I really think in having the opportunity
t};o be third to speak, it gave me a chance to think about it a little

it.

I think if I understand what is being proposed, the concept, and
if VERA would end up continuing, would we not be doing a double
entry bookkeeping system where we are taking and taking? So I
think it would have to be one or the other. That might be a fall-
back position, because I really believe your colleagues up north
haven’t seen anything yet on cuts. If they become aggressive and
attack the VERA concept, something like this, we probably need to
have some alternatives, and this might be an alternative to that.

I think it also would be very hard to plan how to keep a hospital
open on anticipated dollars rather than prebudgeted dollars. I may
not fully understand this concept, but these folks have got millions
of dollars that they have to plan, so they see a budget figure, a
base budget figure, and if there is going to be money shifted once
that budget starts functioning, that is beyond their control and
cannot necessarily be anticipated, there could be serious problems
at both ends.

So I think the concept sounds workable, but I am not real clear
on all the details of it.

Mr. STEARNS. Okay, good point. Mr. Kirsop.

Mr. Kirsor. Thank you, Mr. Shannon, for stealing everything 1
was going to say.

Mr. SHANNON. I looked at your notes.
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Mr. Kirsor. I have to agree with Mr. Shannon. I really felt that
VERA was the concept basically about the same thing as putting
more money down where the veterans are.

The problem I see with the system enactment is the cost of en-
acting the system, plus the fact that how would those hospitals in
the north, and this time I will speak up for them, be able to man-
age their resources when they never know day-to-day how much is
going to be taken out of them?

So I would say the idea of VERA I would think would make that
system not needed. That is my personal opinion.

Mr. STEARNS. Okay.

Mr. KIRSOP. One last thing, when I said that I was speaking, and
I am not sure how the VFW supports the department of Florida’s
VFW’s view. I was just able to read how the VFW does feel. They
are taking a hands-off approach, and as long as they are doing
that, we are okay.

Mr. STEARNS. You lucked out there. Mr. Corey.

Mr. Corey. I think we ought to look at it. I hear what Dyke and
the others have said, but I think there still might be some merit
to it, to track these things.

We also have to look at it the other way too, that Florida resi-
dents who go north for the summer, that have summer homes up
there, would they bill us for when they are up there using VA fa-
cilities up there? I am sure we are going to be ready for that and
that is only fair.

But I think we really should look at what you are talking about,
look at possibly billing beyond the VERA. If it becomes a problem
maybe we could use that as a tool to further argue for more fund-
ing if we are not going to receive what we are looking for now. But
to justify the number of veterans that are moving here and the
funding we are going to need to take care of them all, we are going
to need to look at other ways. But I wouldn’t throw it out. It is still
something I think we could look at.

Mr. STEARNS. Well, I thank you gentleman.

You know, it is just a thought, and obviously a person who would
come to the veterans’ hospitals in Florida might have a limit of
$2,000 or it might be severe types of health care which would go
up to the $35,000 limit, so, you know, how that would work, you
don’t know. But, remember, all these hospitals are being allocated
in their budget funds, and they are not using them, so that is why
they are sending out these letters.

So I am trying to realize the facts are that we have a veterang’
budget that sort of is topped off with a ceiling. We have a gradual
process here for the next 1 to 3 years, and at the same time we
have Members fighting this allocation formula under VERA. So I
see lots of things that are sort of moving this very slowly. At the
same time, I see these 321,000 veterans coming in and I say we
have got to do something here.

So, let me just tell all of you that you should all know if you have
any additional comments or your opening statements in total you
would like to submit for the record, you are allowed to do that. In
fact, the record will remain open for a period of 5 days for those
statements. So if you have any additionafcomments you would like
to make, we would like to have them.
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If you folks do not have anything more, we were going to open
up the floor for any veterans that are here that would like to come
forward. We did want to allocate a little bit of time. So let me
thank all of you gentlemen very much for coming, and I appreciate
sincerely your comments.

If anybody who is a veteran would like to come forward to speak,
feel free to do so. We would just ask that you identify yourself.

Before I go to you, I would like to ask Mr. Roswell about this
idea that I have about having, if you don’t mind coming up just to
answer this just briefly, the workability of having a veteran who
comes from New York or from Massachusetts and Boston, if he
came into this hospital or any other, Bay Pines, or any other hos-
pital, could he or she, because as I understand it, you have a card
now, and you might tell us a little bit about this card and what
this information is on this card, and the feasibility of using this
card as a first step of trying to move this allocation more in a de
facto fashion.

Dr. ROSWELL. There is a project to give veterans a card which
would contain not only demographic information and administra-
tive data, but also possibly some even limited clinical information,
sucl:h ﬁ?ls most recent medications, for example, which would be quite
helpful.

The concept of transferring dollars between VISNs is one that
has already been addressed in depth, and actually was included in
the VERA model this year. When patients are treated in more than
one VISN, the dollars I spoke of that went into that $2,600 or
$36,000 for special care and basic care patients actually were treat-
ed as prorated patients.

Now, that is a terminology that basically means that if a veteran
had 40 percent of his care in New York and 60 percent of his care
in Florida, then the $2,600 for that veteran’s care would be split
60—40 between Florida and New York. It is still an imperfect sys-
tem, so a policy working group is currently working across what is
called “Care Across Networks” to develop a transfer pricing meth-
odology. I doubt, however, that their recommendation at this point
is leaning toward a dynamic transfer of pricing that would move
dollars throughout the year.

I personally tend to agree with our veterans’ service organization
witnesses who said that that would be awkward because you
wouldn’t really know how many dollars you have, whether they are
coming or going. Rather, I believe in the future years the VERA
will evolve the methodology that looks back historically and says,
yes, Florida veterans got so much care out of the VISN, but by the
same token, veterans from other VISNs received X amount of care
within the VISN. And it is this “Care Across Networks” methodol-
ogy that will ultimately address that.

Mr. STEARNS. So right now it is just a bookkeeping method, but
no actually garnering of the dollars.

Dr. ROSWELL. It is a dynamic process. I will have to tell you that
I have just reviewed data within the last 24 hours from the policy
working group looking at this, and to my utter amazement, the
planning scenarios actually show Florida as a net loser under such
a system. So I really have to look into that. But what it implies
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is that Florida veterans are getting more care out of State than
out-of-State veterans are getting care within Florida.

The only explanation I can have for that is what we have heard
this morning, that veterans in Florida are actually leaving the
State because they have a better likelihood of accessing care out of
State. So ironically, this transfer pricing at this moment could pe-
nalize Florida as much as $10 million.

That tells me we have to fully implement VERA, get the dollars
where they belong, so we can expand access and scope of services
before we begin a more aggressive approach at transfer pricing.

Mr. STEARNS. Boy, that is startling to hear that. Okay. Well, I
thank you for your comments.

Good morning. It is still morning. If you will just state your
name, and we welcome any opening statement you might have.

STATEMENT OF WILLIAM H. COHEN

Mr. CoHEN. William H. Cohen, and I just want to report the ex-
cellent care I have received at this hospital, non-service-connected.
I don’t understand the people who couldn’t get heart care. I have
gotten medication for high blood pressure and they followed it up.

Anyway, I had a hernia operation here 8 years ago. If I had been
told about that by somebody else, I wouldn’t have believed it, you
know, it was so good. The anesthetist visited me before the oper-
ation and afterwards, and two doctors, and I was here for 4 days.
The food was wonderful. It was just perfect.

Recently, I have had three serious health problems, and they
took care of all three. I had a CAT scan this morning, which I
couldn’t have afforded otherwise.

So this doesn’t mean to knock the other hospitals in Florida. It
probably reflects well on at least the local systems.

Mr. STEARNS. Mr. Cohen, thank you. It’is always good to hear
good news, and we appreciate it. Are you service connected?

Mr. COHEN. No, it is not service connected. That is another thing
that surprised me about the good care. Everybody was so person-
ally interested.

By the way, the new geriatric department was just opened. There
is a lovely doctor there, a woman, Dr. Hoffman; I will put in a word
for her, too. She is a sweetheart.

Mr. STEARNS. Thank you.

Is there anyone else who would like to come forward? Yes, sir?
Good morning. Sit right down and just state your name.

STATEMENT OF JOHN HUGHES

Mr. HUGHES. Good morning. My name is John Hughes.

Mr. STEARNS. Good morning, Mr. Hughes.

Mr. HUGHES. I am a service-connected disabled president, and I
am president of AFG, Local 2779.

There are two things I am concerned with. One is the contracting
out to other hospitals. I agree with Mr. Linden; I think the veter-
ans have to give up something. They have to realize to get the serv-
ices that the VA offers, quality services, they have to go somewhere
else. They may have to travel a little longer.

I think the contracting out, a lot of the places are going to HMOs
and stuff, and their major concern is, bottom line, making a profit.
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The service is not going to be afforded to the veteran if that is the
major concern: How much money can we make? They may even not
take the contracts wherever it is needed.

My second concern is the time, the 3 years of VERA phasing in.
In essence, I understand what Dr. Roswell is saying, robbing Peter
to pay Paul? Well, guess who Peter is? It is the employees, the hos-
pitals themselves who are trying to do the work, who are trying to
do the job at a limited resource.

So if something can be done to expedite it, to move it quicker,
a 3-year period is a long time.

Mr. STEARNS. Yes. Or to increase the amount of money that is
coming in. There is presently a shortfall.

Mrs. THURMAN. That $35 million that we talked about.

Mr. HUGHES. Exactly.

Mrs. THURMAN. That $35 million that was talked about, where
instead of being taken away from us, it could actually be used.

Mr. HUGHES. Yes. And I support VERA strongly. I really do. I
think it is going to help a lot.

Mr. STEARNS. Okay. Well, I appreciate your comments.

Yes, ma’am, come up.

STATEMENT OF DRU DOSHER

Ms. DOSHER. Good morning. I think you know me, CIiff.

Mr. STEARNS. Yes, good morning. How are you? State your name
anyway for the record.

Ms. DOSHER. Dru Dosher from Ocala, FL. I had reason to testify
before the Presidential committee on November 13 with regard to
the Gulf War illness. As such, I had veterans call me, because I
was on C-SPAN and CNN, from all over the Nation, and I have be-
come a sudden spokesman for Gulf War illnesses.

My orchid for Easter came from a Gulf War veteran for me.

You only quoted figures up to 1990, which don’t include the Gulf
War illness.

Mr. STEARNS. That is true.

Ms. DOSHER. In December, I was here. I have a company that
works with the mental health clinic, which, you all know, we were
all told, and I am a victim of the illness too, we were all told it
was in our head. I have seen sarcomas, neuromas. I have testimony
from someone that the whole fifth floor of Shanns Hospital was full
of dying vets, all under the age of 30, that only had one thing in
common, and that was that they were Gulf War veterans.

' There was no testing. There were funds given to the University
of Florida, and there are two dynamic women over there working
on the mycoplasma incognitus they can’t seem to get any informa-
tion out of Dr. Shin Lu in Washington at the Army College. He is
a specialist in it, but he seems to keep things to his self.

I am finding more and more, since you don’t dispense drugs and
since it only takes a generic, doxycycline, to get hold of this illness,
and believe me, I went through it, I know what it is. I have even
had relapse with it.

I can’t understand why the veterans are being turned away, and
there is a lot of fear. Reservists particularly are the ones who have
contacted me. They have no coverage. There is no formal accepting
of them in the VA. And right now I am doing an article on Dr. B-
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L-A-N-K’s setting aside the American Red Cross’s ban on blood do-
nated, and I also have the statements of three doctors.

We are spreading this illness, and you are not taking care of it
in VA hospitals. I don’t know the answer to this, because I went
to get the figures December 1, and the day before your committee
was to meet here I got a message on my answering machine, which
was either the total message or cut off, that from December 1 until
now they were about to give me the figures of how many Gulf War
vets they were taking care of here.

I am particularly alarmed, three top medical doctors have said
that this is contagious. And I just buried another dog. I have lost
two dogs and one cat. It is communicable between people, dogs, and
cats. I couldn’t even get the vet to put the dog to sleep because he
didn’t know whether there was a virus involved or not.

So I am worried about the vets not getting the treatment they
need. I realize you are bringing more money in, and I know they
have appropriated money purportedly to study this illness. But by
the time they study it, we have more than 100,000 that are in-
fected with it. Since they don’t do outpatient medications, you put
them in the hospital, you have got an enormous expense that you
wouldn’t normally have if you had an outpatient clinic.

So I really think what we need to do is find some funding for VA
clinics just to do the gene splicing, to discover it. Because in 50 per-
cent of the vets that were tested, that is what it was, mycoplasma
incognitus, which they believe was a biological warfare agent used
during the war.

So I know you didn’t address that today, and I know I took my
heart in my hand when I came up here to talk to you about it, but
it needs to be addressed. And it was our youngest and our healthi-
est, and if they can do it to our youngest and healthiest, and I
know the pressures in this hospital. You need a road map to get
around it. I have been around it for the last 6 months, and I know
the volume of people they take care of, and I also know the age
group in there. But we are missing our young, under 30, and they
need help.

I know you serve on the other veterans committee, CLiff, but we
Eilave got to do something about this. It is just getting worse by the

ay.

Mr. STEARNS. Thank you very much for your leadership on this,
Dru. I think on the 16th we are having a hearing that I have
scheduled on my committee to address some of the things you are
concerned about.

Ms. DOSHER. In Washington?

Mr. STEARNS. In Washington.

Ms. DOSHER. Gee, if I can find somebody else to send me up
there, I might go.

Mr. STEARNS. Let’s talk to staff. We appreciate your bringing
these ideas to the forefront.

Ms. DosHER. The saddest part is, they don’t seem to have a
spokesman. I could not believe when I got back from Washington,
and you were the last one I saw when 1 was up there, I got calls
from all over the Nation. I got jammed up. I got calls a month later
and said, God bless you for bringing this up. I brought it up be-
cause I got sick from it, and I just happened to be a mouthy
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spokesman, and I made up my mind—if the President hadn’t been
in Hawaii, believe me, I would have been at the White House. But
it is just the way I feel about it.

As you know, Cliff, since I have come back, I have just had so
much input. So whether the Lord has led these people to me, and
the young lady that was going to accompany me this morning has
finally got an infectious disease specialist to address her problem,
and she is getting all her documentation together and has to be
there tomorrow morning. She called me last night and said, “Oh,
will it hurt too much if I don’t come?” I said, “No, I have never
been at a loss for words,” so I was sure I would be able to impart
it to you.

But one of the saddest things she said to me was—I love this
country, and I thought when I was in the Reserves, and she was
with, not the Green Berets, the Delta Force, and she said, but a
Reservist, and she said, “I just never thought they would do this
to me.” And her head pain is incredible. I am sure she has chemical
sensitivity too, because I just received another big documentation
from Garth Nicholson in California for some more information, and
it is sad, because, I don’t know, if we keep trying to get a volunteer
army, how we are going to get them, after what happened here.

Mr. STEARNS. Dru, thank you very much.

Dr. Roswell.

Dr. RoSWELL. Thank you, Mr. Chairman. I feel very strongly
about the subject that has just been introduced. One of the posi-
tions I hold in addition to being the VISN Director for the Sun-
shine Health Care Network, is I am privileged to serve as the Ex-
ecutive Director of the Persian Gulf Veterans Coordinating Board
created in 1994 to coordinate activities between the Department of
Defense, Health and Human Services, and Veterans Affairs.

Certainly, the points that have been brought up by our past
speaker are very important points, because clearly there are a
number of Gulf veterans who are suffering a variety of illnesses
which we don’t fully understand at this point.

I would, however, for the record, like to point out some of what
is available to Persian Gulf veterans. In 1992, the Secretary for
Veterans Affairs introduced legislation that makes priority health
care available for all veterans of the Persian Gulf War. So since
1992, any veteran who served in the Gulf War is afforded care, free
of charge, at our medical centers. In some cases they are asked to
make a nominal $2 copayment for prescriptions, but medication,
hospitalization and treatment is available through the Department
of Veterans Affairs.

There has also been landmark legislation that provides priority
disability compensation, even when the illnesses are undiagnosed,
as long as those illnesses developed within a period following serv-
ice in the Gulf War.

More recently, legislation was enacted which allows for the first
time the Department of Veterans Affairs to actually contract to
provide medical examination and evaluation, not only for veterans,
but for their spouses and dependent children, because of concerns
like we have heard this morning that veterans may be passing ill-
nesses on to spouses and children.
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I should tell you, though, that we have looked at mortality data.
To date, we have not seen any increase in deaths of Gulf War vet.
erans for illness. There has been a very slight increase in Gulf War
veterans’ death rates as a result of trauma in accidents, either ve-
hicular accidents, suicide, trauma, that type of thing, similar to the
Vietnam population. But we have not yet seen any increase in mor-
tality in Gulf War veterans due to disease.

By the same token, we have not seen an increase in hospitaliza-
tion rates due to medical illnesses for Gulf War veterans.

So while we fully recognize that almost 100,000 of the 700,000-
strong force who served in the Gulf War have reported a variety
of medical illnesses, they don’t seem to be so severe at this point
to be causing an increase in the death rate or an increase in the
need for hospitalization.

With regard to an infectious etiology, certainly infectious dis-
eases have been diagnosed in Gulf War veterans. However, an ex-
tensive effort has failed to identify widespread infectious diseases
in this group of veterans.

Specifically, the Department of Veterans Affairs has over 185,000
employees in its 172 medical centers nationwide. We are unaware
of one single employee who has contracted illness from Gulf War
veterans. I myself 1}',1ave treated hundreds of Guif War veterans,
and I am privileged to have been able to provide that care. But I
have not seen cases or been able to document cases where trans-
mission of Gulf War illnesses occurred, either to family members
or to VA health care professionals.

With regard to the individual you spoke of, Dr. Garth Nicholson,
Dr. Nicholson is a microbiologist, he is not a medical doctor. He is
a microbiologist who has put forth a theory that a mycoplasma, a
special type of bacteria, may be responsible for at least some of the

ulf War illnesses.

This research, like any research, is something that the depart-
ment encourages. Both the Department of Veterans Affairs and the
Centers for Disease Control, in prevention, part of Health and
Human Services, have asked Dr. Nicholson to participate in re-
search. My understanding is as recently as a few months ago, he
has declined to do that.

But certainly the Department of Veterans Affairs has set aside
research money to fully investigate this. We now operate four na-
tional referral centers as well as three specialized research centers
to begin to fully understand the impact.

It is a very high priority, but I can assure you that the depart-
ment has been aggressive in both reaching out to Persian Gulfp vet-
erans, making priority care and disability compensation available
to them, and also to exploring what factors may be responsible for
the illnesses they now reported.

Mr. STEARNS. Thank you, Dr. Roswell.

The next gentleman? Good morning, just state your name.

STATEMENT OF REVEREND RON CHAPMAN

Rev. CHAPMAN. Good morning. I am Reverend Ron Chapman. I
am not complaining about the hospital. I want to know from Mrs.
Thurman, when are we going to get the $35 million? Because they
need more staff here. They really do.
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Mrs. THURMAN. I wish I had the power to disburse those.

Rev. CHAPMAN. I know this sounds funny, but I can tell you that
I was in here a couple weeks ago, and they need more staff for
cleaning, nursing, and the whole thing. I was laying in the bed
there and I realized that. It is not the person’s fault who is there,
it is the people who is up above getting the right amount of people
into it. I am not kidding, it is necessary.

That is all I wanted to say. I like the hospital and I like the peo-
ple here. It is a matter of they need more help.

Mrs. THURMAN. Tell that guy behind you.

Dr. ROSWELL. Six million dollars alone in Gainesville.

Rev. CHAPMAN. I am not complaining. The people here are won-
derful. They work on the veterans. But if they don’t have the
dmoney to put that extra cleaner in there, that room is going to go

irty.

Mr. STEARNS. Yes, sir. Come on up. Just state your name.

STATEMENT OF ALBERT STRICKLAND

Mr. STRICKLAND. My name is Albert Strickland.

Mr. STEARNS. Mr. Strickland.

Mr. STRICKLAND. I am 100 percent service-connected. I have been
with this hospital since ground-breaking. And over the years I
worked for the University of Florida, and to cover my wife, I took
out their insurance, State of Florida. It is a very good insurance.
I still keep it.

I developed a policy when I had to have major operations to go
outside the VA for as much as anything because I had the insur-
ancci and there wouldn’t be the pressure on the administration hos-
pital.

Some time back, I am now a member of the geriatric clinic, and
one time when I came in for a visit, I got a billing from VA for
$204, I believe it was. It went to my secondary insurance because,
as I found out later on, medicare would not transfer money to the
VA hospital. It has been going on ever since. I go every 2 months,
maybe 6 months. Each time I get a billing. My hospitalization in-
surance takes care of it. But, VA gets no money.

I could turn around and come and have all this taken care of at
the VA, but I don’t think that is right, because the funds are so
low. Therefore, I have spent in the past 5 years about $300,000 of
medicare money. I had a back lamination, I have had a hip replace-
ment, and my spine is now fused. All of this paid through medi-
care.

That money could have been done and handed over to the VA,
I have done it in the VA. I live in Gainesville, so it is no problem.
I am an outpatient. But it is troublesome to me to think that our
money is paying huge prices to physical therapy on the outside,
and I mean outside, because I have had $1,800 and $2,000 physical
therapy bills by contracting physical therapy.

I am a beneficiary of the pool here each summer, and we wish
it could be all year long, year-round. Their aquatic therapy has
done me the world of good. I am anticipating next May finding the
lifeguard, and I will be in there happily again.
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But I understand this has been addressed already today, but I
would like for it to be furthermore considered and put my word
into it, too. Thank you.

Mr. STEARNS. Thank you.

Is there anyone else?

If not, then we will close this portion of the testimony. I would
like to thank the administrator of this hospital, Mr. Randall, for
the facilities. I would like to thank my colleague, Karen Thurman,
for her participation, and Corrine Brown for sending a representa-
tive. I want to thank the staff, both on my side and the staff here
at the hospital, and all the witnesses.

Let me just say in conclusion, I am very optimistic. I think VERA
is the rigixt step forward. But I want to make sure that we hear
from the people, particularly in Central Florida, how they feel.
That is why I scheduled the hearing.

I think it is important for leaders to get out of Washington, come
into the grass roots, and hear from the people, both at the adminis-
trative level and the hospital, as well as the people who testified.
This is part of what leadership is all about, is hearing from you,
because obviously both Karen and I work for the people of Central
Florida and this country. '

So we will be available, both Karen and I, at noon. If there is
anybody in the press who would like to speak to us, we will be
available to answer any questions.

From this hearing, we hope to fropose additional legislation that
will make it better for the people of this area, this country, and
particularly this State.

With that, any concluding comments?

Mrs. THURMAN. Just thank everybody for coming.

Mr. STEARNS. Thank you very much. That will conclude the hear-

ing.
%W'hereupon, at 12 p.m., the committee was adjourned.]
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Mr. Chairman: I am ploaied to have this opportunity to enter my
statement into the Record. You are to be commended for convening
this bi-partisan field hearing on the implementation of the
Veterans Equitable Resource Allocation (VERA) system -- an issue
that is critical not only to Florida’s veterans, but to the

entire VA health care system.

The VA health care system exists out of a sense of pride, honor,
and respect for those who have served our Nation with
distinction. The biggest challenge facing VA is how to pay these
veterans back, long after they have served us -- a difficult task
in light of the dramatic veterans population shifts we have seen
over the last 15 years and will continue to see in the

foreseeable future.

Mr. Chairman, I’d like to focus briefly on the demographic shifts
our Nation’s veterans population has undergone. In 1980, just
over 28.5 million veterans were living in the United Stétes, but,
just fifteen years later, the veterans population had declined by
almost 2.5 million, or just under an 8.5 percent decrease.
According to U.S. Census estimates, over the next 15 years, the

veterans population will comtinue to decline, sc that between

(63)



54

1980 and 2010, the nation’s veterans population will decline by a

staggering thirty percent.

But this nationwide trend is not the pattern in all states. For
instance, by 2010, New York’s total veterans population will
realize an aggregate loss of approximately 47 percent.
Conversely, other states, mostly in the south and southwest, will
absorb some of these population losses. For example, in 1980,
Arizona represented just over 1 percent of the nation’s total
veterans’ population. By 2010, Arizona’s relative veterans
population will almost-double -- approaching two percent of the

nation’s veterans.

Florida will undergo a similar transformation -- in 1980, 4.7
percent of the nation’s veterans resided in the State -- compared
to U.S. Census forecasts of just over 6.8 percent residing in

Florida by 2010.

For years, Senator McCain and I, along with others, have been
attempting to move the VA from a system of incremental, facility-
based budgets to one which responds to the actual demands placed
on VA health care. The process has been a difficult one and we
have faced opposition along the way. Inefficient VA facilities
have fought change at every turn. Despite declining caseloads,
these facilities have continued to ask for more money at the

expense of veterans who need care desperately and deserve it.

When Senator McCain and I proposed our amendment to the 1996
Continuing Resolution, we were simply asking that veterans be
treated equally regardless of where in the country they reside.
Our colleagues agreed, and with the bi-partisan help of Chairman
Stearns, Representative Karen Thurman and Senator Mack, we passed

our amendment and preserved it in conference committee.
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To its credit, the VA, under the leadership of Secretary Brown
and Undersecretary Kizer, followed through on the intentions of
our amendment and designed VERA, a system which fundamentally
changes the way that VA does business. Because of VERA, veterans
will finally be treated equally whether they live in Florida or
New York, Arizona or Pennsylvania. Through the leadership of
VISN directors like Dr. Bob Roswell, vetérans across the country
will begin to receive the access to care they deserve. Some
networks will have to become more efficient. As private
citizens’ budgets have become tighter, we have asked them to make
do with less. It is only fair that the government also learns to

spend meoney more wisely.

By phasing in VERA, the VA has given Network Directors the time
necessary to learn to become more efficient, as Arizona and
Florida has been for years. New York’s veterans will no longer
receive $859 per capita in health care dollars compared to

Florida’s per capita spending of $504 in 1995.

But make no mistake -- no State’s veterans will have to endure
the shortages of VA health care that the Florida and Arizona
veterans have had to tolerate over the last twenty years. For
instance, VISN 3 in Brooklyn loses just over one percent of its
funding in fiscal year 1997. The VA has ensured a smooth
transition, by giving inefficient networks up to four years to

adjust to changes.

While some VISNs will simply have to become more efficient over a
period of time -- the tradeoff is equity for all of our Nation’s
veterans. Those who have spent their time defending the status
quo will have to begin devoting their energy toward changing the

way health care is delivered.

Mr. Chairman, in closing, VERA is the first step in ensuring that

the VA is up to the challenge presented -- delivering quality,
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cost-efficient health care to an increasingly mobile veterans
population. It will enable us as a Nation to honor the
commitments we made long ago when we asked our veterans to serve.

They deserve no less.
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STATEMENT OF REPRESENTATIVE CHARLES CANADY
for the
HOUSE VETERANS AFFAIRS SUBCOMMITTEE ON HEALTH CARE

March 26, 1997
Thank you, Mr. Chairman.

1 appreciate the opportunity to participate in this discussion of the unigque and
expanding heaith care needs of Florida’s veterans. I have heard from many constituents from
the 12th District, which I represent, about the lack of resources available to Florida's
veterans through the Veterans Administration (VA). In fact, last week I met with members
of the Disabled American Veterans (DAV) from my district. Each of these representatives
expressed a frustration with the VA and also a sense of hope that the development and
implementation of the Veterans Equitable Resource Allocation (VERA) system would provide
much needed additional support for the 1.7 million Florida veterans. The health care needs
of these men and women have put a tremendous drain on the limited resources of a state that

ranks 45th in the nation in terms of access to health care on a per capita basis.

Mr. Chairman, this is a shame. For too long, citizens of this state who sacrificed for
their nation have been overlooked and underserved. I am pleased that this will soon begin to
change with the implementation of VERA; Florida veterans will finally begin to receive
federal funding which is more in line with their needs. This new system will dramatically
affect Florida’s veterans by changing the funding allocation to ensure that funds are
distributed according to the number and need of veterans. I am fully supportive of the

implementation of this system of allocation.

However, this is only the first step in ensuring that Florida’s veterans get the benefits
they have earned. I am also in support of eligibility reform to guarantee that those veterans
who most need care receive it in a timely fashion. With the passage in the 104th Congress
of Public Law 104-262, the Congress has put eligibility reform near the top of its agenda for

veterans. This law ensures that any veteran with a compensable service-connected disability
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or who is unable to defray the expenses of necessary medical services is able to receive care.
It is my hope that the 105th Congress can continue to offer increased access to VA medical

facilities.

Along these lines, I would like to take this opportunity to express my full support for
a proposal currently under consideration to open an outpatient care clinic in Bartow, Florida.
Currently, many veterans living in the 12th Congressional District have to travel over 50
miles to receive treatment at the closest VA facility, the James Haley Veterans Hospital in
Tampa. This represents an undue hardship on many older or disabled veterans. While this
is a modest proposal--a few rooms in a closed wing at Polk General Hospital--this clinic
would do much to improve access to quality health care for many of my constituents in Polk

County.

Mr. Chairman, much is left to be done to ensure that each and every veteran who
needs health care will receive it. I look forward to working with you and your subcommittee

towards that goal.

Thank you again for allowing me this opportunity to submit testimony on this

important issue.
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Statement of Robert H. Roswell,M.D. before the
U.S. House of Representatives Veterans’ Affairs Committee
Subcommittee on Health
April 3, 1997

Gainesville, Florida

Mr. Chairman, thank you for the opportunity to appear before the Subcommittee
and provide information on how the Department of Veterans Affairs’ new
Veterans Equitable Resource Allocation process will improve access to high

quality healthcare for more Florida veterans.

Although today's veteran population has declined to slightly more than 26 million
nationwide, these men and women are older and often in need of more
healthcare services than the veteran population of just a few years ago.
Experience has shown that veterans over the age of 65 consume two to three
times more healthcare resources than their younger counterparts. The
geographic location of America’s veteran population has changed as well,
through significant migration to locales throughout the South and Southwest.
This relocation of veterans coupled with their age-related increased requirement
for healthcare services has created substantial demand for care that cannot

always be met with existing resources.

Historically, the Department of Veterans Affairs has responded, in part, to
increased demand for services through its major construction program. Building
new medical centers coupled with the activation dollars to equip, staff, and
operate them was the means used to provide some of the necessary resources

to meet new heaithcare needs.
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This strategy is no longer appropriate primarily because of changes in how
healthcare is delivered. Even if additional inpatient bed capacity were needed, a
construction approach that required a 7 to 10 year time span to plan, seek
authorizing and appropriation legislation, design and build new medical centers,
wouid not be an effective means to meet additional veterans healthcare needs.
The shift to community-based outpatient care, development of new healthcare
*achnologies, and improvements in utilization management, in many cases make

new construction no longer practical or desirable.

Due to the changes in veteran demographics and healthcare delivery, a high
demand for care exists today in many areas where VA has no heaithcare
facilities, while other areas find themselves with an oversupply of hospital beds
that are costly to operate and often poorly utilized. The end result is a need both
to reallocate veterans healthcare dollars to under-served veteran populations by
means other than hospital construction, and to discontinue funding mechanisms

that distribute the VA Medical Care appropriation based on historical bed levels.

The Veterans Equitable Resource Allocation (VERA) program, which will be
implemented on April 1, will accomplish this critical requirement. The VERA
process wiil move healthcare dollars to those areas where increased demand for
care exceeds VA's capacity to meet this need with existing resources and
facilities. Reform of eligibility rules and new contracting authority included in
legislation enacted last year will allow VA to utilize these resources to provide
comprehensive veterans healthcare that will incorporate the purchase of
necessary services, including hospitalization, in the local community when it is

cost-effective to do so.

Florida and its veteran population typify the dynamic described above. Currently

over 1.7 million veterans reside in the Florida-Puerto Rico Veterans Integrated
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Service Network (VISN), and over 60 veterans relocate to Florida each day. The
veteran population in the VISN increased by 23 percent between 1980 and 1996
(with a 26 percent increase in Florida alone). During this same period, the
veteran population nation-wide decreased 10 percent. Over 41 percent of
veterans in the VISN are age 65 and older, with that percentage expected to rise

to more than 45 percent in the next five years.

The Florida-Puerto Rico VISN ranks first of the 22 networks in the number of
veterans with service-connected disabilities rated at 50 percent or greater. This
is significant because VA cost data show veterans with service-connected
disabilities rated 50 percent or higher consume 40 percent more healthcare
resources than other veterans. The VISN also ranks first in the number of
veterans with serious mental health disorders and second in the number of

veterans receiving care for AIDS.

The resulting demand for care exceeds our current capacity to meet this need.
Of necessity, veterans with lower priority for care are denied the services they
seek, including veterans who seasonally migrate to Florida and find that the care
they receive in their home state is unavailable to them during their stay in
Florida. Additionally, veterans in many parts of Florida find that healthcare is
unavailable to them through the VA unless they are able to travel fairly long

distances to seek the care they need.

When implemented next month, VERA will provide an additional $29 million
dollars for healthcare in the Florida-Puerto Rico VISN during the remainder of FY
1997. This amount coupled with the $28 million in additional resources already
programmed for the VISN as a result of the increase in the FY97 Medical Care
appropriation, will add a total of $57 million over the FY96 funding level, for a

total operating budget of approximately $1 billion. It is important to note that the
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STATEMENT
Carlos L. Rainwater

Executive Director .
Florida Department of Veterans Affairs

It would be redundant for me to go into detali and ﬂphll‘lllhl that
Florida’s veteran population has grown at a rapid rate over the past twenty years
and now stands at 1,7 million individuals, I was initially assigned to the US VARO
in St. Petersburg in 1972 and from that time to the present I can testify from
pervonal knowledge that veterans in Florida bave not had the same level of access to
VA's heslth care facilities as their fellow veterans in states where veterans |
populstion is declining. In my 33 years (from 1963 to 1996) with VA I worked at
various times in VA offices in Georgin, Louisiana, Iows, Colorado, and
Pennsylvania. Ihad a view from the inside of the imbalance in the allocation of VA
resources, §can assure you that there is a vast difference In the way VA delivers
beneflts and health care from state to lute.. '

In my’ view, there are many reasons for the imbalance in resource allocation,
Some of lho;e reasons are intornal to VA and some arc the result of external furces
over which VA had little ar no control, but it serves no purpose here to go into the
history of the situstion. We are grateful that todsy, through the efforts of Scnator
John McCain of Arizona and our own Senator Bob Graham, suppﬁrted by the
entire FMlorida delegation, VA is ma.ndated to allocate its health care dollars so that
veterans luvé equal access to the system regardless of where they live.

1¢ is troublesome to me that political interests ln other states are working to
prevent VA I‘rom reallocating its resources equitably. Obviously, we in Florida want
nothing move than our fair share of VA’s health care resources, There are several
factors in computing that fair share such as:

o Florida’s veteran population is second highest in the U.S.
o Hodda has a higher percentage of veterans with service

connected disabilities than any other large state
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additional funds that this VISN is receiving for FY 1997 is only a part year
allocation. In future years, although specific dollar amounts are not yet available,
the additional funding from VERA will be significantly larger than the $29 million

that we are receiving this year.

Cf this $57 million, aimost $28 million will be needed to cover increased costs
resulting from inflation and personnel salaries and benefits. Activation of new or
exp:anded clinic facilities in Mayaguez and San Juan, Puerto Rico and in Ft.
#yers, Gainesville, and Port Richey, Florida, as well as much needed
improvements in our telecommunications and computer infrastructure will

consume another $15 million.

ha remaining $14 million plus additional resources made available through
improved efficiency in procurement, contracting, and delivery of healthcare
services will allow almost 8,000 additional veterans to receive healthcare through
Florida and Puerto Rico facilities this year. With the additional funding in FY97,
waiting times for both primary care and specialty clinic appointments will be
rezduced and patients will be able to access services through telephone referral

and consultation programs at all medical centers.

Ceasiderable care will be provided through new, more accessible community-
based outpatient clinics located in ieased space in Homestead, Sarasota,
Bartow, and Brevard County, Florida. Additional primary care services will be
orovided to veterans through VA’s 14 existing Vet Center locations operated by
the Readjustment Counseling Service in the Florida-Puerto Rico VISN.
Tzlemedicine systems will link VA Medical Centers and clinics throughout the
ViZiN so that specialty consultation can be obtained without lengthy waits for
anpointments and the need for veterans to travel to large, metropolitan medical

center locations. This same system will also improve access to benefits claims
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services provided by the Veterans Benefits Administration.

The VERA plan is particularly well suited to meet today’s veterans healthcare
needs because the plan will distribute federal dollars in a capitation-like manner.
This process involves determining the number of category A veterans (primarily
those veterans with service connected disabilities, or whose income falls below a
particular threshold) who have received care from the VA over the proceeding
three-year period. The actual annual cost of this care is then divided into the
total number of veterans who received care to develop a national reimbursement
rate. Each of the 22 VISNs then receives an allocation equal to the number of

veterans treated in that VISN times the national reimbursement rate.

A similar process is utilized to reimburse care provided to veterans with
specialized needs that resuit in the utilization of large quantities of healthcare
resources such as those who require organ transplantation, or who suffer with
AIDS, spinal cord injuries, visual loss, or other catastrophic needs. Important
additional aspects of the plan include provisions to fund VA's medical education
and research missions, adjust for locality-based variations in salary costs, and

provide for equipment and non-recurring maintenance needs.

Ultimately, the VERA plan will reallocate federal veterans healthcare dollars to
those areas where veterans reside and depend upon the VA for their medical
care. The plan will give the VA much needed flexibility to respond to changing
healthcare needs in a timely manner. More importantly, it will assure that
veterans seeking VA healthcare all across our country have comparable access

to a comprehensive continuum of care, both now and in the years ahead.

Mr. Chairman, thank you for the opportunity to appear before the Subcommittee

and share my views on the VERA plan. | strongly believe that the future of
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¢ Florida’s veterans are, on an average, older than veterans
in any other state

s The majority of Florida’s 1.7 million veterans have come
here from those very states where the oppolltlon to
reallocation is most vocal

The llustrations we have provided were derived from VA’s own data base.
The Information clearly demonstrates that there are more veterans in Florida than
almost anywhere in this country and they are more in need of health care than most
other veterans because of their ages and the seriousness of thelr dlnbllltleg. There Is
no reason why a veteran in Florid should have to walt longer for medical treatment
than his brother or sister vetevan in another state,

In summary, the veterans of Florida now have hope that they will be able to
access VA's excellent health care system at the sasme level as veterans in other states.’
VA managers and their dedicated employees in Florida have for years struggled to
provide adequate benefits and health care to veterans in an environment of

underfunding and understaffing. 1 know because 1 was one of those managers for
many years, ‘The VERA model hay the potential to change that environment and all
of us who work for veterans are obligated to do everything we can to ensure that
Florida’s veterans get their fuir share.

VA, under the leadership of Dr. Kizer, Is rapidly moving Into the current
mode of delivering health care, that is through expanded access pt;llltl and the
primary care method. The emphasis is now on preventing in-patieat admissions
and programs of managed care, However, for the new approach to health care to
work in Florids, the VERA model must be put into operation as outlined by VA,

Finally, we ought to view the level of services that government provides
veterans as & “litmus test” as to how well government is working. Veterans area
special group clearly deserving of a bigh level of service from government. For us to

fail to provide adequate services to veterans is simply not acceptable.
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Florida veterans' healthcare is dependent upon the successful implementation of
this program. | will be happy to answer any questions you or the other members

may have.



67

Where Do Service-Connected Disabled Veterans Live?

Cumulative Applications for S/C Care During FY 1995, By VISN
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Where Do Older Veterans Live Now?

LNumber of Veterans Aged 65 & Older, by State —l
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VISN Number & Headquarters Location

Veterans' Health Care Funding Changes
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CARLOS L. RAINWATER
EXECUTIVE DIRECTOR
FLORIDA DEPARTMENT OF VETERANS’ AFFAIRS

On April 1, 1996, Carfos L. Rainwater was nominated by Govemor Lawton Chiles
and his Cabinet for the position of Executive Director of the Florida Department of
Veterans’ Affairs, to serve the 1.7 million veterans in Florida. He was confirmed
by the Florida Senate on May 3, 1996.

Mr. Rainwater served in the U.S. Navy with the 6" Fleet during the Korean
Conflict. He served aboard Patrol Craft and Fleet Tankers as a Radar
Electronics Technician. After military service, he eamed a Bachelor's D.egree' in
Management under the G.I. Bill at Georgia State University. He went on to eam
a Law Degree following completion of undergraduate work. He is a graduate of
the Federal Executive Institute, Charlottesville, Virginia.

Mr. Rainwater joined the U.S. Department of Veterans Affairs (then known as the
Veterans’ Administration) in 1963. He was promoted to positions of increasing
responsibility at Regional Offices in Atlanta, New Orleans, Des Moines, Denver,
St. Petersburg, and again in Atlanta. From 1980 to 1995, he was Director of VA's
largest Regional Office, St. Petersburg. From 1995 to 1996, he was Director of
the Atlanta Regional Processing Office. He retired from the VA in 1996. In 1992,
he was awarded the rank of Mernitorious Senior Executive by President George
Bush. Upon retirement from the VA he was awarded the Exceptional Service
Award by Secretary of Veterans Affairs, Jesse Brown.

His volunteer activities have included membership on the Board of Directors of
Pinellas United Way and Chairmanship of the Pinellas Combined Federal
Campaign. He was a Board member and Chapter Chairman of the Tampa Bay
Suncoast Chapter of the American Red Cross. From 1990 to 1995, he served on
the National Board of Governors of the Red Cross.

He has done extensive volunteer work with the Seminole Tribe of Flonida, the
United Southeastern Tribes, and the National Congress of American Indians.

Mr. Rainwater also has done extensive work in the fields of Total Quality
Improvement, Strategic Planning, and Empowered Employee Work Teams. He
chaired VA’s Southern area Quality and Planning Council and was instrumental in
implementing the Quality Program in the 13 Regional Offices in the Southeast.
He is a guest lecturpr in Total Quality Concepts.
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STATEMENT OF
ALBERT H. LINDEN, EXECUTIVE DIRECTOR
DISABLED AMERICAN VETERANS, DEPARTMENT OF FLORIDA
BEFORE THE HOUSE VETERANS AFFAIRS SUBCOMMITTEE ON HEALTH
GAINESVILLE, FL.
MARCH 26, 1997

On behalf of the more than 87, 000 members of Florida’s Disabled American Veterans and it’s
Auxiliary, I would like to take this opportunity to thank you for this hearing and to present our
general views on the issue of Veterans Health Care and our specific views regarding access to the
VA Health Care Facilities in the State of Florida. Also, my comments are on behalf of Florida
Joint Veterans Planning Group of which I am the moderator.

On March 23, 1989, I testified before a field hearing of the U.S. Senate Veterans Affairs
Committee concerning Veterans Health Care in Florida. Not much has changed except it has
gotten worse as was predicted then. The Veterans Equitable Resources Allocation (VERA)
model for the allocation of veterans health care resources brings hope that the future will improve
for Florida’s disabled veterans.

Florida is the place to retire, thousands of individuals move to Florida each month and most of
these individuals are in the category of senior citizens.

A 1989 survey conducted by the U.S. House of Representatives showed by the VA’s own
account that it would take an additional $45 million dollars and an additional 1,600 personnel to
meet VA health care 1989 work load levels. It would not meet the total needs of Florida’s
current or future veterans.

As you know, Florida has the oldest veteran population in the nation. The veteran’s median age
in Florida is 60 years old. Florida, according to the VA also has the most severely disabled
veterans in the country. These VA statistics show that 61% of the VA outpatient care in Florida
was for conditions directly related to a veterans’ military service while 46% was the nation wide
average.

While these statistics do not provide all the answers, they clearly indicate that Florida is not
receiving it’s fair share of federal VA resources and more importantly, that these statistics show
Florida veterans do not have the same access to VA health care as veterans in other areas of the
country. Given the older and more disabled veteran population of Florida, more long term health
care is required.

From 1980 to 1990, Florida experienced a net increase of 349,451 new resident veterans, while

the State of New York lost 357,394 of its resident veterans during this period. Because Florida is

a retirement area, it fetains its unique standing and will for sometime be a “ growth state”,

particularly in terms of military veterans. Florida now has the second largest population of

veterans in the U.S. it is second only to California. The Department of Veterans Affairs statistics
1
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show than Florida has more 100% service connected disabled veterans than any state. In
addition, Florida has more 60% through 90% disabled veterans, making Florida the home to the
largest population of the most seriously disabled veterans in the Nation.

It is unbelievable, but true, that Florida ranks 41st in terms of VA hospital beds per 1,000
veterans. Further, in the early 1980’s Congress directed the VA to specifically assess veterans’
health care needs in Florida. That mandate resulted in the publication entitled, “30-Year Study
of the Needs of Veterans in Florida”. This study determined that Florida ranked among the top
four of all VA Medical Districts and exceeded the VA predetermined indicators of suppressed
demand. Simply put, the VA concluded that Florida’s veterans substantially lacked access to
VA facilities. This problem was so severe that veterans had simply stopped asking for VA health
care.

Since this report was published, Florida’s veterans population has grown rapidly and only one
VA Medical Center has been constructed, adding but 400 of the 1483 VA hospital beds cited as
necessary in the early 1980s.

In any discussion of the resources needed to properly fund this demand for VA health care,
consideration must be given to the number of veterans seeking treatment for their illness. But,
when such a discussion is attempted, the number of real-time applications for VA care made by
veterans who the VA has determined as having service-connected disabilities is an obvious factor
to consider. Again, as published in the VA’s 1995 Summary of Medical Programs, Florida leads
the Nation (again, including California with a much larger population) in terms of absolute
number of requests for VA health care made by veterans with service-connected disabilities.

Perhaps the next index of “need” should be seen as the relative percentage of veterans who
requested VA outpatient care for service-connected disabilities in each state.

In a relatively recent turn of events, Maine (at 63%) now pinpoints where the highest level of
service-connected outpatient care is provided, while Florida ties for a ranking of second (at 61%)
with Hawaii and New Hampshire. (Until recently, Florida usually far exceeded almost all other
locations as providing the highest level of service-connected outpatient care.) Conversely, these
are also the areas where discretionary VA outpatient health care is least available (e.g., the VA is
required to provide services for service-connected conditions), therefore, when an overall higher
incidence of service-connected care is indicated over tinie, then a lower incidence of
discretionary care was possible. Stated otherwise, the VA’s high frequency of required health
care in these areas utilizes most of their available resources and guarantees that discretionary care
will be restricted.

Florida’s veteran population is, relatively speaking, known to have greatest objective need for
VA health care services, as defined by demographics data. The best way to guarantee equity
of access to VA health care across the Nation is to guarantee that all VA discretionary
health care services-are equally available and equally utilized by all similarly situated
veterans. The provision of disproportionately high levels of resources to one area versus another
amount to little more than a discretionary creation of a welfare-like health care capacity for

2
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veterans in that locality. As our Nation has been defended equally by veterans living in all parts
of it, there exists no justification for federal policies which would allow for such casual
allocation of these high-cost, life-sustaining public resources.

Another fact is that Florida ranks 42nd among all the states with VA hospital beds available at
the rate of 1.9 beds per thousand veterans. Massachusetts, for example, has almost one half as
many veteran residents as Florida but slightly more VA hospital beds (2795 beds in Florida
compared to 2893 beds in Massachusetts). This gives the veteran in Massachusetts twice the
chance of receiving treatment as the veteran in Florida has.

Is “VERA” or Veterans Equitable Resource Allocation” the answer to Florida inequitable
“treatment?

In an early analysis of VERA’s impact on Florida and other locales with similar (albeit less
dramatic) concern, it appears to be a very significant improvement over past practice. In fact,
VERA could reasonably be regarded as the single most meaningful and fundamental
enhancement in the way health care is provided to veterans. This characterization is
certainly accurate from Florida's point-of-view.

Does VERA offer everything Florida veterans would have asked for? No, it does not. Several
important elernents of our dream solution are missing. What would those missing elements have
done? They could have recognized that both the State of Florida and its veteran population have
been unfairly penalized by local VA health care shortages which have been uniquely evident for
so long. Florida’s taxpayers have had to foot the bill for many years for health care needed by our
medicaily-indigent veterans who would have been treated by the VA if only they lived
elsewhere. It is contended that Florida has been denied several billion dollars in federal health
care funds over the past few decades. This circumstance could have been recognized in VERA.
Instead, Florida is given hope by VERA that it will be more fairly treated in the future, and,
that perhaps the past should be forgotten. With that said, VERA is a major improvement over
what we have endured for many years and it holds the promise that circumstances may continue
to improve.

Does VERA offer Florida the absolute promise of complete fairness? No, it does not. Several of
the elements of the formula used to determine funding for each VISN in the VERA plan could be
criticized. For example, allegations of high labor costs in certain areas which have typically
received inordinately generous allocations of VA health care resources have been accepted as
accurate and grounds for special consideration. This decision has mitigated reductions in health
care funding which otherwise would have been more significant. Just how concerned shouid
Florida be about reportedly high labor costs in such areas? Who voiced concerns about the
innumerable financial and human consequences Florida’s 1.7 million veterans have endured (as
well as the State’s taxpayers who supported the VA) when no comparable level of services were
available?

The really important outcome is that the VA seems to be making a genuine effort to at least
begin to concentrate on what is important - that similarly situated veterans receive similar
3
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treatment. VERA is a step in that direction. That is and should remain our focus. As
circumstances permit, we can build on that foundation.

According to the initial briefing document on VERA, VISN #8, which encompasses most of the
State (except part of the panhandle), VA health care facilities in Florida should receive an
immediate increase of $57 million throughout the remainder of the current federal fiscal year.
An additional $93 million is scheduled to follow next year. On top of those new dollars to fund
care for Florida veterans we should also expect new resources from VISN #16 to fund additional
services for veterans in the panhandle of the state - at present we have no idea how much or in
what form.

In any event, Florida must regard VERA as a positive step but not as evidence that the needs of
our veterans have been resolved. We have, however, made significant progress in that direction.
Moreover, it was the Florida Delegation that made that difference. Members from other states,
however, have made various public comments about VERA and their intention to prevent the
loss of resources in their home states - apparently without regard to the lack of merit in their
plans. Florida seeks no advantage while we continue to urge fair allocations of VA resources. It
seems quite likely that the motives of others will become crystal clear to everyone involved in
the debate to come. Any public debate where the facts are known will overwhelmingly favor our

position.

If ever there was case when “the angels are on our side,” this is it. It is impossible to imagine
what constituency (e.g., military veterans) has a more legitimate claim to fair treatment from our
federal government. Even less likely is that Florida’s 1.7 million veterans would find themselves
with a stronger argument for that fair treatment!

Hardly a day goes by when a veteran does not stop by our headquarters which is located 15 miles
from the Gainesville VA Medical Center and state that he was unable to have his health care
needs met.

However, let me state that it is not the fault of the Gainesville VA Medical Center. They and
other VA facilities in Florida are doing an excellent job with the resources they have available to
them. The problem is they do not have enough resources to meet the demand for services and
this lack of resources has been happening in Florida now. for over twenty years.

An often repeated message by many of Florida’s disabled veterans’ is that “ I will die before
will receive VA health care in Florida,” This is not the fault of the VA employees in Florida but
the lack of placing the resources where the veterans who need health care are located. As long as
the new VERA allocation model plus the eligibility reform legislation PL104-262 is given an
opportunity to work the situation for Florida’s disabled veterans will improve. Thank you for the
opportunity to participate and thank you for holding the hearing in Florida. I would be happy to
answer any questions you may have.
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STATEMENT
WILLIAM R. KIRSOP
ADJUTANT/QUARTERMASTER
VETERANS OF FOREIGN WARS OF THE U.S.
DEPARTMENT OF FLORIDA

As a stakeholder in VA Healthcare System, we appreciate the opportunity to appear today
and provide testimony on the crucial issues of the Health care needs of veterans in the
State of Florida, including the Reallocation of Resources and the Veterans Equitable
Resource Allocation plans (VERA).

We understand one of the purposes of Public Law 104-262, the Veterans Health Care
Eligibility Reform Act of 1996, is to improve the cost effectiveness of and simplify rules
for providing health care to veterans. With over 81,000 Veterans of Foreign Wars
members residing in the State of Florida we are genuinely concerned with any plans that
will affect how VA health care is managed in this state.

Many of our veterans moved to Florida from other states and put roots down in particular
areas because of the VA health care facilities available in those areas. Statistics show
within VISN 8 during FY 1995, 120,000 applications for service connected care alone
were received in the area’s VA hospitals and clinics.

Under the recently announced VERA, Veterans Equitable Resource Allocation, this VISN
will receive 57 million dollars in additional funding over the next three years. That
translates to a 4.7% increase in each VA medical facility’s budget. Ladies and Gentlemen,
this reallocation of funding is long overdue. On behalf of Florida’s Veterans of Foreign
Wars of the United States, we thank you. .

On the other hand, we have some genuine concerns about the future of VA healthcare as it
will affect our membership and all veterans as well. Will the demands of our ever-
increasing veteran population exceed the supply of funding and health care? There does
not seem to be any indication veterans choosing Florida as a home will decrease and, in
fact, as the statistics show, they will increase significantly.

There are more male and female veterans over the age of 65 in Florida than in any other
state. By the year 2000 it is predicted that VISN 8 will have over 1 million veterans aged
65 and older. These statistics point out within three years this VISN, and particularly
Florida, will have more retired veterans aged 65 and older than any other state.

As 1 said before, we have over 81,000 members of the Veterans of Foreign Wars residing
in the State of Florida. Because of membership we are genuinely concerned with any
proposals or plans that will change/alter how VA health care is delivered and received by
all the veterans in Florida. We do not approve of any action that will reduce/combine or
otherwise result in a degradation of available services/benefits to our veterans.

We applaud the efforts of the VISN who are working toward providing linked
communication and information systems between facilities and down to the physician/care
giver level, a procedure that is long overdue in providing care givers with the latest
information available on veterans.

We also applaud the VISN’s aggressive efforts to insure outside stakeholders such as the
Veterans of Foreign Wars are invited and included in Management Assistant Councils and
Service Evaluation and Action Teams (SEAT). We have a representative on both.

We appreciate the funding for the expansion of VA health care facilities within the State of
Florida. The new West Palm Beach hospital and proposed clinic expansions and
constructions will help a great deal. Again, with the ever increasing veteran population
here this is long overdue.
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WILLIAM R. KIRSOP
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At the present time, within VISN 8 there are plans proposed to realign hospital and clinic
facilities. One example is the proposed integration involving the Gainesville and Lake City
medical centers.

While we understand the need to eliminate duplication in management functions and
applaud those efforts, we vehemently oppose any reduction in care available at either

facility.

We do agree with the consolidation of heads of offices that duplicate the efforts in
administrative, fiscal and clinical areas within VA facilities that are in close proximity. We
can understand and appreciate the savings that would be realized with that type of
consolidation.

‘We do not concur with the elimination of or downsizing of any facility that affects the care
available to be received by eligible veterans. We do not agree with the premise veterans
would prefer to travel to another facility 35 or more miles from his/her home for treatment
when the same treatment had previously been available in the local VA facility. Some
present proposals would eliminate some of that availability creating a possible hardship on
our veterans, especially the elderly ones.

As of October 1996, the VISN’s published report on ‘Hospital Bed Changes’ (copy
attached) shows an overall reduction of 426 hospital beds. With the veteran population
increasing by approximately 200,000 per year it does not seem prudent to be reducing
available beds. During the same period outpatients treated amounted to 2,081,192 visits.
We understand there has been a major shift of resources from inpatient to outpatient. In
the short term, perhaps for the next couple of years, this will prove workable. When the
veteran population in Florida exceeds two million, will the funds be there to support them?

We reiterate our concerns for how this reallocation of resources, overall, will affect the
average Florida veteran who is 65, or close to it, on a limited income and depends upon
the VA for health care.

What does the future hold for them?

William R. Kirsop and the Department of Florida, Veterans of Foreign Wars have never
received any federal grants or contracts.
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HOSPITAL BED CHANGES - FINAL UPDATE
VISN 8 - Through FY 1996

From FY90 through FY95, the average operating beds at VISN 8 hospitals declined by 11
percent, from 3,338 to 2,970 (-368 beds), although hospital patients treated declined by only 3
percent. During the same time period, outpatient visits at VISN 8 facilities increased 21.3
percent, from 1,563,052 to 1,895,326 (+332,274 visits).

FY95 hospital bed changes are shown below. Excluding West Palm Beach, which was activated
June 26, 1995, hospital operating beds were reduced by 161, and authorized beds were reduced
by 238, in FY95 alone.

Authorized Operating " Sept. 30, 1995
Facility Bed Change Bed Change Auth/Oper Beds
Bay Pines -99 -59 522 522
Gainesville .54 0 419 349
Lake City -9 6 296 266
Miami .76 -65 590 563
San Juan 0 0 692 584
Tampa 0 0 581 512
West Palm +400 +137 400 137
TOTAL 1162 24 3500 2,933

During FY96, and additional 416 operating beds were reduced, or 14.2 percent of hospital beds in
the Network, as shown below. At the same time, hospitalized patients treated declined 8.2

percent. Outpatients treated increased by a somewhat higher percentage (9.8%) in FY96 to
2,081,192 visits. :

Authorized Operating Sept. 30, 1995
Facility Bed Change Bed Change Auth/Oper Beds
Bay Pines -28 -57 494 465
Gainesville -102 -75 317 274
Lake City -62 -46 234 220
Miami -100 -100 490 463
San Juan -150 42 542 542
Tampa -150 -111 431 401
West Palm -130 15 270 152

TOTAL -596 -416 2,778 2,517
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WILLIAM R. KIRSOP
ADJUTANT/QUARTERMASTER
VETERANS OF FOREIGN WARS OF THE U.S.
DEPARTMENT OF FLORIDA

On June 24, 1995, William R. Kirsop was elected to the position of State
Adjutant/Quartermaster, Department of Florida Veterans of Foreign Wars. He was re-
elected to the position June 22, 1996,

Mr. Kirsop served in the United States Air Force from July 11, 1960 to February 1, 1981.
He retired in the grade of Master Sergeant. The majority of his carcer was in
administration and personnel. During his Air Force career he completed two tours of duty
in Southeast Asia and a tour with the Defense Attache System, Sofia, Bulgaria. Mr.
Kirsop was awarded two (2) Meritorious Service Medals, four (4) Air Force
Commendation Medals, a Joint Service Commendation Medal and the Vietnam Service
Medal.

Mr. Kirsop joined the Florida Division of Veterans Affairs in 1981 and worked as a
Veterans Service Officer for seven (7) years. He was the Veterans of Foreign Wars
Service Officer from 1988 to 1995. In these past two positions Mr. Kirsop received no
awards, just a lot of satisfaction for helping Veterans.

Mr. Kirsop’s volunteer activities include the American Legion, AMVETS and the
Benevolent Protective Order of the Elks. During his military career at McDill Air Force
Base he was recognized for baving over 4,000 military members register to vote in the
1980 election.

Mr. Kirsop has completed extensive training in Veterans Affairs. He attended Proficiency
Training Sessions taught by the Department of Veterans Affairs and the VFW Washington
Office. He is currently a voluntary member of New Business Development Committee for
VISN 8, Department of Veterans Affairs.
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Statement of Dyke Shannon, Adjutant
The American Legion Department of Florida
Before the House Veterans” Affairs
Subcommittee on Health.

March 26,1997

Mr. Chairman and Members of the Subcommittee:

The American Legion Department of Florida appreciates the
opportunity to comment on VERA and its impact on VA health
care in the sunshine state. My comments today will reflect the
Florida American Legion’s position and not necessarily The
American Legion’s official position. |

We are hopeful that the implementation of VERA will
correct the historical imbalance of VA medical funding in Florida.
VERA should greatly assist our regional VISN Director with the
means to administer an improved veterans® health care package to
include improved access, quality of care, and a wider spectrum of
services.

Florida currently has (approximately) 1.7 million veterans -
second only to California. Florida has more veterans 65 years of
age and older who have a service connected disability than any
other state. Many of these veterans have migrated from the

northeast and Midwest to establish a residence here because of the

1
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attractive climate, southern hospitality, and the perceived veterans
health care availability. Florida ranks 41st in the nation with VA
hospital beds available with only 1.3 beds per 1,000 veterans.

The constant influx of veterans into Florida and other
Sunbelt states, coupled with the below average per capita funding
provided for VA health care services (Florida currently ranks
42nd) has created a continual, significant shortfall in many types
of veterans health care services in VISN 8. This shortfall is further
compounded when considering that Florida has the second largest
population of veterans with a service connected djsability and
leads the nation with the number of veterans who are 100% service
connected. In addition, a large contingents of military retirees
(162,000 plus) have chosen Florida to be their permanent
residence.  With the cutback of Department of Defense
appropriations and corresponding base closure programs it is
expected that many of these retirees will be looking to VAMC and
outpatient clinics for health care services.

The American Legion National Headquarters is generally
supportive of VERA, not withstanding the fact thét for some
regions to improve their capability to provide improved veterans
health care, other regions will realize a corresponding reduction.
The American Legion has formed a Management and Resources
Committee to assess the impact of this quid-pro-quo on its three

million veterans, and to monitor VERA during its 3-year

2
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implementation. The Legion’s bottom line is that an eligible
veteran should never be denied VA health care, regardless of
where he or she resides.

We must all realize that health care in America is going
through a Renaissance Period not only in the Private Sector, but in
the Public Sector, and the VAMC as a whole. We would offer the
notion that in three years the entire VA Medical System will be
reorganized and serve a more diverse client base. It is our opinion
that VERA, and the VISN concept, may only be the beginning of
a new and improved health care delivery system.

As a key to success of a commercial business, the paramount
element is “location, location, location.” A key to the success of
the VA Health Care will be accessability, accessibility,
accessability.” It is our hope that the shift of funds will give the
VISN opportunities to fulfill this desired access for veterans.

Veteran health care is a federal issue, not a state or regional
problem. Congress must take a holistic approach to the care of
those who have defended our freedom. We realize that a reduction

in funding for any government agency has political ramifications.

Congress must focus on what is best for the veterans, not what is
best for the politician’s career.
The Florida American Legion last week, had to defend the

shift of funds at a national meeting in Washington, D.C. Fellow

3
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legionnaires from New York, Pennsylvania and Ohio were very
upset at the losses they anticipate experiencing.

Once the issuc was discussed, it was recognized by all
Legion representatives that the increased veterans health care in
VISN 8, resulting from VERA, will be available for the large
veteran transient contingent who resides for up to half of each
calendar year in the Sunbelt region.

The American Legion will watch carefully that any reduction
from any VISN will have a corresponding increase in other
VISN’s equal to the reduction. There must be a check-and-balance
system to insure these funds are for direct delivery of health care
and do not disappear in special projects initiated by the Central
Office of the Veterans’ Administration.

In conclusion, the veterans in Florida will be much better
served with the implementation of VERA. We have not taken up
alot of time in this testimony to expound on the problems Florida
veterans have experienced for the past 20 years. We would refer
you to Appendix 1 that is a summary of demographic issues facing
Florida veterans.

We wholeheartedly support this initiative, and sincerely
hope that it will not become a political football in the next few
years. We commend Senator Graham and Congressman
McCollum for this realistic approach to veterans health care. We

also thank the Florida Congressional Delegation for their support

4
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of the passage of the monumental legislature. Not only is VERA
right and fair for all veterans -- it is right for this country’s

veterans.
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Disclosure Statement

The American Legion Department of Florida, Inc. has not
received a Federal Grant or Contract relative to.this testimony,
during the current or previous two fiscal years, from any witness

or organization.
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Appendix 1

Demographic Issues Supporting an Increase for Florida Veterans
Health Care Funding (Source: Florida Department of Veterans Affairs

Congressional Delegation Briefing Book - 1997).

1. During the period of 1980 - 1990 nearly one-half (47%) of all

veterans who relocated to another state moved to Florida.

2. Over the past two decades (1970-1980-1990) the rate of net
growth in Florida’s veteran population exceeded 102 veterans per

day.

3. During the period of 1980-1990, the veteran growth in Florida
out paced the next fastest growing population by nearly 400%.

4. During this period, Florida had a net increase of 349,451 new
resident veterans, while the state of New York lost 357,394 of its

resident veterans to other states.

5. Florida has the second largest population of veterans with a
service connected disability (178 thousand). California has 191
thousand service connected veterans with a much larger vet
population (approximately 2.8 million vets).

6.  Florida leads the nation with 12 thousand 100% service connected
vets. California is second with 11 thousand service connected
vets, even though California has more than one million more

veterans.

7. Florida leads the nation with those vets who have a 60 to 90%
service connected disability (19 thousand). California is third with
16 thousand.
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11.

12.
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Florida has more veterans who are 65 years of age and older and

have a service connected disability than any other state.

Florida has approximately 162,000 plus military retirees who are
residents, second only to California with 210,000.

Florida ranks 41st in the nation for VA hospital beds with only
1.3 beds per 1,000 vets.

Florida ranks 1st in the nation for vets with a service connected

disability requesting health care.

Florida ranks 42nd in the nation for per capita funding provided

for VA health care services.
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STATEMENT

Donald W. Priem, Jr., President
County Veterans Service Officers
Association of Florida &

Lake County Veterans Service Officer

On behalf of the County Veterans Service Officers Association, State of
Florida and the 30,000 Veterans of Lake County, I want to thank the House
Véteran’s Affairs Subcommittee for allowing me the opportunity to address
you today.

As I am sure you are aware Florida is home to the second-largest, fastest
growing, oldest median-age and most severely servicéd-connected disabled
population of veterans. Furthermore, Florida has the third largest percentage
of it’s veterans who have served during a declared wartime period. No other
state has so many demographic characteristics competing for VA resources.
No other large state has a greater percentage of its population who are
Military veterans. Florida’s aging veteran population dictates the need for
consideration of all alternatives for treatment of those ailments normally

associated with aging.

We are hopeful, through the efforts of this subcommittee, that formal
procedures will be adopted by the VA to reallocate desperately needed
medical care funding, to properly care for Florida veterans.

1 would like to take a few moments to share with you examples of the current
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inadequacies which exist in Florida due to the current funding shortfalls:

1. Florida residents who are considered as (NSC) non-service connected
veterans, and in many cases, are in fact, in receipt of VA pension, have not or
are not able to receive medical care on a continuous basis. In most cases
when they have attempted to seek care, they were assessed in triage by a
cursory exam, may see a PA, prescribed a 30 day supply of medication and
told to find a private physician for follow-on care due to the lack of VA
funding and the current workload.

Note: When comparing those NSC veterans from other states to Florida
veterans, we find the same category of veteran receiving full care in their

home of record VAMC.

2. As Veterans Service Officers we are constantly reminded by veterans
which relocate to Florida for six months out of the year, that the medical care
they receive in their home of record far exceeds that available in the state of

Florida.

3. Veterans from other states go to County Service Officers throughout the
State of Florida, complaining about the lack of medical service availability. 1
have seen on many occasions copies of solicitation letters from VAMC in the
northern states, which were sent to the veteran indicating that they had not
been in for treatment for several years. The letter suggested that the veteran
call and make an appointment for a complete exam.

Note: Florida veterans are not extended such privileges and access to medical



care.

4. VAMC’s in northern states are more liberal in issuing fee basis cards.
Note: Florida does not possess the funding, and therefore, limits fee basis

cards dramatically.

We, the County Veterans Service Officers of Florida, recommended several
years ago, that a possible solution to this situation would be, that the VA
establish a credit card system whereby, a veteran treated in Florida, when
presenting this card would generate a transfer of funds from the veterans

home of record to the treating facility.

We continue to support the need to properly fund the VA medical system in
the State of Florida. The DVA should take the appropriate action necessary

to insure adequate funding is established for treatment of all veterans.

I'was fortunate to have the opportunity to attend the VERA proposal
presented in Gainesville recently. We support the full integration option
recommended by the independent consuiting firm. We believe that the
integration would enhance the health care delivery system in the north central

area.

In closing, I would again like to thank the committee for allowing me the

opportunity to address you.
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April 15, 1997

To: Members of the Veteran's Committee

On November 13, 1996 I gave testamony in person before

the Presidental Advisory Committee on Gulf War Veterans'
Illnesses. It was a very illumimating morning.There was a vet
whose testamony revealed he had,since his Gulf excursion, had
his spleen removed, his lymph nodes and various contributions to
bone marrow. His diagrosis? Gulf War Illness but not associated
with the Gulf War! A member of the committee said "Say that again!
He did and the facts did not change. He was particularly upset
with the Armed Forces Institute of Pathlogy which "collected the
parts and secured them at thelr facilities and di1d not inform him
of the "collection" and he accidently learned of their possession.
Please review the testamony of Arquelio Martinez 11/13/96 so you
may assuage any fears you may have that my statements are erron-
eous. Which brings me to ask you these questions at this time that

this "inguiring mind"wants to know.

(1) Dr. Shyh Ching Lo is the recognized authority on MICOPLASMA
FERMENTANS (INCOGNITUS STRAIN) and is located at the Depart-
ment of Infectious Desease at the Armed Forces Institute of
Pathology in your backyard in D.C. and he is NOT communicating
with any other scientists or physicians...WHY? Whe is allow-
ing rew the destruction of a segment of our population.

(2) why was Jonathan B.Tucker dismissed from the President's
official investigation into G W Illness and ordered not to
interview certain persons and researchers that have been the

target also for termination by the government agencies that



(3)

(4)

(5)
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veeesse2iiee..Vaeterans® Committee

have information relevant to the illnesses.

Why is Dr. Garth Nicolson who has given recent testamony
before Representative Dicks committee drummed ocut of

the M.D. Anderson Cancer Center in Texas for refusing to

be silent on the "straint{that Dr. Lo has knowledgeof)Dr.
Nicolson 's work was dismissed at a recent meeting in Gaines-
ville, Florida of the Veteran's Health Committee and he was re-
ferred to by Robert H. Roswell M.D of the VETERANS HEALTH
ADMINISTRATION as just a scientist who was pefusing to work
with certain doctors. Check that for truth!

After many faxes toc the American Red Cross(Mrs, Dolej)about
J.Wwilliam Costello's affadavit on the collection of Gulf
Veterans blood which he deemed contaminatedand Mrs. Doles
refusal to respond to me. I ask why General Blanck lifted
the ban,vhy Costello was released from his job for philosoph-
ical differences. The ARC recently issued a statement that
said they should not have accepted more than 35,000 donations
dueto other reasons but made no mention o©f all the violatlons
of their own donor procedures with regard to Gulf veterans

blood.

Why there is NO lab that can do GENE SPLICING to reveal the
presence or absence of the mycoplasma microorganism.wWhy there
is no help on coming just rhetoric...meetings & more meetings
the rankest form of job protection...The military have a
saying " 1f you're not a part of the solution, you are part
of the problem. Which committe are you currently a part of?

hy?
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