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Letter of Transmittal

To the President of the Senate and the Speaker of the House of Representatives of the 100th
Congress:

| am pleased to report on the activities of the Veterans Administration for the fiscal year ending -4
September 30, 1987, in accordance with the provision of section 214, title 38, U.S.C. -

In its 67th vear of service to this Nation's veterans, the Veterans Administration provided
benefits and services to veterans, dependents, and survivors in record numbers.

The VA's health care program continued to provide quality medical care at increased levels.
During fiscal year 1987, both inpatient and outpatient visits to VA health care facilities
increased, with outpatient visits reaching an all-time high of 21.6 million.

The accomplishments of the veterans benefits programs continued to grow. The Home Loan
Guaranty Program guaranteed the largest number of loans in 30 years. Education assistance
payments totaled $ 788 million; compensation and pension payments were made to 3.8 million
veterans and their survivors; and financial security was provided to just under 7.4 million
beneficiaries of VA life insurance programs. Burial benefits were provided for over 400,000
veterans and beneficiaries, and over 53,000 interments were performed in the VA's National
Cemetery System. With the dedication of two new national cemeteries in FY 1987 - the Fort i
Mitchell National Cemetery in Alabama and the West Virginia National Cemetery - the National Cemetery System now comprises
111 cemeteries.

Funding was provided for medical research to support VA investigators engaged in intensive research efforts in AIDS and HIV
infection, ischemic heart disease, aging, preventive health care, diagnostic approaches for post-traumatic stress disorders, spinal
cord injury, and problems unique to women patients.

Patient care in VA facilities was enhanced through the Agency’s affiliation with over 1,000 institutions of higher medical
education. Approximately 100,000 medical and allied health students received clinical training in VA health care facilities
through the Agency’s association with educational institutions.

This was a year in which the Agency improved the efficiency and effectiveness of the services provided through new
management innovations and the adoption of new technologies.

Technological improvements to enhance efficiency during the year included: providing VA medical centers with on-line access to
the Benefits Delivery Network, thereby giving medical center personnel the ability to quickly determine patient eligibility for care;
the enhancement of the Patient Treatment File to include information used for means testing; the implementation of a new
Department of Medicine and Surgery cost accounting system which computes actual medical care cost information on functional
and organizational levels for all VA medical centers; and the implementation of Phase |l of the Department of Memorial Affairs
Budget System, which facilitates the comparison of DMA budget plans with obligations.

The VA remains sensitive to the unique needs of special segments of its patient population. Increased efforts to improve the
health care of former Prisoners of War (POWSs) resulted in the establishment of physician, administrative, and social work
coordinators at all VA medical centers to administer the former POW examination program. Outreach to homeless chronically
mentally ill veterans was a high priority this year, resulting in the first clinical effort on a national scale to reach these veterans. In
addition, opportunities were identified for improving access to VA health care for veterans living in areas remote from VA
facilities.

The VA’s efficient service and systematic improvements during fiscal year 1987 were achieved while retaining the Agency’s
traditional sense of compassion and personal regard for its special beneficiary population. Dedicated to fulfilling the Nation’s debt
of gratitude to America’s veterans, Veterans Administration employees - productive people providing quality service - take pride

in this record of accomplishment.

THOMAS K. TURNAGE
Administrator of Veterans Affairs
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Introduction

A Brief History of the Veterans Administration

Benefits for war veterans
have been provided by
responsible governments
since ancient times. Today,
the United States has the
most comprehensive system
of assistance for veterans of
any nation in the world. This
benefits system traces its
roots back to 1636, when
the Pilgrims of Plymouth
Colony were at war with the
Pequot Indians. The Pilgrims
passed a law which provided
that "'if any man shalbee sent
forth as a soldier and shall
return maimed, he shalbee
maintained competentiy by
the collonie during his life."”’
Similar laws were later passed
by other colonies - Virginia in
1644, Maryland in 1661,
New York in 1691, and
Rhode Island in 1718, The
Continental Congress in 1776
encouraged enlistments
during the Revolutionary War
by providing pensions for
soldiers who were disabled.

Early veteran legislation placed
emphasis on pensions for
veterans. Direct medical and
hospita! care that was given
to veterans in the early days
of the Republic was provided
by the individual states and
communities. However, in
1811 the first domiciliary and
medical facility for veterans
was authorized by the Federal
Government. In that year,
Congress designated the U.S.
Naval Home in Philadelphia as
a ""permanent asylum for
disabled and decrepit Navy
officers, seamen, and
Marines.”” The home was first
occupied in 1833. A separate
hospital building was authorized

thirty years later. It was
designated as the Philadelphia
Naval Hospital and had a
capacity of 130 beds.

In the 19th century, the
Nation’s veterans assistance
program was expanded to
include benefits and pensions
not only for veterans, but also
for their widows and
dependents. In his second
inaugural address in March
1865, Abraham Lincoin called
upon Congress and the
American people ‘"to care for
him who shall have borne the
battle and for his widow, and
his orphan.’’ This phrase has
become the motto of the VA,

After the Civil War, many State
veterans’ homes were
established. Since domiciliary
care was available at all these
homes, incidental medical and
hospital treatment was
provided for all injuries and
diseases, whether or not of
service origin. In the years that
followed, indigent and disabled
veterans of the Civil War,
Indian Wars, Spanish-American
War, Mexican Border period,
and discharged regular
members of the Armed Forces
were cared for at these
homes. An honorable
discharge from military
service was one of the
requirements for admission.

Congress established a new
system of veterans benefits
when the United States
entered World War | in 1917,
Included were programs of
disability compensation,
insurance for servicemen and
veterans, and vocational

Xi

rehabilitation for the
disabled. However, by the
1920’'s the various benefits
were administered by three
different Federal agencies—the
Veterans Bureau, the Bureau
of Pensions of the Interior
Department, and the National
Home for Disabled Volunteer
Soldiers. The establishment of
the Veterans Administration
(VA) came in 1930, when
Congress authorized the
President to '‘consolidate and
coordinate Government
activities affecting war
veterans.”” The three
component agencies became
bureaus within the VA.
Brigadier General Frank T.
Hines, who had directed the
Veterans Bureau for seven
years, was named as the first
Administrator of Veterans
Affairs, a job he held until
1945. The Administrator of
Veterans Affairs is appointed
by and reports directly to the
President. The current
Administrator, Thomas K.
Turnage, is the 13th person
to head the Agency since its
inception.

The current veteran
population of nearly 28
million is almost six times the
veteran population of 4.7
million in the VA's founding
year. War veterans living
today account for 57 percent
of all Americans who ever
served in war during our two-
century history. Eighty of
every 100 living veterans
served during defined periods
of armed hostilities. Almost
one-third of the Nation’s
population, 76.4 million
persons - veterans,



dependents, and survivors of
deceased veterans - are
potentially eligible for VA
benefits and services.

As a result, the
responsibilities and the
benefits programs of the
Agency have grown
enormously since the VA was
established 57 years ago.
World War Il resulted not only
in a vast increase in the
veteran population, but also
in a large number of new
benefits enacted by the
Congress for veterans of the
war. The World War Il GI Bill,
signed into law June 22,
1944, is said to have had
more impact on the American
way of life than any law since
the passage of the Homestead
Act more than a century ago.
In the following three
decades, further educational
assistance acts were passed
for the benefit of veterans of
the Korean conflict and the
Vietnam era.

The VA hospital system has
grown from 54 hospitals in
1930 to its current network
of 172 medical centers, 229
outpatient clinics, and 117
nursing home care units,
forming the Nation’'s largest
medical care system.

In 1973, the VA assumed
another major responsibility
when the National Cemetery
System (except for Arlington
National Cemetery) was
transferred to the VA from
the Department of the Army.
Since that time, the Agency’s
Department of Memorial
Affairs has been charged with
operating the National
Cemetery System, marking
graves of all persons in
national and State cemeteries
(and the graves of veterans in
private cemeteries, upon
request), and administering
the State Cemetery Grants
Program.

In fiscal year 1987 the VA
continued to carry out its
mandate, authorized by
Congress, to administer the
programs and provide the
services that are needed by
our Nation’s veterans and
their dependents. Today the
VA - comprised of the
Department of Medicine and
Surgery, the Department of
Veterans Benefits, the
Department of Memorial
Affairs, and staff offices sup-
porting these departments -
is the largest of all the
independent Federal agencies,
with employment of more
than 250,000 persons. The
VA's annual budget exceeds
$26 billion. With these
financial and human
resources, the VA is currently
providing the most
comprehensive and diverse
benefits programs in its
history to those special
Americans: our Nation's
veterans.

Administrators of Veterans Affairs

Frank T. Hines (1930-1945)

Omar N. Bradley (1945-1947)
Carl R. Gray (1948-1953)
Harvey V. Higley (1953-1957)
Sumner G. Whittier (1957-1961)
John S. Gleason (1961-1964)
William J. Driver (1965-1969)
Donald E. Johnson (1969-1974)
Richard L. Roudebush {(1974-1977)
Max Cleland (1977-1981)
Robert P. Nimmo {(1981-1982)
Harry N. Walters (1982-19886)
Thomas K. Turnage (1986- )
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VETERANS ADMINISTRATION
MISSION & GOALS

The Veterans Administration will serve America’s veterans
and their families with dignity and compassion and will be
their principal advocate in ensuring that they receive the care,
support and recognition earned in service to this Nation.

Medical

TO ENSURE quality medical care is provided on a timely basis to eligible veterans.

Benefits

TO ENSURE benefits and services are provided to eligible veterans and their families in an
efficient, timely and compassionate manner.

Memorial Affairs

TO ENSURE the memorial affairs of eligible veterans and dependents are conducted with dignity
and compassion.

Leadership

TO SERVE as the leader and advocate within the Federal Government on all matters directly
affecting veterans and their families.

People

TO ENSURE the people of the Veterans Administration receive quality leadership, adequate
compensation, decent working conditions, necessary training and education, equal opportunity,
and earned recognition.

Management

TO INTEGRATE technological advances and innovative management techniques into an efficient
system for providing quality care and benefits.

ADMINISTRATOR OF VETERANS AFFAIRS

America is #71 Thanks to our Veterans
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The VA: An Overview

Organization of the Veterans Administration

The Veterans Administration
is organized so that veterans,
beneficiaries, and their
surviving dependents are
provided the best possible
service in the most effective
and economical manner
possible.

The Administrator of Veterans
Affairs directs all VA
programs and operations and
is responsible to the President
for the administration of
veterans’ services and
benefits, and the laws which
govern them. Agency

operations are divided into
three departments according
to their major functions. A
variety of staff offices provide
advice and assistance to the
Administrator and department
heads.

VA Mission and Goals

The Veterans Administration
is the principal advocate for
America’s veterans. As such,
the Agency is committed to
providing veterans the care,
support, and recognition they
have earned in service to this
Nation.

Several goals have been
developed to serve as
standards in carrying out the
VA’'s mission. The VA's
departments and staff offices
use these goals to develop
program plans and objectives.

The goals include:

e providing quality medical
care on a timely basis to
all eligible veterans;

® providing an appropriate
level of benefits to eligible
veterans and beneficiaries;

® ensuring that memorial
affairs are handled with
honor and dignity;

e exercising leadership
within the Federal

Government to represent
the concerns and needs of
veterans and their
families;

e ensuring that employees
receive quality leadership
and are provided an
adequate working
environment; and

® integrating technology and
innovative management
technigues to provide
quality care and benefits.

Magnitude of the VA Programs

The VA's programs have a
tremendous impact on the

lives of millions of Americans.

Congress appropriated $26.6
billion in fiscal year (FY)
1987 to ensure that the
Agency provided benefits and
services to the Nation's
nearly 28 million veterans,
and their dependents. The
magnitude of VA programs is
evident in the following
services rendered by the VA
in fiscal year 1987:

® Provided $14.4 billion in
Compensation and pension
payments to 3.8 million
veterans and their
survivors; $788 million

for education assistance
payments to 416,854
trainees; and $108.2
million in burial benefits.

® Guaranteed or insured
over 479,000 home loans
to veterans.

® QOperated the fifth largest
individual life insurance
program in the United
States: nearly $213
billion was administered or
supervised to just under
7.4 million insureds.

e Operated 111 national
cemeteries in 38 states
and Puerto Rico. Ordered
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over 253,000 headstones,
markers, and niche
markers for the graves of
eligible decedents at a cost
of $16 million. Interred over
53,000 eligible veterans
and their dependents in
national cemeteries.

@ Treated nearly 1.4 million
inpatients in VA facilities
and treated an additional
93,946 inpatients in non-
VA hospitals and
extended care homes.
Provided outpatient
medical care totaling over
21 million visits.



® Provided clinical training
to approximately
100,000 students from
affiliated schools in all
health care disciplines.
Provided nearly 90,000
continuing education

episodes to the
Department of Medicine
and Surgery employees.

® Spent $210 million for

medical research,
rehabilitation research and

development, and other
health services research
and development. Nearly
6,000 principal
investigators participated
in research projects and
cooperative studies.

Employment

The Veterans Administration
employed over 250,000 full-
time, part-time, and
intermittent employees during
FY 1987 to carry out its
mission. The Agency
develops and administers
progressive personnel policies
to ensure that the talents of
these employees are used in a
productive manner.

Additionally, the Agency
ensures that handicapped
employees are accom-
modated, that women

and minorities are treated
equitably, and that employees
who merit special recognition
are so rewarded. The VA
combines the experience of
57 years of managing the
Nation’s largest medical

system and veterans’ benefits
system with management
training programs which
incorporate the latest
methods from government,
business, and educational
institutions. In so doing, the
Agency has earned the
recognition as a leader in
Government management
innovations.

Budget

Appropriations FY FY Percent
(millions) 1987 1986 Change
Total $26,605 $26,230 +1.4
Benefit programs 15,320 15,549 -1.5
Medical programs 10,026 9,384 +6.8
Construction programs 489 581 -15.8
General operating expenses

& miscellaneous 770 717 +7.4

Congress appropriated $26.6
billion in FY 1987 to fund
benefits and services
administered by the VA. This
represents an increase from
FY 1986 of $375 million.

The FY 1987 appropriations
for the benefit programs of
$15.3 billion were
approximately $229 million
below the FY 1986 level. The
decline in the appropriation
levels for benefit programs
was primarily the result of
lower appropriations for the
readjustment henefits
education training programs
(a $132 million reduction
from the FY 1986 level) and
the loan guaranty program (a
$100 million reduction from
the FY 1986 level). The
reduction in the readjustment
benefits appropriation is the
result of the continued decline
in the number of veterans
training under the Gl Bill.

This workload decline is the
result of veterans either

exhausting their education
benefits or reaching their
delimiting date. In FY 1987,
over 312,000 veterans,
dependents, and disabled
veterans enrolled in the
vocational rehabilitation
program or trained in
programs funded by the
readjustment benefits
appropriation.

The Loan Guaranty Revolving
Fund's FY 1987 program
obligations of $3.3 billion
were funded by collections
totaling $2.9 billion, an
appropriation of $100 million,
the transfer of $110 million
from the Direct Loan
Revolving Fund, and a
reduction in the unobligated
balance carried into FY 1987.
In FY 1987, the VA
guaranteed over 479,000
loans valued at $34.9 billion.
Since the inception of the
program, the VA has
guaranteed over 12.3 million
primary home loans.

Monthly compensation and
pension benefits paid to 3.8
million veterans and survivors
in FY 1987 totaled $14.4
billion. This was
approximately the same as
the FY 1986 appropriation
level. Effective December 1,
1986, a cost-of-living
adjustment of 1.3 percent
was provided to eligible
pension recipients. Also
effective in December 1986,
compensation recipients’
payments were increased by
1.5 percent.

In July 1987, a total of $30
million was appropriated for
the Veteran’s Job Training
program. At the end of FY
1987, a total of $27.6
million remained unobligated
and will be available to the
program in FY 1988,

Nearly $9.7 billion was
appropriated for medical care
and treatment of veterans in
FY 1987, an increase of
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$598 million over FY 1986,
which includes restoration of
funding to maintain staffing
at the FY 1986 level. Medical
and prosthetic research
efforts, to improve the
delivery of health care to
veterans and to improve the
treatment of the disabilities
and diseases most common
to veterans, were funded by a
$212.8 million appropriation
in FY 1987, an increase of
$31.7 million over FY 1986.
The Department of Defense
transferred $ 20 million to the
VA for this appropriation
account to fund various
research efforts under Public

Law 99-661, the National
Defense Authorization Act of
FY 1987. In FY 1987, VA
cared for over 1.4 million
inpatients, an increase of
4,180 from FY 19886; and
provided 21.6 million
outpatient visits, an increase
of 1.4 million visits over FY
1986.

During FY 1987,
approximately $1.7 billion
was available for execution of
the VA's construction
programs. Of this amount,
$488.7 million was
appropriated in new budget
authority, which included

$26 million for the Parking
Garage Revolving Fund. The
highlights of the construction
program activity for the year
included approved funding for
three replacement and
modernization projects and a
contract award for preliminary
plans to develop a new VA
medical center in Palm Beach,
Florida. Other projects provide
for improvements or
modifications in the following
categories: electrical, fire and
safety, seismic, general, and
clinical improvements.

Facilities

The Veterans Administration
operates 172 medical
centers; 229 outpatient
clinics; 117 nursing home
care units; 17 domiciliaries;
189 Vet Centers; a prosthetic
center; a prosthetic
distribution center; 58
regional offices, including two
insurance centers; 17 VA
offices; 111 cemeteries; 3
cemetery area offices; a
canteen finance center; 3
data processing centers; a
records processing center; a

marketing center; and 3
supply depots. These facilities
are located in every state, the
District of Columbia, Puerto
Rico, and the Philippines.

A variety of maijor
construction projects were
completed in FY 1987. Four
nursing home care projects
were completed at
Alexandria, Louisiana; Loma
Linda, California; St. Louis,
Missouri; and Miami, Florida.
Seven clinical projects were
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completed in Fargo, North
Dakota; Tampa, Florida; Sioux
Falls, South Dakota; Tucson,
Arizona; Murfreesboro,
Tennessee; and Fresno, and
Palo Alto, California. Five
replacement/modernization
projects were completed at
Biloxi, Mississippi; Denver,
Colorado; Bay Pines, Florida;
Richmond, Virginia; and
Martinsburg, West Virginia.






Annual Report
1987

The Veteran

Comparative Highlights

Females
Net Deaths Percent
Veteran Separations in Veteran Change in Percent
Population from the Civil Population Veteran of Total
Period of Service 973086 Armed Forces Lite 9/30Mm7 Population Veleraj
Number Population
TolaLVaterans) 27,682,000 231.000 444,000 27.469.000 0.8 1,192,000 43
Wartime Veterans1’2 22,017,000 37.000 408,000 21,646,000 1.7 705,000 33
Vietnam era - Total 8,264,000 37.000 31,000 8,270,000 +0.1 262,000 3.2
With no Korean conflict service 7,636,000 37,000 20,000 7.652.000 +0.2 252,000 33
Wwith ¥orean conflict service 6829 000 : 11,000 618,000 1.8 11,000 18
Korean conflict - Total 5,105,000 ® 71,000 5,034 000 1.4 113,000 23
With no World War |l or Vietnam
era service 3.789,000 o} 42,000 3,747,000 3.1 88,000 23
With World War |l service only 971,000 0 26.000 945,000 2.7 20,000 2.2
With Vietnam era service only 345,000 N 4,000 342,000 0.8 5,000 1.4
World War Il - Total 10,076,000 0 312,000 9,765,000 -3 354,000 386
With no Korean confiict servie 9,105,000 0 286,000 8,820,000 3.1 333,000 3.8
With Korean conflict service 8971.000 0 26,000 945,000 2 5 20,000 2.7
World War | 171.000 0 31,000 140,000 18.0 6,000 4.4
Peacetime - Total 5.665.000 194,000 36,000 5,823,000 +2.8 488,000 8.4
Service between Korean Conflict
and Vietnam era only 3.004.,000 0 18,000 2,987,000 0.6 85,000 28
Post-Vietnam era 2,283,000 194,000 4,000 2,473,000 +8.3 285,000 115
Other PeacetimeS 378,000 0 15,000 363,000 -39 118.000 326

Note:

These data represen! the number of veterans living in the U.S and Puerto Rico. Detaill may not add to totals due to rounding

! Not included are 3 Spanish-American War veterans and approximately 60 Mexican Border conflict veterans

2 Comprised of Vietnam era with no Korean conflict service, Korean confiict with no World War I or Vietnam era service, Karean contlict with Viet-
nam era service only, World War Il total, and World War /.

3 Includes veterans who served either between World War | and World War It only, or between World War Il and the Korean conflict only

* less Than 500

Summary

Starting with our Nation’s
struggle for freedom over two
centuries ago, more than 38
million men and women have
served their country during
wartime periods. Most (90
percent) served in one or
more of the four major
conflicts of the 20th century,
with World War Il veterans
alone representing over 40
percent of all American war
participants. At the end of FY
1887, there were 27.5
million veterans living in the

U.S. and Puerto Rico; 21.6
million of these veterans
served during at least one
wartime period.

As veteran population
statistics are used largely to
plan for future demand within
specific VA programs, a
special subgroup of the
veteran total, which by law is
generally ineligible for such
programs, has been excluded
from official veteran
population estimates and

projections. The official count
of veterans in civil life at the
end of FY 1987 excludes
423,000 former military
personnel whose only active
duty took place after
September 8, 1980, during
which time they failed to
satisfy the minimum service
requirement {usually two
years). This exclusion reflects
the effect of section 3103(a)
of title 38, U.S.C., wherein
Congress put restrictions on
benefits such as medical care,



educational assistance, home
loans, and most other major
VA programs for veterans who

failed to meet the minimum
service requirement. 7

Number of Veterans and Periods of Service

The current estimate of the
veteran population living in
the United States and Puerto
Rico stands at 27,469,000
as of September 30, 1987.
This figure, which is
213,000 below the FY 1986
total, reflects an overall
decline in the veteran
population as more veterans
died during the fiscal year
{444,000) than entered the
veteran population by
separating from the Armed
Forces (231,000).

World War Il veterans,
numbering 9,765,000 at the
end of FY 1987, continued to

outnumber all other period-of-
service categories,
representing 36 percent of
the total veteran population.
During FY 1987, there were
an estimated 312,000 deaths
among World War |l ex-
service personnel, accounting
for more than two of every
three veteran deaths. The
second largest component of
the veteran population
consisted of veterans who
served during the Vietnam
era. These veterans numbered
8,270,000 or 30 percent of
the overall veteran count.

Two other major conflicts

contributed to the total count
of wartime veterans. Living
Korean conflict participants
totaled 5,034,000 (18
percent of all veterans) at the
end of FY 1887, and World
War | veterans numbered
140,000 (less than one
percent). Over 5.8 million
veterans {21.2 percent)
served only during peacetime.
The majority of these
peacetime veterans served
only between the Korean
conflict and the Vietnam era
(3.0 million), or only after
May 7, 1975, during the
post-Vietnam era (2.5
million).

Age of Veterans

As of September 30, 1987,
the median age of all living
veterans was 53.9 years.
Veterans under 45 years of
age comprised 34 percent of
the total, while those aged
45 to 64 represented 44
percent. The oldest group of
veterans, those 65 years old
and over, accounted for 22
percent of the overall veteran
count. This represents a 2
percent increase over the FY
1986 figure, reflecting the
steady advancement of World
War |l veterans into the
oldest-age category.

Due to their relatively recent
military experience, post-
Vietnam era veterans
represented the youngest
segment of the veteran
population with a median age
of 29.1 years at the end of
FY 1987. Veterans who
served only during the
Vietnam era have a median
age of 40.3 years. The
median age of World War I
veterans, many of whom are
at or approaching retirement
age, stood at 66.0 years.

Excluding the few surviving
veterans of the Spanish-
American War, World War |
veterans remained the oldest
sector of the veteran
population with a median age
of 90.7 years.

Slightly less than one-third of
all civilian males 17 years old
and over were veterans on
September 30, 1987. This
proportion varied by age,
reflecting the degree of our
country’s involvement in each

ESTIMATED VETERAN POPULATION BY AGE

of the major armed conflicts
of this century. For example,
of those civilian males aged
60 to 64 years old, slightly
fewer than three-quarter were
veterans, clear evidence of
the extent of America’s
participation in World War Il.
However, among older civilian
males (those aged 85 years
of age and over), only one-
quarter were veterans,
reflecting America’s
participation in World War I.

SEPTEMBER 30, 1987

MALE VETERANS AS A PERCENT OF ALL
CIVILIAN MALES, BY AGE
SEPTEMBER 30, 1987

NOTE: Under 20 years af age is
less than (L.0OS percent.

P

20 40 50 80

Male Vererans as a Percent of Civilian Males

Millions of Vererans

! This legisiation does not apply to veterans who served the full period for which they were called or
ordered, who were discharged or released for a line-of-duty disability, who have a compensable service-
connected disability, or who were discharged or released under sections 1171 or 1173 of title 710.
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Geographic Distribution of Veterans

At the end of September
1987, eight states accounted
for nearly one-half (48
percent) of all veterans in
civilian life. California, with a
veteran count of 2,844,000,
was the only state to record a
veteran total close to 3
million. New York, with
1,858,000 veterans, and
Texas, with 1,785,000,
were ranked second and
third, respectively, in veteran
population size. The five other

states that recorded veteran
population totals in excess of
1 million were: Pennsylvania
(1,524,000), Florida
(1,477,000), Ohio
(1,302,000, lllinois
(1,254,000), and Michigan
(1,023,000).

For all states, veterans’
deaths are greater than the
number of separations from
the Armed Forces. As a
result, the veteran population

is increasing in only those
jurisdictions with sizeable in-
migration. Southern and
Western States continue to
remain the most attractive
areas of destination for
interstate migrants. Of these
states, three showed the
largest absolute net gains in
veteran population during the
last fiscal year - Florida
(15,5001, Arizona (4,300),
and Texas (4,300).

Female Veterans

Female veterans comprised 4.3
percent of the total veterans
living in the U.S. and Puerto
Rico on September 30, 1987;
their estimated strength at
this date was 1,192,000. In
contrast to the decline in the
total veteran population, the
number of former military
servicewomen continues to
increase, although at a slow
pace.

Although the female veteran
population exhibited a median

age close to that of their male
counterparts (51.2 and 54.0,
respectively), this similarity
masks several important
differences. For example,
female veterans were more
likely to be under age 45 (43
percent), or over age 65 (28
percent), in contrast with
male veterans. Further, the
distribution of the female
veteran population by period
of service reflects the
growing involvement of
women in the military in

recent years. More than 20
percent of all female veterans
served only during the
peacetime period following
the Vietnam era (since

May 7, 1975); for males the
corresponding figure was just
over 8 percent. As a whole,
peacetime veterans comprised
twice as large a share of
female veterans (41 percent)
as male veterans (20

percent).

Projected Veteran Population

Projections of the size and
distribution of the veteran
population are widely used
throughout the VA health
care planning system in order
to better predict and plan for
veterans' future health care
needs. The latest series of
projections include national
and State-level data on the
number of living ex-service
personnel by age, sex, and
period of military service.

The current veteran
population of 27.5 million is
projected to decline to 26.9
million by 1990, with 24.0
million veterans projected by
the turn of the century. The
decline in the veteran
population is expected to
continue at least through the
year 2030, due to a
preponderance of veteran
deaths over separations.

In contrast with the projected

decline in the total number of
veterans, the number of
elderly veterans is expected
to grow dramatically over the
next 15 years. The population
of veterans aged 65 and over
is projected to increase from
the September 1987 total of
6.0 million to a peak of 8.9
million in 1999, representing
an increase of 48 percent.
Veterans 75 years old and
over, a group which currently
numbers 1.2 million, will
grow to 1.5 million by 1990
and then nearly triple in size
over the next 15 years to a
total of 4.4 million.

Although the number of
Vietnam era veterans
currently lags behind the
number of World War |l
veterans, Vietnam era
veterans are expected to
become the largest period-of-
service category by 1992,
Post-Vietnam era veterans are

MILLIONS OF VETERANS

projected to become the
largest subgroup of veterans
by the year 2009, at which
time these veterans will make
up over one-third of the total.

THE AGING VETERAN POPULATION
1985 - 2030
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Veterans and Their Families

Living veterans, while clearly
the largest group of persons
receiving VA benefits and
services, do not account for
all those potentially eligible
for such benefits. The 27.5
million veterans living on
September 30, 1987, had an
estimated 21.6 million
spouses, 15.4 million
dependent children 18 years
old or younger, and 10.0
million parents and children
over 18 years old who were
unable to support themselves.
Although only a small portion
of these dependents are ever
likely to receive benefits
directly from the VA, benefits
paid to veterans affect
indirectly the socioeconomic
well-being of a large number
of these dependents. In
addition to dependents of
living veterans, the survivors
of deceased veterans
numbered 1.8 million at the
end of FY 1987. Included in
this number were 1.6 million
widows and widowers,

VETERANS AND THEIR FAMILIES
SEPTEMBER 30, 1987

LIVING

VETERANS
Veterans ‘.i: i
Spouses
Children'
Other
family members

DECEASED

VETERANS
Widowler)s ]
Children
Parents

0 10 20 30

MILLIONS OF PERSONS
i Naumber of own children 18 years of age and under.

136,000 surviving children,
and 61,000 dependent
parents. The total of all
potential beneficiaries is

roughly 76.4 million, or
nearly one-third of the entire
resident population of the
United States.

Characteristics of Veterans

Data on various
characteristics of veterans
and nonveterans are obtained
from the Current Population
Survey! through a contract

agreement with the Bureau of
the Census and with the ap-
proval of the Department of
Labor, sponsor of the survey.
Data from the CPS include

educational attainment, in-
come, work experience, and
employment status, 2

Educational Attainment and Income

All Veterans

There were 79.3 million
males aged 20 years and over
in the civilian noninstitutional
population of the United
States in March 1987. Ap-

proximately 27 million of
these were veterans, and
their median education level
was 12.7 years; their 52.5
million nonveteran counter-

parts also had a median
educational level of 12.7
years.

1CPS data may differ somewhat from official VA population estimates because the CPS data used here
are based on a sample obtained during a single month in the year.

2 With the exception of employment status, data on the socioeconomic characteristics of veterans from

the CPS are limited to males.



Population Noninstitutional ™ Percent of
Group Population (Millions) Total

War veterans 21.0 26.5
Peacetime veterans 5.8 7.3

(Post-Vietnam era and

service between Korean

conflict and Vietnam

era only)
Nonveterans 52.5 66.2
Total 79.3 100.0

* Excludes persons residing in correctional institutions; homes of the aged, infirm, or needy, mental institutions; nursing,

convalescent, and rest homes; or hospitals and homes providing specialized care.

Seventy-seven percent of the
war veterans, all of whom
were at least 25 years old,
had completed the re-
quirements for a high school
diploma or its equivalent.
Eighty-six percent of the
peacetime veterans and 75
percent of the nonveteran
males aged 20 and older also

had high school diplomas or
the equivalent. About 21 per-
cent of the male war veterans
and 18 percent of the
peacetime veterans had com-
pleted college, while 23 per-
cent of the nonveterans had
done so.

Higher education is

associated with increased
earnings, as can be seen in
the median incomes of both
veterans and nonveterans in
calendar year 1986. Dif-
ferences in median incomes
at progressively higher educa-
tion levels are substantial, as
demonstrated in the following
table:

Median Income in 1986

Attained Level of

Education Veterans Nonveterans
No high school $10,740 $ 8,050
Some high school $14,440 $11,180
High school graduate $20,450 $16,290
Some college $25,190 $17,470
College graduate $37,480 $30,390

Differences between
veterans’ and nonveterans’
median income may be ex-
plained, in part, by dif-
ferences in their age distribu-

tions. If the nonveterans’ age
distribution is made to con-
form with the older age
distribution of veterans, then
differences in income are

reduced. Notable, however, is
the fact that the median in-
come of veterans was higher
than that of nonveterans at
every educational level.

Vietnam Era Veterans

Male Vietnam era veterans
25 to 44 years old had a me-
dian educational level of 13.2
years and a median income of
$26,280 in calendar year
1986. Nonveteran males of
similar age had a median
education level of 12.9 years
and a median income of
$20,050. Comparison of the

distribution of educational
attainment for Vietnam era
veterans and nonveterans 25
to 44 years old shows that
92 percent of the Vietnam
era veterans had completed
high school while 84 percent
of similar-aged nonveterans
had done so. Despite the
greater proportion of high

school graduates among
veterans, the percentage who
had completed college was
higher for nonveterans (24
percent for Vietnam era
veterans; 30 percent for
nonveterans 25 to 44 years
old).

Post-Vietnam Era Veterans

Male veterans of the post-
Vietnam era had a lower me-
@an educational level and me-
dian income than veterans of
the Vietnam era.

Fost-Vietnam era veterans
aged 20 to 34 had a median

educational level of 12.7
years and a median income of
$14,160 in 1986. Nonveterans
of the same age had a median
educational level of 12.9
years and a median income of
$14,820. Comparison of the

educational distribution of post-

Vietnam era veterans with
their age counterparts among
nonveterans shows a pattern
similar to the comparison of
Vietnam era veterans with
their nonveteran counterparts.
Although a higher proportion
of post-Vietnam era veterans



completed at least high
school (91 percent of
veterans and 84 percent of

nonveterans), a higher propor-
tion of nonveterans of the
same age had completed col-

lege {9 percent of veterans
compared to 21 percent of
nonveterans).

Work Experience

All Veterans

More than three out of four
veterans and nonveterans aged
20 years and older worked
during calendar year 1986.
Seventy-eight percent of the

20.2 million working veterans
and 74 percent of the 43.5
million working nonveterans
worked throughout the year,
either full-time or part-time.

Ninety-one percent of the
veteran workers and 90 per-
cent of the nonveteran
workers held full-time jobs for
all or part of the year.

Vietnam Era Veterans

Ninety-six percent of the 6.2
million noninstitutionalized
male Vietnam era veterans 25
to 44 years of age worked
during calendar year 1986.

Eighty-five percent of those
who worked were employed
year-round. In the group of
similar-aged male
nonveterans, 94 percent

worked during the year, and
nearly four-fifths of these
working nonveterans worked
year-round.

Post-Vietnam Era Veterans

Of the nearly 2.1 million male
post-Vietnam era veterans
aged 20 to 34, 95 percent
worked during calendar year

1986, and, of those who
worked, 92 percent were
employed year-round. Among
nonveterans of the same age,

93 percent worked during the
year, 70 percent of whom
worked year-round.

Employment Status
War Veterans

In FY 1987, the monthly
unemployment rate for male
war veterans averaged 4.4
percent, which is 0.3
percentage points lower than

their average monthly rate in
FY 1986. Nonveteran males
20 and older had an average
monthly unemployment rate
of 6.1 percent during the

fiscal year, 0.5 percentage
points lower than the average
rate in FY 1986.

Vietnam Era Veterans

An average of 7.3 million
male Vietnam era veterans
were in the labor force in FY
1987. The monthly average

number of male Vietnam era
veterans unemployed during
the fiscal year was 361,000,
resulting in an average

monthly unemployment rate
of 4.9 percent for the fiscal
year, 0.3 percentage points
lower than in FY 1986.

Post-Vietnam Era Veterans

In FY 1987, an average of
1.7 million male post-Vietnam
era veterans aged 20 to 34

were in the labor force.
Among them, an average of
169,000 per month were

unemployed, yielding a
monthly unemployment rate
of 10.0 percent.

Female Veterans

In FY 1987, 592,000 female
veterans age 20 and older
were, on the average, in the
labor force each month. Of
these, 36,000 were

unemployed, resulting in an
average monthly unemploy-
ment rate of 6.1 percent,
which is higher than the rate
of 5.8 percent experienced by

female nonveterans of com-
parable age. About 57 per-
cent of female veterans age
20 and older were, on the
average, in the labor force



'- each month during FY 1987
. about the s

ame as the labor

force participation rate of
female nonveterans of that

age (56 percent).
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Family Incomeé

War Veterans

The number of families headed
by male war veterans was
satimated to be 16.4 million
\n March 1987, and their me-
Aian family income for 1986
was $34,630. Families headed
Ly nonveterans of comparable
age, 25 years and older, had
4 median family income of
431,270 that year. In53
percent of the husband-wife
tamilies headed by war
veterans and in 62 percent
headed by nonveterans aged
25 and older, wives had earn-
ings. Among husband-wife
families headed by war

veterans, the wives' earnings
increased the median income
to $41,340, compared with
a median income of $26,730
for husband-wife families in
which the wife did not work.
When examined by age
groups, the median income of
families headed by male war
veterans under age 35 was
$30,680, rising to $40,690
for families headed by war
veterans aged 35 to 59. The
median family income was
531,040 for families whose
male veteran head was aged
60 to 64, $24,440 for those

headed by veterans aged 65
to 69, and $22,690 for
those whose family head was
70 years old or more. Ap-
proximately 8 percent of the
16.4 million families headed
by male war veterans had a
1986 income below
$11,200, the 1986 poverty
level for a nonfarm family of
four. This compares with ap-
proximately 10 percent of
families headed by
nonveteran males aged 25 or
older.

Post-Vietnam Era Veterans

In March 1987, the 920,000
male post-Vietnam era
veterans aged 20 to 34 who
headed families had a median
family income of $25,610.
Families of nonveterans of
comparable age had a median
income of $29,620 that
year. Of the families headed
by male veterans, 95 percent

were husband-wife families.
Among these families, 78
percent of the wives had their
own earnings. Those
husband-wife families in
which wives earned income
had a median family income
of $26,660 compared to a
median income of $22,930
for those families in which

the wife had no earnings.
Nearly 12 percent of all
families headed by male
post-Vietnam era veterans
aged 20 to 34 fell below the
1986 poverty level compared
to 9 percent of the families
headed by nonveterans of
comparable age.






Annual Report
1987

Percent
iiem FY 1987 FY 1986 Change
Facilities at end of year

Medical centers 172 172 -
Hospital care 172 172 -
t Outpatient care 172 172 5
} Nursing home care 117 117 -
Domiciliary care 16 15 +13.3
Independent or satellite
clinics 56 56
Independent domiciliary
and clinic 1 1 -
Employment (net full-time
equivalent) 203,238 202,890 +0.2
Obligations (millions) 59,960 59,544 +4.4
Medical care 9,673 9,275 +4.3
Research in health care 210 186 +12.9
Medical administration
and miscellaneous
operating expenses 42 50 -16.0
Other medical programs 35 33 +6.1
Inpatients treated 1,465,703 1,461,623 +0.3
VA facilities 1,371,757 1,364,918 +0.5
Hospitals 1,332,056 1,327,728 +0.3
Nursing homes 25,567 23,940 +6.8
Domiciliaries 14,134 13,250 +6.7
Other facilities 93,946 96,605 -2.8
Average daily inpatient census 97,442 99,025 -1.6
VA facilities 71,346 73,189 -2.5
Hospitals 54,564 56,940 -4.2
Nursing homes 10,945 10,482 +4.4
Domiciliaries 5,837 5,767 +1.2
Other facilities 26,096 25,836 +1.0
Outpatient medical visits 21,634,757 20,188,132 +7.2
VA staff 19,837,424 18,457,747 +7.5
Fee basis 1,797,333 1,730,385 +3.9
Summary
The Veterans Administration’s veterans. This is accom- which are located separate
Department of Medicine plished through the operation from the medical centers and
and Surgery (DM&S) is of 172 VA medical centers one of which is connected
responsible for providing (VAMCs), 229 with the independent
health care to the Nation’s outpatient clinics (56 of domiciliary), 117 nursing




homes, and 17 domiciliaries,
as well as through non-VA
facilities under VA auspices.
During FY 1987, nearly 1.5
million inpatients were treated
under VA auspices, and there
were over 21.6 million
outpatient visits to VA health
care facilities. Health care
demands were met through a
full-time equivalent employ-
ment of 203,238 and a
budget of over $9.9 billion.
Other resources included an
additional 12.3 million hours
of service provided by over
83,000 volunteers at VA
medical centers nationwide.

DMA&S is continuing to meet
its primary mission of
maintaining and improving the
quality of health care
provided to veterans. This
mission consists of patient
care, medical and prosthetics
research and development,
education, and maintaining
preparedness to serve as the
primary contingency backup
to the Department of Defense
for health care of active duty
military forces in times of war
or national emergency. In the
area of patient care, a greater
emphasis is being placed on
preventive health care.

Special programs have been
developed for Acquired
Immune Deficiency Syndrome
(AIDS) education,
hypertension screening,
alcohol and drug abuse,
nutrition and weight control,
smoking cessation, physical
fitness, influenza and
pneumococcal immunization,
colorectal cancer screening,
osteoporosis counseling,
diabetic retinopathy
screening, and serum
cholesterol determination and
modification.

Inpatient Care

Veterans Administration
medical centers represent a
broad spectrum of medical
care, from large tertiary care
centers to small primary care
facilities. They are located in
the Nation's largest cities as
well as in small towns.
Almost two-thirds of the VA
medical centers are affiliated
with medical colleges.

During this fiscal year,
1,332,056 patients were
treated in an average of
76,000 VA hospital beds.
The average daily census was
approximately 54,500,
including chronic dialysis
patients. Once again these
numbers represent the
continuing trend of treating
an increasing number of
patients while census drops.
Patients treated increased by
4,328, while the average
daily census decreased by
4.2 percent. As in the past,

this appears to be due to the
decrease in the average
length of stay: the average
length of stay for all patients
discharged was 19.7 days in
FY 1987 compared to 21.3
days in FY 1986, and the
average short-term length of
stay (99 days or less) was
12.8 days compared to 13.2
days last year.

Medical bed sections, which
include general medicine,
intermediate care, neurology,
rehabilitation medicine, spinal
cord injury, and blind
rehabilitation, accounted for
571,000 of the patients
treated. The census in these
bed sections average 28,756
with an average length of
stay of 20.2 days. The
average short-term length of
stay was 11.7 days. Surgical
bed sections cared for
298,795 patients with an
average length of stay of

10.9 days. The average daily
census was 8,620.
Psychiatric bed sections cared
for 207,142 patients with an
overall average length of stay
of 31.2 and an average
short-term length of stay of
21.0 days. The overall
average length of stay for
psychiatric patients is down
from 36.3 days last year.

Another notable trend in
hospital care is the continued
growth of the Intermediate
Care Program in the Veterans
Administration. This program
serves veteran patients who
have completed the acute
phase of their hospital
treatment but require further
care in an inpatient setting.
The number of patients
treated in Intermediate Care
beds increased by about
3,000 from FY 1986 to FY
1987.

Outpatient Care

Outpatient care in the VA
health care system provides a
wide range of services to the
veteran for either pre- or post-
hospital care or for illnesses
which do not require
hospitalization. Over 70
different medical specialty
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areas are available for use in
treatment on an outpatient
basis including surgery,
radiation therapy, allergy
immunology, optometry, and
alcohol and drug dependence
treatment. During FY 1987,
almost 19.8 million visits

were made to VA medical
staff in these clinics. An
additional 1.8 million visits
were made to private
physicians under VA
authorization.



1987 Issues in Health Care Management

DM&S Central Office
resources during 1987 were
focused on many high priority
activities and issues. Midway
through the second fiscal
quarter, the new Chief
Medical Director (CMD) was
appointed, and an
organizational realignment
ensued. A long-needed office
automation plan was
implemented enabling
smoother processing of
critical requirements and
improved communication
between program offices.
Executive and management
development projects during
the year emphasized
leadership, innovation, and
organizational renewal. To
identify future candidates for
Department leadership, a
DM&S management
assessment center selected
40 associate director trainees
for FY 1988. A National EEO
Advisory Council was created
to enhance the equal
opportunity program in DM&S
employment. One DM&S
employee each year will
receive the new David M.
Worthen Award for Academic
Excellence, recognizing a
contribution of national
significance to the education
of health professionals.

The Department’s planning
and budgeting functions
received major management
attention during this fiscal
year. A National Task Force
on Planning was appointed
to assess and make
recommendations for
improving the Department’s
planning process. A change in
focus to five-year strategic
planning resulted in the
formulation of planning
projections through the year
1992,

Medical District planning will
continue to drive clinical
programs in directions
identified through the
application of program criteria
and standards for
performance. In its fourth
year of operation during
1987, the Resource
Allocation Methodologies
(RAM) process is under
continuous scrutiny,
modification, and
improvement. The Central
Office functions of RAM
modeling and implementation
were integrated in FY 1987
into one program office to
facilitate an improved
resource allocation process
for the benefit of field
operations.

Other high priority
management concerns
included recruitment and
retention of critical
nonphysician health care
workers; field staff resolution
of conflict of interest issues;
licensure, credentialing, and
privileging of health care
professionals; and health care
quality assurance. Medical
Administration staff
concentrated training and
staff resources on
implementation of the means
test for assessing veteran
eligibility for health care,
recovery of VA health care
costs from third-party health
insurers, changes in the
beneficiary travel program,
identifying opportunities for
improving access to VA
health care for veterans living
in areas remote from VA
facilities, and evaluating the
health care needs of veterans
residing in the State of
Hawaii.

DMA&S facilities have treated

wveterans diagnosed as

having AIDS since early
1981, but with the growth in
the number of diagnosed
patients nearing epidemic
proportions, the CMD
established an AIDS Steering
Committee and an AIDS
Working Group in FY 1987 to
provide a focus for dealing
with this disease. Former
Prisoners of War (POWSs)
have been the subject of
special history-taking and
medical evaluation protocols
since 1983. The Department
now has established a POW
Coordinator in each of the
172 VA medical centers to
handle the examination
program. A September 1987
report showed that 26,000
former POWSs have been
examined.

Outreach to homeless
chronically mentally ill
veterans was a high priority
for DM&S this year. Congress
authorized special funding for
VA to contract with
community-based psychiatric
residential treatment
programs for these veterans
and required the VA to
evaluate the success of the
program and report the
findings to Congress in 1990.
Greater emphasis was also
given to identifying
alternatives to long-term
institutional care for veterans
when such alternatives are
clinically therapeutic. This
year, the VA conducted
several surveys and
operational analyses of
existing noninstitutional
patient care programs.

DM&S Central Office Realignment

The Acting Chief Medical
Director, John A. Gronvall,
M.D., was appointed to the
position of Chief Medical
Director by the Administrator

of Veterans Affairs in January
1987. Dr. Gronvall and key
staff determined that changes
were required in the
Department’s Central Office

organizational alignment to
improve the effectiveness of
line and program management
and key resource allocation,
planning, and advisory pro-
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cesses. The CMD’s proposed
realignment plans were ap-
proved by the Administrator
on April 2, 1987.

Major features of the 1987
realignment inciuded the
following:

e Elimination of the matrix-
type organization structure
that had assigned program
planning responsibility to
the Associate Deputy Chief
Medical Director (ADCMD)
and line management
responsibility to a Director
for Operations;

e Establishment of a position
of Assistant Deputy CMD
for Programs and
Operations, which
reintegrates line and
program management
functions as one function;

e Reconstitution and
realignment of the Office
of the ACMD for Planning,
Evaluation, and Systems
Development to form the
Strategic Planning Office,
responsible to the Deputy
CMD; and,

e Alignment of the Resource
Management Office and
the Management Support
Office to the Deputy CMD,
and establishment of a
public affairs specialist
position in the Office of
CMD.

The Chief Medical Director
also established three internal
DMA&S advisory groups to
regularly advise him on a
broad array of major
operational, clinical, and
Departmental policy issues.
These are the Field Advisory
Council, the Clinical and
Programs Advisory Council,
and the Policy Advisory
Board.

The Field Advisory Council
(FAC) was appointed to
ensure significant field
involvement in the
Department’s policy
formulation and decision-
making processes. The
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membership was selected to
represent a broad range of
backgrounds, experience, and
viewpaoints, and includes
Medical Center Directors,
Associate Directors, and
Chiefs of Staff who represent
a cross-section of the mis-
sions and geographic distribu-
tion of VA medical centers.
This was done, recognizing
that the policies and practices
governing the operation of VA
medical centers would be
strengthened if senior
managers who administer the
policies were consulted during
the policy development stage.

The FAC, which meets
quarterly, advises senior
Central Office officials in the
development of planning,
management and program
initiatives, and in the
formulation of policies to
accomplish program and
operational goals. The
Council also provides
recommendations for
improving the functioning of
DMA&S facilities, informing the
Chief Medical Director of
areas of concern, and
enhancing communications
between field managers and
senior VA Central Office
officials. In addition, the FAC
makes recommendations on
how to more effectively and
efficiently implement VA
programs.

The FAC met once during
1987. At its first meeting,
the Council assumed the lead
responsibility within the
Department for addressing
several important matters.
The Council will develop a set
of recommendations for a
long-range strategy to
improve the current
underrepresentation of
minorities, women, and the
handicapped in the
Department’s Associate
Director program. In addition,
the Council will explore ways
to attract highly qualified
individuals into senior and
mid-level executive positions.

The responsibility to plan,
execute, and maintain quality

health care programs for
veterans presents many
challenges and opportunities.
By actively involving senior
managers with direct
responsibility for health care
delivery to veterans as full
participants in discussions on
critical management and
operational issues, the FAC
will enable the Department to
better address these issues.

A Clinical and Programs
Advisory Council (CPAC) was
established to advise the
Chief Medical Director on
future directions in clinical
practices. Membership on the
council includes Central
Office staff, Chiefs of Staff,
service chiefs, and other well
qualified individuals from field
facilities with responsibility
for research, teaching, patient
care, and quality assurance.

The CPAC examines new ap-
proaches to health care and
explores new ways to
translate research to clinical
use. Other objectives are to
assess the health care plan-
ning, programmatic, research
and technology horizon;
review the usefulness of
clinical programs; and inter-
face with specialized VA and
non-VA programs on
academic and research
issues.

The CMD restructured a
policy advisory group called
the Policy Advisory Board
(PAB). The functions and
membership of the Board
were updated for consistency
with the new organizational
structure. The PAB advises
the Chief Medical Director on
all major policy issues. The
Chairman of the Board is the
Deputy Chief Medical Direc-
tor. Membership includes the
Associate Deputy Chief
Medical Director; one Assis-
tant Chief Medical Director,
selected annually; one
Regional Director, selected
annually; the Director,
Resource Management; and
the Medical Inspector. The
Chair of the FAC and a
representative of the new




T
ansure coordination
=5 of the three ad-

visory groups and to provide
an additional forum for those
groups to participate in the

policy deliberations of the
Department.

1987, DM&S made a
od effort to enhance
automation under the
cy's office automation
act. The Department’s

i .+ community grew from
120 available workstations to
gy @0 This increase comprised
E sroximately 65 percent of
the planned installations and
‘provided over 400 of the
Department’s Central Office
employees with access 10 the
system.

The Department created an
Office Automation/Personal
Computing Advisory Group
whose function is to provide
guidance and oversight to the
management of the
Department’s Central Office
computing and office
automation resources. During
1987, the efforts of this
group resulted in a cost
avoidance of $69,000 by not
purchasing duplicate ADP and
office automation hardware

T e T, T

DM&S access to the Agency’s office automation system has expanded significantly.

where shared usage and
equipment modifications

could accommodate actual
needs.

In 1987, the Executive
Development Program
emphasized leadership,
innovation, and organizational
renewal. Approximately
1,000 executives from VA
medical centers and Central
Office participated in two
major DM&S conferences on
these topics. The
Associate/Assistant Medical
Center Director's Forum

on “Transformational
Leadership”’ highlighted an
“Innovative Management
Exposition”’ which focused on
innovative ideas/models for
improving patient care.
Twenty-nine medical centers
were selected to share their
creative approaches on topics
including delivery of patient
care, human resource
development, ADP
applications, management
information systems, internal

DM&S Executive and Management Development

and external marketing, and
cost containment. The
Associate/Assistant Directors
voted for the three exhibits
which they felt offered the
most significant innovative
benefit to the VA. Albany,
New York, VAMC was the
first place winner with

an exhibit titled
“Entrepreneurship: Is It
Possible in The Govern-
ment?’". The VAMC

Hines, lllinois, was second
with **Medical Management
Information Systems;’" and
third place went to Chicago
(West Side), lllinois, VAMC
with “’Collaborative
VA/Community Ventures."'

The Senior Management
Conference, “"Veterans'
Health Care: Dynamic
Partnerships for the Future,”
featured the co-author of ““In

Search of Excellence’’ and
author of “The Renewal
Factor,”” and other nationally
recognized speakers, in
dialogue with the Veterans
Administration’s senior
management staff.

DMA&S executives participated
in many prestigious university
executive development
programs. At one such
program, an Innovation and
Enterprise Development
Conference was sponsored by
Healthcare Forum/3M. Fifteen
VA medical centers were
honored for excellence in
applying fresh ideas and
approaches to new or
enhanced products and
services; improved business
performance; and
contributions to the
community and healthcare
industry. Awards were
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presented to the following
VAMCs: Albany, New York;
Albugquerque, New Mexico;
Bath, New York; Beckley,
West Virginia; Biloxi,
Mississippi; Brooklyn, New
York; Chicago (West Side),
Illinois; Columbia, Missouri;
Columbus {OPC), Ohio; Hines,
lllinois; Minneapolis,
Minnesota; San Antonio,
Texas; Tampa, Florida;
Topeka, Kansas; and the
VAM&ROC in Wilmington,
Delaware.

Integrated, facility-based
developmental approaches to
Mid-Level Management
Development continued at
seven VA medical center
model sites: Chicago (West
Side)}, lllinois; Columbia,
South Carolina; Long Beach,
California; Phoenix, Arizona;
Richmond, Virginia; Togus,
Maine; and Wilmington,
Delaware. Two new sites
were added - at the VA
Medical Center in Kansas
City, Missouri, and at a site

yet to be determined in
Medical District 26. These
approaches are designed to
augment the generic
interpersonal skills training
established at 70 sites.
Specific examples

include: the VA planning
process; interservice
relations; personnel
management issues; and
resource management.

Assessment Centers

In 1987, the Department
conducted four Assessment
Center activities to identify
those candidates who were
best qualified for selection
into the Associate
Director/Health Care
Management Training
Program. This process uses
simulation exercises
specifically designed to elicit
each individual candidate’s
strengths and weaknesses
and to assess various levels
of management leadership
potential. While attending the
Assessment Center,
individuals participate in a

series of management
simulations that resemble
actual problems or issues.

DMA&S selected 40 associate
director trainees for the FY
1988 program. The
Department is emphasizing its
need to ensure that all
potentially qualified
employees are offered the
opportunity to compete for
participation in the
Assessment Center process,
in an effort to increase the
number of women, minorities,
and handicapped individuals
in the Associate

Director/Health Care Manage-
ment Training Program.

Participation in the
Assessment Center activities
also benefits the candidates
who are not selected for the
Associate Director Health
Care Management Training
Program. They receive
comprehensive feedback from
highly trained assessors,
providing them with insights
into their areas of relative
strength and weakness, and
the opportunity to improve
their performance through
focused training.

DM&S National EEQ Conference

The Department held its 11th
Annual National Equal
Employment Opportunity
(EEO) Conference May 4-9,
1987, in Lakewood,
Colorado. The Conference
consisted of speakers
including the CMD and the

Director, Office of Equal
Opportunity. Training and
workshops were conducted
by faculty from Cornell
University and by VA staff.
More than 80 participants
from across the Nation
attended the Conference. The

creation of a DM&S National
EEO Advisory Council was a
major outcome of the
Conference. The Council will
serve in an advisory capacity
to the CMD on EEO and
affirmative action matters.

Strategic Planning Projections: 1988 - 1992

The Department of Medicine
and Surgery uses a
decentralized planning
process called Medical District
Initiated Program Planning
(MEDIPP). The MEDIPP
process focuses on identifying
changes necessary to fulfill
the health care requirements
of the veteran population and
to keep pace with a dynamic
health care environment.
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Within a framework of
strategic goals, priorities, and
directions, DM&S is planning
to guide program
development and policy
making during the
1988-1992 period. This
framework will be based on
observation and analysis of
trends in the national health
care environment, overall
budget prospects and specific

resource availability, the
nature and character of the
VA health care system itself,
and changes in the veteran
patient population.

The goals of the strategic
planning effort for
1988-1992, are summarized
as follows:

e Assure the highest possible




standard of VA care
through cost-effective
improvements in program
management and resource
allocation;

e Improve the Department’s
response to a changing
American medical care
environment, including
participation as a full
partner in national, State,
and community efforts to
solve current and
prospective medical care
problems;

e Maintain a strong,
balanced, and efficient
medical center acute care

program;

e Use ambulatory care to
supplement or substitute
for inpatient treatment as
medically appropriate;

e Expand and improve VA
long-term care services
through a mix of VA and
other programs, including
both inpatient and
noninstitutional
approaches; and

e Maintain strong and

balanced education and
research programs
contributing to innovations
and improvements in

patient care, management,
and scientific knowledge.

These goals and the specific
actions they generate will
enable DM&S to meet the
demands of eligible veterans
for complete health care
services in the context of a
dynamic national medical care
environment. These goals
will further enable the
Department, in coordination
with the Office of Facilities,
to develop a strategic
approach to the health care
facility construction needs of
the Veterans Administration.

Resource Allocation Methodologies Evaluation

The Resource Allocation
System entered its fourth
year of operation in fiscal
year 1987.

Two major features of the
1987 DMA&S realignment
resulted in an improved
resource allocation process.
First, the Chief Medical
Director realigned resource
allocation development
functions and personnel from
the Office of Planning,
Evaluation, and Systems
Development to the Resource
Management Office.

This organizational
realignment ended the
separation that had existed
between RAM ‘‘modeling’’
and “‘implementation’’ since
the resource allocation
methodologies were
introduced in 1985. The
combined energies of the
developers and modelers have
been integrated to further
support the goal of an
improved resource allocation
process.

The second major feature of
RAM realignment was the
Chief Medical Director's
establishment of a special
task force. The RAM Task
Force was directed to make
recommendations to the Chief
Medical Director to help guide
the future development of the

resource allocation system.
The RAM Task Force has
improved confidence in RAM
activities by establishing an
open dialogue with the field,
through the use of interactive
issue papers, and through a
planned national RAM
consensus conference.

Participants will represent a
broad spectrum of clinical and
administrative experience
with VA health care at both
the national and facility
levels. The results of the
consensus conference will be
presented at the VA Senior
Management Conference in
early November 1987. The
RAM Task Force will utilize
the information gathered as a
cornerstone for recom-
mending evolutionary changes
for the FY 1989 RAM and
beyond.

In FY 1987, a number of
significant changes were
made in the models used to
develop the FY 1988 target
allowances. These changes
were as follows.

e Automated Management
Information System (AMIS)
adjustments for workloads
in the inpatient and
outpatient models were
discontinued. The basic
workload reporting system
Patient Treatment File

(PTF) was deemed
accurate enough for use
without the application of
workload adjustment
factors.

e Centrally directed funds
for Comprehensive
Rehabilitation Centers
[CRCs) were '‘passed
through'’, or not included,
in the RAM models with
the proviso that the entire
issue of Rehabilitation
Medicine Services under
the RAM be examined for
FY 1989.

e A corridor of * 1 percent
was established. A
corridor, or ‘‘buffer zone"’,
exempts the first 1 percent
of a facility’'s RAM gain or
loss. A corridor was
intended to recognize a
level of statistical variance
in the RAM.

e The transfer funding
policy was modified to
require a change in the
patient’s DRG in addition
to a change in bed service
in order to qualify for
additional funding for a
transfer episode of care.
The transfer is then
treated as if it were a
discrete episode of care
and receives full DRG
funding.
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e In the outpatient model,
ambulatory surgery
weighted work units
(WWUs) were capped.
Other special services, such
as computerized
tomography (CT)} scans
and radiation therapy, were
funded as reported and
verified by the region. The
facility cap on ambulatory

surgery WWUs to total
outpatient WWUs was
based on the 75th national
percentile of ambulatory
surgery WWUs to total
outpatient WWUs.

e In the long-term care

(nursing home and
intermediate care)
program, a new RUG-II

(resource utilization
groups) model was
adopted for use. The new
model is based on a
patient classification
system developed by the
State of New York for use
in its Medicaid nursing
home care reimbursement
process.

Licensure, Credentialing, and Privileging

The licensure, credentialing,
and privileging of health care
professionals is an issue of
vital concern to the
Department.

Enactment of Public Law
99-166 required certain
actions to be completed by
the Department within
relatively short timeframes. It
required that DM&S describe
in detail current and future
plans for determining and
monitoring the credentials of
health care professionals and
prescribe uniform guidelines
establishing procedures to
reduce or revoke clinical
privileges of employees
identified in 38 U.S.C.,
section 4104(1), including
physicians, dentists,
podiatrists, optometrists,
nurses, physician assistants,
and expanded function dental
auxiliaries.

The Department has adopted
the use of a revised

employment application form
for physicians, dentists,
podiatrists, and optometrists
to more closely monitor
applicant qualifications. VA
Form 10-2850, distributed to
all health care facilities in
September 19886, requires
the applicant to more fully
disclose information regarding
licensure status, clinical
privileges, work performance
history, professional liability
insurance and malpractice
episodes, and Drug
Enforcement Agency (DEA}
certificate status. Applicants
must identify all states in
which a license has ever been
held and indicate whether, in
the last five years, they have
retired or resigned from a
position after receiving notice
concerning possible discipline.
This new application form
substantially strengthens the
Department’'s pre-employment
screening process.

Another significant initiative is

an agreement entered into
between DM&S and the
Federation of State Medical
Boards {(FSMBs) to screen the
licensure status of all
physician applicants prior to
hiring. The names of all
physicians applying for
employment, whether in field
facilities or in VA Central
Office, are submitted at
regular intervals to FSMBs for
a licensure status review. All
licenses must also be
validated with the primary
data source, the State
licensing boards.

The Department is also now
reporting to FSMBs all former
VA physicians whose practice
failed to conform to generally
accepted standards.
Operating policies and
procedures are now set forth
in regulations to report those
physicians and other licensed
health care professionals to
the appropriate State
licensing boards.

Means Test

Enacted in April 1986, Public
Law 99-272 established
three groups of veteran
eligibility (Category A, B, and
C) for VA hospital and
nursing home care, directing
that hospital care be provided
to veterans within one group
{Category A veterans) and
permitting care to be
furnished on a space
available basis to veterans in
the other two groups
(Categories B and C
veterans).

The categories are defined as
follows:
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o Category A veterans: Any
veteran who is rated
service-connected; is
retired from active duty for
a disability incurred or
aggravated while in military
service; is in receipt of VA
pension; is eligible for
Medicaid; is a former
POW:; is in need of care for
a condition possibly related
10 exposure to dioxin or
other toxic substance
(such as Agent Orange)
while in Vietnam August 5,
1964, through May 7,
1975; is in need of care
for a condition possibly

related to exposure to
jonizing radiation from
participating in nuclear
tests or in the American
occupation of Hiroshima or
Nagasaki, Japan, between
September 11, 1945, and
July 1, 1946; or has an
income below $15,833 for
veterans with no
dependents, below
$18,999 for a veteran
with a spouse ($1,055
added for each additional
dependent).

e Category B
veterans: Nonservice-




ected veterans with
gz::'ne petween $1 5,833 -
$21,110 fora veteran
with no dependents, and
petween $18,999 -
$26,388 for a veteran
with a spouse {add
41,055 for each additional
dependent).

Category C veterans:
Veterans with incomes in
excess of the amounts
mentioned previously. These
veterans must agree to pay
the VA a copayment.

Essentially, the law
established an income-based
means test for determining
eligibility for medical care for
nonservice-connected
veterans. Veterans with
income in excess of the
means test income levels can
obtain VA care if resources
and facilities are available and
if they agree to pay a
copayment. The law also
made changes to outpatient
care eligibility requirements;
veterans with income over
the means test level may

receive certain outpatient
care, if resources and
facilities are available and if
they agree to pay a
copayment. The same law
eliminated the previous
eligibility of veterans aged 65
and over to receive medical
care on the basis of age
alone. FY 1987 was the first
full year of tracking means
test data.

Means test data were
collected on outpatients,
inpatients, and applicants for

Staff Recruitment and Retention

As a result of difficulties experienced in the area of recruitment and retention of
health care personnel, a number of activities were undertaken by the VA. Among
these efforts was the establishment in March 1987, by the Chief Medical Director, of
a task force to identify short- and long-term solutions to these problems. The task
force membership included representatives of the programs experiencing the staffing
problems, as well as field and Central Office professional and administrative staff.

The task force solicited the input of staff, professional organizations, and veterans'
service organizations. Additionally, multiple data bases were examined, including the
1986 Office of Personnel and Labor Relations’ Survey, independent surveys
performed by clinical services, and published information.

Preliminary recommendations were developed, addressing in a comprehensive manner
the full scope of recruitment and retention difficulties experienced by DM&S. The
recommendations generally fall into the areas of:

e Management Issues - The changes that may be made in management attitudes
and actions which will result in work environments and practices that are
conducive to recruitment and retention;

o Benefits Packages - The increasing significance of the fringe benefits offered by
employers, including insurance, educational opportunities, child care, and flexible

work schedules;

e The VA Image as an Employer - The perception of employment with the VA, and
civil service in general, and its impact on the Agency’s ability to attract and retain
health care workers; and

e Salary - The ability of the VA to offer salaries for various health care professions
that are competitive with the private sector, and State and local markets.

In addition to the actions that will be taken as a result of the task force

recommendations, the Department has initiated a number of programs to address the
staffing problems. These have included improvements to the special pay rate process;
identification of additional funds for tuition assistance; and a legislative proposal to
significantly expand the Health Professional Scholarship Program to include physical
therapists, occupational therapists, and other health care professionals who are
difficult to recruit and retain.

While these efforts are helping, the Department is continuing to give heightened
attention to the issue of recruitment and retention of health care personnel, and the
task force is continuing its efforts to identify solutions to current and potential
staffing problems.
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care; 95 percent of the percent of the workload was 2.5 percent of the workload
workload consisted of comprised of Category B was comprised of Category C
Category A veterans, 2.5 veterans, and the remaining veterans.

Quality Assurance

The Medical District Initiated Peer Review Organization (MEDIPRO) program
introduced additional concepts of quantitative assessment, statistical analysis, and
outcome monitoring to the VA quality assurance program.

The MEDIPRO process requires a board of physician peers to identify and assess
deviations from professionally determined standards of clinical care through a
statistical analysis of outcome indicators (such as mortality rates), and subsequently
to undertake individual case record reviews based on local development of clinically
meaningful hypotheses and review criteria.

MEDIPRO was pilot tested, then implemented in all 27 Districts in FY 1987.
Preliminary evaluation shows the program to be highly effective in identifying
potential quality of care issues and in involving physicians in the resolution of clinical
problems. Plans are underway to extend the program into long-term and ambulatory
care after a period of pilot testing during 1988.

With the passage of Public Law 99-166 in late 1985, the Administrator of Veterans
Affairs was required to ‘‘establish and conduct a comprehensive program to monitor
and evaluate the quality of health care furnished by DM&S and as part of the quality
assurance program [tol periodically evaluate’’ surgical mortality and morbidity. In
response, a five-year phased approach to compliance was developed.

The Phase | report to the Congress was submitted in April 1987. The data supported
the following findings and conclusions.

e The VA/DMA&S surgical program is fundamentally sound.

e Mortality rates associated with the four risk groups analyzed are comparable to
reported private sector mortality rates.

e With the exception of a few low-volume procedures, national mortality rates do not
exceed professionally established thresholds which would indicate the need for
individual case record review.

Those rates which exceed review thresholds (the low-volume procedures) may be
accounted for in part by the advanced age of the patients who died and by the
general risk status of the VA patient population. Individual case record review of
these procedures will be undertaken in Phase |l.

Based on the Phase | analysis the Department concluded that, in the absence of non-
VA national surgical mortality and morbidity standards and in view of the volume and
range of VA surgical programs and the uniqueness of the VA patient population, the
VA should proceed with the development of its own national standards for mortality
and morbidity.

This task will be undertaken during the Phase |l project and will be reported to the
Congress in April 1989. The VA standards will incorporate a risk model accounting
for age, health status, severity, and other factors that contribute to acceptable
variations in surgical mortality and are useful in the assessment of surgical outcomes
and the quality of surgical care.

This model, and its component standards, criteria, and thresholds, can be
incorporated into a quality assurance decision support system, an information system
providing on-line clinical information about quality of surgical care to practitioners and
program managers. This system will be integrated with the Decentralized Hospital
Computer Program, and its applications will be the focus of the Phase It project due
in early 1991.
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VA Health Care Cost Recovery

Public Law 99-272 also gave
the VA the statutory
authority to recover the cost
of medical care furnished to
nonservice-connected
veterans from third party
health insurance carriers.
Deductible or co-insurance
charges commonly imposed
by health insurance policies
are not required from the
veteran as a condition for
receiving care. Nationwide
training of Medical
Administration personnel on
medical care cost recovery,
with particular emphasis on
third party health insurance,
was conducted in the early
spring of 1987.

VA medical centers have

been encouraged to enter into
provider contract agreements.
This past fiscal year, the VA
established receivables and
billed health insurance carriers
for nearly $100 million for
VA medical care provided to
health-insured nonservice-
connected veterans. These
claims have been primarily for
inpatient care. Total
collections for this program
amounted to nearly $24
million for FY 1987.
Collections are deposited to
the U.S. Treasury as
proprietary receipts.

DHCP software is currently
under development to assist
with third party

reimbursement billing and

collection activities. Some
software is expected to be
available for field testing in
early FY 1988.

Initiatives are underway
between DM&S and the
Department of Veterans
Benefits (DVB) to provide
DM&S employees increased
access to data elements
contained in the DVB Target
computer system. This
access will enable DM&S
staff to more readily
determine eligibility for
benefits, without further
inquiry to DVB, thereby
reducing the time required to
provide services to veterans.

Beneficiary Travel

The administration of
beneficiary travel was
changed in FY 1987. Priority
options for eligible veterans
under this program are: (1)
for emergencies; (2) for
specialized modes of
transportation such as
ambulance or wheelchair van
when they are medically

indicated; (3) for
transportation costs incident
to the transfer of an inpatient
from one health care
institution to another in order
to continue ongoing VA
sponsored care; (4) for
transportation and other
expenses incident to
scheduled compensation and

Rt P e S

pension examinations for
eligible beneficiaries; and (5)
for partial payment for travel
performed beyond a 100-mile
radius from the nearest VA
medical care facility.

These changes in the
beneficiary travel program led
the VA to explore alternative

IOf the Disabled American Veterans present the keys to 1 of 24 vans for the transportation of
* 10 and from VA health care facilities for treatment.
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options for transportation for
eligible veterans who do not
fit into one of these five
priority groups. The
Department will continue to
make every effort to assist
through the expanded use of
volunteer and veterans
service organization
resources, such as the
Disabled American Veterans
(DAV) Volunteer

Transportation Network.

The DAV transportation
network was established to
provide transportation to and
from VA medical facilities for
veterans not authorized to
receive beneficiary travel pay
under the 1987 changes to
the program. The DAV
established full-time
coordinators in more than

100 VA medical centers and
contributed 24 new
12-passenger vans to the VA
to ensure success of the
project. This effort and the
DAV's Older Veterans
Assistance Program will
provide numerous
opportunities for volunteers to
serve veteran patients away
from the formal VA medical
facility setting.

Veterans Health Care in Remote Areas

The problem of ensuring that
comprehensive health care
services are accessible to all
veterans regardless of
residential proximity to VA
health care facilities has
received increased attention
within the past several years.
Three VA reports, the most
recent one transmitted to
Congress in January 1987,
have presented a variety of
innovative approaches that
are used across the VA
system to address the issue
of access to health care for
veterans living in rural areas,
remote from VA health care
facilities.

Alternatives that the VA has
found to be particularly useful
in improving accessibility are
the establishment of VA
community-based clinics and

traveling teams, as well as
contracting with local
community providers and fee-
basis care. Various
combinations of these
alternatives are used,
depending upon the local
needs and circumstances of
the veteran population being
served. For instance, primary
care traveling clinics are used
extensively by the VA in the
Plains and Rocky Mountain
areas to reach dispersed
veteran populations. Since
medical specialty services are
not always available to
veterans receiving treatment
at remote VA medical
centers, "'Fly-in Specialty
Clinics'’ are used to provide
these needed services in
some instances. Salt Lake
City and Denver VA Medical
Centers have effectively used

this form of outreach to
veterans in non-affiliated
hospitals in the Rocky
Mountain area.

To determine how best to
deliver health care in sparsely
populated, distant,
underserved areas, the VA
has recognized the need to
carefully compare and
evaluate alternatives.
Recently two pilot
demonstration projects have
been implemented in remote
areas of Northern New
Mexico and California. These
are community-based clinics
which will be evaluated in
respect to improvement in
accessibility for veterans,
quality of care, and cost
impact.

Hawaii Veterans’ Health Care

In April 1987, the Senate
Committee on Veterans'
Affairs conducted hearings in
Hawaii to consider the Island
State’s VA medical care
programs. In Hawaii,
veterans’ medical care is
provided through a
combination of private and
public sector arrangements. A
combined regional
office/outpatient clinic has an
annual workload of over
50,000 outpatient visits.
Inpatient acute and extended
care services are provided
through Tripler Army Medical
Center and a number of other
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health care facilities, and are
financed through the clinic.

Concerns have been voiced
by Hawaiian veterans who
believed they were not
receiving care on a par with
mainland veterans. Limited
VA capital facilities and
atypical arrangements for
sharing and contracting with
military and other health care
providers resulted in the
appearance of fragmentation
of care. Differences in cultural
perceptions of services have
also made providing health
care to veterans in Hawaii

substantially different from
the way health care is
delivered in the contiguous
states.

Shortly after the Senate
hearing, the Chief Medical
Director appointed a special
task force to consider the
needs of Hawaii's veterans
and VA's current approach to
meeting them, any findings
indicating a need for changes,
and recommendations for
appropriate action where
indicated.




;87 it is estimated that
21,000 former

ors of war (POWSs)
living: 277 from

id War |, 76,403 from
Morid Ware I, 3,605 from the
-~ ean conflict, and 615

o the Vietnam era. One of
garly recommendations of
VA Administrator’'s

are for Former Prisoners of War

Advisory Committee was that
the Department of Medicine
and Surgery develop a
standard protocol for
obtaining the history and
medical evaluation of former
prisoners of war.
Consequently, a special
histary-taking and medical
evaluation protocol was
developed and has been in

use since July 1983.

DM&S established physician,
administrative, and social
work coordinators at all VA
medical centers to handle the
former POW examination
program. A senior medical
clinical coordinator is
identified for each of the 27
medical districts, and a new

Fb«mer prisoners of War

Care for Homeless Veterans

~ Public Law 100-6 authorized the VA to contract with community-based psychiatric
5}; csidential treatment programs for homeless chronically mentally ill (HCMI) veterans.
" The VA's FY 1987 appropriation provided $5 million for this project, and Congress
Luthorized another $5 million for FY 1988. An evaluation of treatment programs and

Lctivities is scheduled for submission to Congress by February 1990.

WA program offices. such as Readjustment Counseling Service and Social Work
Service, have been working with HCMI issues for several years. This latest initiative
continues the tradition of assistance to indigent veterans, and is the first clinical
effort on a national scale to reach these veterans.

Estimates indicate that 30 to 60 percent of the homeless suffer from chronic mental
illness which may impair their ability to seek treatment. The belief is that many
homeless veterans who are in need, and eligible for help from the VA, would not
obtain help uniess a special effort is made on their behalf.

F’
|
g
;

Forty-three demonstration project sites were selected. Enthusiasm from field facilities
to work with HCMI veterans is high, and the support elicited from local communities
: has been gratifying. Approved sites are located in 26 states and the District of

i Columbia. Thirty-six of the projects are in urban settings, while seven are primarily

i rural.

Each HCMI! program includes aggressive outreach by VA case managers who provide
the liaison with local coalitions and coordinate the veterans' care. Medical and
psychiatric assessments are provided by the VA medical facility. Placement in a non-
VA residential treatment facility for a period of rehabilitation is aimed at improving
HCMI veterans’ functioning so they can avoid future homelessness.

Because of the innovative nature of the HCMI program, close monitoring and outcome
assessment have a high priority.

An estimated 5.000 contacts were made by 86 outreach workers in the last five
months of FY 1987. More than half of those contacted during the first two months
of the program received services. Placements have increased rapidly as

contracts have been established with residential treatment programs and caseloads at
demonstration sites have increased. 7

Public Law 100-71 also authorized $15 million to establish homeless care programs
at selected urban-based locations among VA's 1 7 existing domiciliaries. On October
1, 1987, activation of 10 additional VA domiciliary care programs, intended primarily
to serve the needs of homeless veterans, was approved. These new programs will
add a total of 525 beds.

As the domiciliary evoives in response to new demands, it will remain a desirable
alternative for the veteran who does not need the full services associated with
nursing home care - providing a valuable step between acute care and the community.

J‘T.his information is included in compliance with section 221, title 38, U.5.C.



chapter to the VA Physician’s
Guide, "Medical Evaluation
for Former Prisoners of War,"’
was added in FY 13987.

Systematic external (quality
assurance) reviews of former
POW programs in the field
facilities continued through
FY 1987.In 1984, DM&S
developed a former POW
statistical tracking system.
Each medical facility provided
information on former POWs
who had entered the program
as of July 1, 1983. The
September 1987 report
showed that a total of nearly
26,000 former POWSs have
been examined. During 1987
the VA provided funding of
$230,000 to the National
Academy of Sciences to
conduct an ongoing study of
morbidity and mortality
among former prisoners of
war.

Public Law 99-166
authorized the VA to furnish
counseling to former prisoners
of war to assist in
overcoming the psychological
effects of the POW
experience. A survey
conducted in September
1987 identified approximately
6,000 former POWSs in active
psychological counseling at
160 VA health care facilities.
In addition, approximately
2,000 families of those
former POWs were receiving
associated counseling in VA
programs.

In 1981, Congress passed
Public Law 97-37 entitled,
“"Former Prisoner of War
Benefits Act of 1981."" The
law established an Advisory
Committee to advise the
Administrator of Veterans
Affairs on the health care and
benefits needs of Former
Prisoners of War. Eight

diagnoses were identified by
that statute as presumptive
for service-connection for
former POWSs.

The presumptive diagnoses
were avitaminosis, beriberi
(including beriberi heart
disease), chronic dysentery,
helminthiasis, malnutrition
{including optic atrophy
associated with malnutrition),
pellagra, other nutritional
deficiencies, and any of the
anxiety states which became
manifest to a degree of 10
percent or more after active
military service.

In 1983, Public Law 98-223
added dysthymic disorder to
the list of diagnoses. Public
Law 99-576, enacted in
October 1986, added organic
residuals of frostbite and
post-traumatic osteoarthritis
to these presumptive
diagnoses.

Planning For Post-Hospital Care Alternatives

The VA has been exploring
opportunities for alternatives
to institutional care when
such treatment alternatives
are the clinically most
appropriate therapeutic
environment for post-hospital
care. VA has conducted
several surveys and
operational analyses of
existing noninstitutional
patient care programs.

The major effort directed at
streamlining post-hospital
program utilization activities
was the VA’'s Alternatives to

Institutionalization Study. This
broad-based effort was
directed at measuring the
care needs of veterans.
Important factors analyzed
were: type of placements
needed for post-hospital care,
current availability, and type
of impediments to the most
efficient utilization of
noninstitutional-based patient
care programs. The findings
and conclusions of this study
were recently reported to
Congress. In addition to the
Alternatives to Insti-
tutionalization Study, a

special field survey was
conducted to define the
common needs of patients
being treated by VA
Intermediate Medicine bed
services.

As the basis for program and
policy analysis, the
information obtained through
this initiative has been shared
with congressional committee
staffs and internal VA
oversight elements to
facilitate the planning and
management of this growing
patient care population.

VA Prosthetics Research and Development Center

In early FY 1988, the
Veterans Administration will
dedicate its new national
Prosthetics Research and
Development Center in
Baltimore, Maryland. The
Center, consolidating three
related operations, will be
engaged in evaluating
advanced engineering
applications in the field of
prosthetics and exchanging
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technical information within
the rehabilitation engineering
community as follows.

@ The Prosthetics Assess-
ment and Information
Center (PAIC) will evaluate
commercially available
prosthetic devices and
disseminate information
about them to VA clinicians
and researchers. It will

maintain catalogs, slides,
and tape collections related
to orthotics, prosthetics,
and sensory aids, and will
provide technical information
and assistance to interested
parties.

e The Rehabilitation
Research and Development
(Rehab R&D) Evaluation
Unit will evaluate newly




Research and Development, specialists will include 27 with
a leading medical journal in  PAIC, 14 with Rehab R&D,

o techniques, ; \
':e their its field. It also will serve and 21 with (OTT).
t into commercial as an informational Organizationally, the Center will
distribution, clearinghouse for anyone be placed under the authority

interested in rehabilitation of the Deputy Assistant Chief
Medical Director for Prosthetics
Services, Research and

The total budget for the Center Development, who reports to
'odce R oral for FY 1987 was the Assistant Fli_\ief Medical

o ons, including the  approximately $3.5 milion. At Director for Clinical Affairs.

Journal of Rehabilitation  full staffing, its 62 medical

research.

tralized Hospital Computer Program

The establishment at every VA medical center of VA-developed hospital information
:r);‘iystems has been rapid and successful. The Decentralized Hospital Computer Program
DHCP) was conceived in 1982, and installation of hardware began in March 1984.
 Software specifications were developed by user groups composed of VA health care
 experts. A standardized programming language, Massachusetts General Hospital

- Uity Multi-Programming System {MUMPS), which supports rapid prototyping of

: s_"tl"i'tuﬂons in response o practitioner-defined needs, was adopted, and VA developers
 greated a MUMPS-based VA File Manager, an integrated data base that permits users
10 create special purpose programs without computer coding.

FR——

~ The DHCP application software strategic plan identified medical administration (patient

r ~ admissions, discharges, clinic scheduling, etc.}), inpatient and outpatient pharmacy, and
the clinical laboratory as the areas in greatest need of integrated information system

support. The software madules that fully support these areas constitute DHCP Full CORE.

These programs streamline previously lengthy paper processes, such as admitting,

pharmacy recordkeeping and label generation, and acquisition of laboratory test results (by

reporting them electronically to the wards).

I —

Eight new application areas were developed and approved after a successful cost-benefit
analysis performed by an independent public accounting firm. The eight functional areas
collectively termed ‘‘CORE plus 8" include: Radiology, Dietetics, Medical Records
Tracking, Fiscal/Supply, Surgery. VAMC Management (Decentralized Medical
Management System}, Nursing, and Mental Health. Supporting software will be ready for
implementation on the expansion egquipment being procured in FY 1988 and 1989.

Analyses by independent consultants affirmed that DHCP is functionally equivalent to
commercially available systems while meeting specialized VA requirements, at
approximately one-half of the 10-year life cycle cost. In addition, DHCP has proven itself
highly adaptable to the systemwide alterations that will be necessary due to future
changes in regulations and technology.

A recent example was the need to integrate personal financial data from every
veteran applying for VA medical care into the DHCP admissions software 1o
implement the congressional mandate to base eligibility on legislated financial
thresholds (the ‘‘means test’'). This massive change was implemented smoothly, an
accomplishment that would have been much more difficult without DHCP computer
resources.

A study of DHCP conducted by the congressional Office of Technology Assessment
(OTA) concluded that the VA should continue with plans to support the CORE plus 8
areas with VA-developed software. The hardware necessary to implement CORE plus
8 is planned for purchase during FY 1988-1 990 through contract awards to vendors
that responded to the VA's competitive proposals during the summer of 1887.
Awards for computer systems, video display terminals, ward printers, and bar code
readers and printers are planned for the first half of FY 1988.
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Clinical Services

Medical Service

The Medical Service, repre-
senting the professional
specialty of internal medicine
and its related subspecialties,
provides patient care at all VA
medical centers. In addition to
routine medical care, a
number of special medical
programs and activities are
provided.

Bone marrow transplantation
is a promising developing
therapy for selected patients
with such otherwise fatal
conditions as severe aplastic
anemia and leukemia.

During FY 1987, the Seattle,
Washington, VA Medical
Center’s bone marrow
transplant program performed
22 transplants. In addition,
the San Antonio, Texas, VA
Medical Center has been
authorized to perform
primarily autologous bone
marrow transplants (using the
patient’s own marrow), which
cannot be accommodated in
Seattle; nine transplants were
performed during FY 1987.
Also fee-basis bone marrow
transplants were performed
on 13 other patients
authorized during FY 1987.

The home oxygen program
also continued throughout FY
1987. Medical Service, aided
by Respiratory Therapy,
provided clinical supervision
to 15,500 patients on home
oxygen systems, an increase
of 3 percent over the number
of veterans served in FY
1986. Increases were seen in
oxygen delivered to oxygen-
dependent, ventilator-
dependent patients, which
allowed the patients to
remain in a home care
program.

Thirty-four VA medical
centers are now participating
in the special Hypertension
Screening and Treatment
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Program (HSTP). Since its
inception, the HSTP has
screened over 530,000
veterans of whom 42 percent
were found to be
hypertensive. The HSTP is
currently following more than
48,000 veterans, with 81
percent receiving their
primary care from allied health
professionals (registered
nurses or physician
assistants) under the
supervision of a physician
coordinator. The continued
decrease in strokes, heart
disease, and renal disease
seen in patients treated under
this program is at least
partially attributable to the
control of hypertension.

Patients in the HSTP are
counseled regarding smoking,
obesity, diet, exercise, and
alcohol consumption, all
factors contributing to
hypertension and
cardiovascular disease. The
HSTP is in the process of
automating the entire system,
to ensure accuracy,
uniformity, and easy access
in the areas of patient care,
administration, and research.

The number of patients in VA
dialysis programs, including
patients dialyzed in non-VA
units at VA expense, was
approximately 4,000. The
large-scale rheumatology-
immunology center continued
to function at the VAMC,
Philadelphia, Pennsylvania,
along with a smaller program
previously begun at the
VAMC, Milwaukee (Wood),
Wisconsin. These centers
provide comprehensive care
to patients suffering from
arthritis, rheumatism,
connective tissue diseases,
and related disorders.

Cardiac catheterizations were
performed on nearly 34,000
patients in 72 cardiac

catheterization laboratories
{CCLs). One additional CCL
was authorized at VAMC
Shreveport, Louisiana, in
1987. Worn or outdated
equipment was replaced in
cardiac catheterization
laboratories at 10 VA medical
centers. Electrophysiology
laboratories were established
at 32 centers. Clinical
diagnostic services,
echocardiography, nuclear
cardiology, stress testing, and
arrhythmia monitoring
services were expanded in 21
medical centers. Computer-
based pacemaker surveillance
centers are providing
telephonic electronic followup
to about 10,000 veterans
with cardiac pacemakers. A
pilot clinical phase pacemaker
registry has been
implemented, and all
pacemakers which are
removed are analyzed by VA
staff. Angioplasty and
valvuloplasty can now bhe
performed in 50 centers.

The establishment of national
networks of automated
electrocardiographic
interpretative systems is
nearly complete. Equipment
has been purchased for two
new systems and is on order
for two more medical
districts. The VA and
Department of Defense have
an agreement for shared use
of these systems to improve
service for both agencies and
to effect economies in the
shared acquisition of
equipment, in accordance
with recent legislation
encouraging sharing between
agencies.

More than 90,000 patients
were treated in 1,397 VA
coronary care and medical
intensive care unit beds. New
and modernized but smaller
intensive care units were
established at five medical




levels of cancer care at
individual facilities and

The VA has begun a planning encouraging networking
initiative to strengthen cancer ~ among facilities in each VA
treatment by designating medical district.

care units continues.

xpensive '
were
, mese and other

eening and Education :

center, the professional staff
for this program consists of a
physician, a counselor, and a
technician. The VA film on
37,000 patients for sickle cell disease, A Matter
Ta phosphate Education sessions on sickle of Chance,’”’ and mobile

nase (an important cell anemia were attended by exhibits have been displayed
70,303 veterans and nearly at VA medical centers and at
3,000 were individually meetings of various
counseled. At each medical community organizations.

00O patients were  tests) in the 35 medical
| and screened for centers participating in the
. gisorders (with 9 VA sickle cell screening and

ale r’ '
bnormal results), education program.

 The VA Preventive Health

are Program was initiated in
FY 1985 and continued in FY

& 1887. Each VA medical
€ center has a Coordinator of
Preventive Health Care who

pyersees the program on a
local level. Broad guidelines
{ur these programs were
provided by the DM&S
preventive heaith care task
torce established in January
1984 and updated with
advice from an ad hoc field
advisory group reflecting field

2

expertise in prevention
research and practice.

The program stresses nine
risk factor interventions based
on areas of high mortality and
morbidity in the VA patient
population, existing program
capacity, and DM&S goals
and objectives. These

are: hypertension
screening/treatment, alcohol
abuse counseling, nutrition
and weight control, smoking
cessation, physical fitness

and exercise, influenza and
pneumococcal immunization,
colorectal cancer screening,
osteoporosis counseling, and
serum cholesterol determi-
nation and modification.

Each year emphasis has been
placed on one of the
identifiable risk factor
interventions. In 1987 the
emphasis was on colorectal
cancer screening. Smoking
cessation will be emphasized
in 1988.

Surgical Service

The VA has taken a
leadership role in developing
national standards for surgical
outcome. VA Central

Office Surgical Service,
together with a team of
surgical consultants working
closely with and under the
direction of the Office of
Quality Assurance, has
participated in developing
standards for postoperative
surgical mortality. These are
the first statistics developed
on a national basis which
address surgical mortality of
individual groups of similar
surgical procedures.

Another project, sponsored by
the Cardiac Surgical
Consultants Committee of
Surgical Service, VACO,
began assembling data in FY
1987 for review of cardiac
surgical mortality. These data
are based on the preoperative
physical assessment as
determined from preexisting
multi-organ disease as well as
the extent of preoperative
cardiac dysfunction.

Completion of these projects
will provide data with which
each VA medical center can
compare surgical results, and

allow the evaluation of the
overall results of surgery
within the VA system. Of
great importance will be the
availability of these data as
national standards for
comparison by other health
care providers including
community hospitals and
university medical centers.

The number of medical center
admissions of patients to the
Surgical Service has
continued almost unchanged
since 1983 (an overall
variation not exceeding 3.4
percent and a mean annual

" This information is provided in compliance with section 654, title 38, U.S.C.

2This information is pravided in compliance with section 664, title 38, U.S.C.
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variation of 1.2 percent).
During this same period, there
has been an annual decrease
in the average daily census of
the Surgical Service, an
overall decrease of 30.2
percent with a mean annual
decrease of 8.8 percent. At
the same time, however, the
number of surgical procedures
performed annually has
generally increased each year
{an overall increase of 14.4
percent with a mean annual
increase of 3.5 percent).

This increased operative
workload, accompanied by no
increase in surgical
admissions and a decrease in
the average daily census, is a
direct result of a decrease in
the average length of stay
together with expansion of
the ambulatory surgery
program.

A review of the entire cardiac
surgical program, initiated in
FY 1985, was completed in
FY 1987. This review
examined workload volume,
veteran access to care, effect
on affiliations, and the overall
cost-effectiveness as related
to possible consolidations of
several programs.

Based on recommendations of
the reviewing committees,
the Administrator announced
closure of four surgery
programs, consolidating the
workload of these programs
with those of other nearby
VA medical centers. Further
consolidation involving any of
the 16 additional programs
with marginal workloads was
delayed, pending a further
review at the end of 18
months, until 1989. Two of
the existing six contract
programs have been retained
as contract programs; it is
planned that the other four
contract programs will be
moved to in-house VA
programs. The remaining 25
in-house VA programs met all
standards and will continue as
essential programs required
for appropriate care of cardiac
surgical patients.
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Fiscal Average Procedures
Year Daily Census Performed
1987 8,620 478,209
1986 9,703 482,069
1985 10,756 473,584
1984 11,848 436,455
1983 12,355 417,880

The cardiac surgical program
has continued to show a
marginal annual increase in
the number of open heart
procedures performed. As in
FY 1986, the most frequently
performed open heart
operation was coronary artery
bypass grafting (CABG).
Other operative procedures
performed included heart
valve replacement and direct
procedures performed on the
heart chambers. Some of
these procedures also
included CABGs performed at
the same time, but these are
not included in the CABG
numbers.

The VA Central Office
Cardiac Surgery Consultants
Committee continues an
ongoing review of this
program. This Committee
provides assistance in
monitoring the quality of
patient care and also serves
as an advisory board for
establishing standards and
program criteria. The
Committee is composed of
outstanding cardiologists and
cardiac surgeons, with
representatives from the
Veterans Administration and
from university programs.

In 1983, the VAMC in
Richmond, Virginia, was
named the Veterans
Administration Cardiac
Transplant Center. Although
cardiac transplantation has
been performed at the
Richmond VAMC since 1981,
the development of more
effective immunosuppression
was followed by a significant
increase in requests for
cardiac transplants. By 1983,
sufficient experience had

been obtained and sufficient
numbers of patients identified
to justify the naming of
Richmond as the VA Cardiac
Transplant Center. In FY
1983, 14 cardiac transplants
were performed. Since then,
the annual number of
transplants has increased
significantly. During FY
1987, 39 transplants were
performed. In addition, 33
transplants were performed in
four other VA surgical
programs, and 16 veterans
were transplanted at VA
expense at 8 affiliated
university programs during FY
1987.

The first organ transplant
program established in the
Veterans Administration was
a renal transplant program.
Presently this program is
active in 10 VA medical
centers which work closely
with the renal dialysis units
located in these and other VA
medical centers. In FY 1987,
134 renal transplants were
performed compared with
159 performed during FY
1986. Of the total, 120 were
performed with cadaveric
donor organs; the remaining
donor organs were obtained
from living relatives.

The transplantation of other
organs within the VA system
has been approved on an
individual basis and funded by
Central Office. In FY 1987,
31 liver transplant proposals
were approved. Of these, 14
transplants were completed
at the Preshyterian University
Hospital in Pittsburgh,
Pennsylvania, and 4 others
were completed at three other
university affiliated programs.




The remaining 13 approved
tiver transplants were
swaiting organ donors at the

end of FY 1987. One bilateral
lung transplant was approved
and funded by Central Office

during FY 1987, and two
heart-lung transplants were
approved.

.

Nursing Service

Hospitals throughout the
Nation continue to experience
shortages of nurses. In the
VA, the shortages are most
acute in major metropolitan
areas where many tertiary
care medical centers are
located. However,
recruitment and retention
problems are not confined to

those areas.

The VA is responding actively
to the challenge of the
nationwide nursing shortage.
To become more competitive,
102 medical centers are
using special salary rates for
nurses. These efforts have
aided medical centers
experiencing recruitment
difficulties. Local initiatives
have been developed to
recognize nursing personnel
and assist with retention.
Nursing Service has a major
role on the VA Task Force on
Recruitment and Retention of
Non-Physician Health Care
Workers.

The executive development of
nurse leaders through
preceptorship training for the
positions of Assistant Chief,
Nursing Service; Associate
Chief, Nursing Service for
Education; and Associate
Chief or Supervisor, Nursing
Home Care Unit; continues to
be a priority program for
Nursing Service. Selection of
key nursing personnel is made
Pv using performance-based
interview concepts.

The study and application of
gthical principles are essential
in today’s complex health
care system. Nursing services
address bioethical issues in
orientation and in annual
continuing education
programs. Many VA medical
Center nursing services have
held workshops and
conferences on bioethical
concerns for all levels of

nursing personnel. Nursing
Service is a member of the
interdisciplinary VA Central
Office Task Force on Ethics.

By helping to establish criteria
for renovations and new
construction projects, Nursing
Service has an opportunity to
provide input for the space
planning process for areas
affecting nursing.

Nursing Service is assuming a
leadership role in the care of
patients with AIDS. Nursing
Service participated in the
Department of Health and
Human Services (DHHS)
Invitational Conference on
AIDS and is represented on
the Chief Medical Director’s
Steering Committee on AIDS.
A directory of professional
nurses with expertise in the
care and treatment of AIDS
patients is under devel-
opment. Nursing Service is
also emphasizing continuing
education and support for
nursing personnel providing
care to AIDS patients.

Collaborative endeavors
between chief nurses and
deans of nursing schools are
strongly encouraged by
Nursing Service. Participation
on Deans’ Committees, jointly
sponsored conferences, and
joint appointments are a few
examples of collaborative
efforts that impact on quality
patient care and enhance the
attractiveness of the VA as a
nurse employer.

VA Central Office Nursing
Service continues to maintain
a formal liaison with the
American Association of
Colleges of Nursing and is
reestablishing a relationship
with the National League for
Nursing. Both endeavors have
been joined by the Office of
Academic Affairs.

Leadership and direction in
the nursing care of the aging
veteran have been particular
concerns of Nursing Service.
Academic preparation is a
high priority of Nursing
Service to assure guality
programs for treatment and
rehabilitation of the aged ill,
disabled, and at-risk veteran.
Nursing Service is represented
on two VA Central Office
task forces addressing
intermediate and long-term
care issues.

The VA Gerontologic Nurse
Fellowship Program is a two-
year fellowship for doctoral
candidates in nursing who
have a clinical focus in
geriatrics and gerontology.
Continuing efforts are made
to recruit qualified candidates
into this innovative program.
The goal of the fellowship
program is to alleviate the
VA's critical shortage of
geriatric nurse clinicians,
educators, administrators,
and researchers who are
adequately prepared to
provide leadership in long-
term care to the aging
veteran population.

Nursing Service's Special
interest Users Group (SIUG) is
actively involved in
developing the computerized
nursing information system.
Computerized nursing
information has been divided
into six areas: order
entry/results reporting, clinical
practice, administration,
education, research, and
quality assurance. The
nursing education and
administration automated
data processing package was
released to the field in FY
1987. Currently, the clinical
practice component is being
developed and programmed.
Enhancements to the nursing
package are being released at
six-month intervals.
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Research remains a significant
focus of Nursing Service;
Central Office leadership has
been enhanced. The VA's
Nursing Research Council
(NRC) was formed recently to
ensure that the VA's nursing
research efforts have the
maximum impact on patient
care. It is comprised of a
nurse researcher
representative from each of
the seven regions.

NRC members provide liaison
with other VA medical
centers in their region
regarding nursing research,

advising VACO Nursing
Service about research issues,
and developing strategies to
strengthen the VA’s nursing
research presence
nationwide. One of the NRC
goals is to conduct
collaborative (different and
multiple studies on one topic)
and cooperative (one research
protocol with multiple study
sites) nursing studies in the
VA.

Nursing Service's
commitment to nursing
research ensures that nursing
care for veterans is based on

sound scientific principles.
The Chief, VA Nursing
Research, Psychiatry/Mental
Health, and Career
Development, has been
appointed as an ex officio
member of the National
Advisory Council of the
National Center for Nursing
Research (NCNR). The
Council advises the Secretary
of Health and Human
Services; Director, National
Institutes of Health; and
Director of the NCNR on
programs and directions of
the National Center.

1987 Nursing Awards

The Administrator of Veterans
Affairs honored the most
outstanding registered nurse,
licensed practical nurse, and
nursing assistant at the
presentation of the Third
Annual Administrator’s Award
for Nursing Excellence in VA
Central Office.

® The registered nurse award
was shared by Audrey Dale
and Doris Hadley. Ms. Dale
is coordinator of the
Hemodialysis Unit and
Operating Room at VAMC
Cincinnati, Ohio. She was
instrumental in the
establishment of the
Continuous Ambulatory
Peritoneal Dialysis Program
within the Hemodialysis
Unit. Ms. Hadley is an
infection control nurse and
the nurse manager in the
Infectious Disease Clinic at
the San Francisco,
California, VAMC. She has
developed protocols and
guidelines for AIDS
patients which have
resulted in community-
wide uniformity in patient
treatment.

e The licensed practical
nurse recipient, Ms. Linda
Gruschow, works on the
Spinal Cord Injury Unit at
the Tampa, Florida, VAMC.
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Ms. Gruschow was
honored for her innovative
approaches to improve the
quality of life of patients
under her care.

e Ms. Denise Chopyak,
nursing assistant recipient,
was cited by staff,
patients, and families at
VAMC Wilkes-Barre,
Pennsylvania, for her
compassion.

VA nurses continue to receive
recognition for outstanding
professional contributions.
Ms. Marianne Dunn, Chief,
Nursing Service, VAMC
Buffalo, New York, was
selected as the recipient of
the John E. Foley Award for
Manager of the Year by the
Buffalo Federal Executive
Board. Ms. Jamesetta Halley,
Chief, Nursing Service, VAMC
East Orange, New Jersey,
received the Nursing
Management Award of the
New Jersey State Nurses’
Association.

Bay Pines, Florida, VA
Medical Center was selected
as recipient of the Florida
Nurses’ Association’s Best
Employer Award in the best
new entry category. This
award honors employers who
value and recognize the

contributions of their nursing
staff as quality care
providers.

Ms. Beverly Freeman, Chief,
Nursing Service, VAMC San
Antonio, Texas, was awarded
the Patty Hawken Excellence
in Nursing Award by the
University of Texas Health
Science Center, School of
Nursing at San Antonio.

Mr. Ronald Norby, Associate
Chief of Staff/Associated
Health Professions and Chief,
Nursing Service, VAMC San
Diego, California, was
recently elected to a two-year
term as treasurer and
member of the Governing
Council of Sigma Theta Tau,
nursing’s international honor
society of more than
115,000 members
worldwide. This assures a
continued VA presence as
Ms. Vernice Ferguson,
Deputy Assistant Chief
Medical Director (DACMD) for
Nursing Programs, completed
a four-year term as President-
Elect and President. She is
the first Federal nursing
administrator who has served
as President of two of
nursing’s prestigious
organizations, the American
Academy of Nursing and
Sigma Theta Tau
International.




Radiology Service

Diagnostic Radiology Serv-
ices in the Veterans
Administration performed
over 5.5 million examinations
in FY 1987. The total number
of exams has remained
relatively constant over the
past four years, with
significant continuing
increases in the numbers of
complicated procedures such
as interventional radiography
and computerized
tomographic studies.

Radiation Therapy Services in
the VA treated over 23,000
patients in FY 1987. Two
additional radiation therapy
facilities were activated in FY
1987 for a total of 28
facilities. Growth in the
number of veterans treated
and the number of facilities
for radiation therapy is
anticipated due to the aging
veteran population and the
increase in the incidence of
cancer.

Magnetic resonance imaging
is now functioning in six
medical centers, and
equipment has been
purchased for an additional
eight medical centers. One of
the new systems will be a
mobile unit to service the
medical centers in the New
York City, New York, area.
An additional five systems
were purchased through
high-cost shared equipment

nd

Magnetic Resonance Imaging (MRS) Equipment has been installed at several VA medical

centers.

acquisitions with community
or university hospitals.

An additional 12 Comput-
erized Tomography (CT)
systems were purchased in
FY 1987. CT systems have
now been purchased for 103
VA medical centers, with
several of the larger medical
centers having two systems
to accommodate patient
workloads.

Mammography systems for
breast cancer screening were
purchased for six medical
centers in FY 1987 in
addition to the existing pilot
program at the Minneapolis,
Minnesota, VAMC. One of
the purchased systems is a
fully equipped mobile van to
service the VA medical
centers and a VA outpatient
clinic in the Chicago, lllinois,
area.

Radiology Service and DHCP

DHCP software programs to
computerize the reception,
reporting, and record keeping
functions of radiclogy are
now in place at over 50 VA
medical centers. The
programs will be distributed
to other medical centers and

clinics as the necessary
hardware becomes available.

VA Radiology Services have
experienced increasing
difficulty in the recruitment
and retention of diagnostic
and therapeutic radiologic
technicians during FY 1987.

These positions have been
included for study by a
Recruitment and Retention
Task Force in DM&S, VA
Central Office, which is
concentrating on problems in
recruitment and retention of
nonphysician medical support
personnel in the VA,

Neurology Service

The 86 VA Neurology
Services and neurology bed
sections of Surgical Service -

with 424 staff physicians
and over 2,000 operating
beds - treated over 34,000

VA inpatients in FY 1987.
The four most common
problems treated were
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cerebrovascular disease, (30
percent); dementia (18
percent); epilepsy (18
percent); and neuromuscular
disease (11 percent}.

The number of neurology
house staff was 311. This
represents one-quarter of all
VA and non-VA neurology
residency positions
nationwide. There has been
only a slight decline in the
number of inpatients treated
in the last four years; at the
same time, the VA

outpatient neurology clinic
workload has greatly
expanded. Neurologists have
become increasingly involved
in the care and rehabilitation
of older veterans who suffer
from the common geriatric
cognitive and cerebrovascular
disorders, characteristic of
the Nation as a whole, and of
the Nation's aging veterans in
particular.

Groundwork has been
completed for the installation
of a neuromagnetometer at

the VA Medical Center,
Albuquerque, New Mexico.
This exciting new technology
has been developed in
collaboration with Los Alamos
National Laboratories. This $4
million project will enable
brain function to be uniquely
diagnosed and monitored
through the intact skull,
precluding the need for
invasive neurosurgery. This is
an important advance

available in only a very few
other health care and research
facilities worldwide.

Nuclear Medicine Service

Nuclear Medicine (NM) is one
of 23 medical specialties
available in VA medical
centers which has been
granted the status of a
Primary Medical Specialty
Board by the American Board
of Medical Specialties. The
concept of NM as a modal-

ity is defined as the
measurement and demon-
stration of organ func-

tion, and the discovery of the
functional aspects of disease
well befare structural

anatomic changes are

evident.

in addition to the diagnostic
uses of radionuclides to study
the dynamic and metabolic

processes of disease, the
specialty of NM in the VA
also utilizes in vitro

procedures. These employ the
use of competitive binding,
radioimmunoassay and
immunoassay techniques for
measurement of peptide,
hormones, drugs, and other
biological substances. There
are also therapeutic uses of
radionuclides (radioiodine) in
hyperthyroidism and thyroid
carcinoma. Radiophosphorus
is used in the treatment of
hematologic disorders and
radiolabeled antibody therapy.

Nuclear Medicine Service
continues to participate in the
installation and assessment

of high technology clinical
devices. In addition to the
Positron Emission
Tomography (PET) systems
installed at VAMCs in West
Los Angeles, California, and
Washington, D.C. (in
cooperation with the National
Institutes of Health), three
more PET systems will soon
be installed and operational at
the VAMC Ann Arbor,
Michigan (in cooperation with
the University of Michigan),
VAMC Minneapolis,
Minnesota, and VAMC
Madison, Wisconsin {in
cooperation with the
University of Wisconsin).

Pathology Service

Productivity measurements in
all VA medical center
laboratories were developed
during FY 1987 by
integrating four major
computer data bases and
other statistics concerning
VAMC turnover rates,
outpatient visits, academic
affiliation, and laboratory
functional complexity. The
resultant management tool is
known as the PROLAB Index
and is used by VAMC and
VACO managers to determine
the relative effectiveness of
labor and resource utilization
in each laboratory. Data from
the past three years of
laboratory operations allow
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managers to identify outliers
and provide guidance for
correcting staffing and/or
resource utilization problems.

The lack of standardized cost
accounting principles applied
to laboratory tests has been a
major problem in the past.
Pathology Service has
developed a microcost
accounting system using the
generally accepted principles
of accounting to determine
costs for laboratory tests
performed in VA laboratories.

Data for the top 25
laboratory test costs were
requested by the Quality”

Control Division of the Health
Care Financing Administration
(HCFA) in 1987 to use in a
comparative data base with
actual Medicare reim-
bursements. This method was
also used to develop costs for
tests for AIDS patients

treated in VA medical

centers, and is currently the
basis for new cost accounting
standards developed by the
National Committee for
Clinical Laboratory Standards.

Pathology Service is currently
accumulating test cost data
for all tests performed in VA
medical centers. The first



approach has been to analyze
the costs for the 50 most
common tests performed in
all VAMCs. The ultimate goal
is to provide cost data for

patterns (profiles) of tests
chosen by senior VA
physicians for the most
common diseases treated in
VAMCs. The test profile data

will be obtained from the
VA's Laboratory Disease
Related Group/Diagnostic
Patterns of Care Delphi study.

Laboratory Service and DHCP

The DM&S Decentralized
Hospital Computer Program
(DHCP) Version 4.06 of the
laboratory software will be
verified and released in FY
1988. Distribution will then
be made to all seven
Information Systems Centers
for replication and distribution
by these centers to the VA
medical centers in their areas
of jurisdiction.

Version 4.06 includes the
Blood Bank module and
enhanced versions of
Anatomic Pathology and
Microbiology. Blood Bank
training was held at the Long
Beach, California, Regional

Medical Education Center in
September 1987. The class
included seven blood bankers
and seven laboratory
information managers. These
individuals will provide
assistance to the medical
centers within their regions.

Priorities set by the
Laboratory Service Special
Interest User Group {SIUG)
include:

@ release and maintenance of
Version 4.06;

@ cumulative redesign and
reference ranges;

e bi-directional
communication and
automated instrument
interfacing; and

e enhanced utilization of
management information
systems capabilities.

Full implementation of
Laboratory Service DHCP is
defined as 100 percent of
results reporting through
DHCP for chemistry,
hematology, and
microbiology. By the end of
FY 1987, 98 percent of
Laboratory Services in VA
medical centers had
accomplished this goal.

Quality Assurance and Laboratory Accreditation

As of the end of FY 1987, VA
Laboratory Services enrolled
in the College of American
Pathologists (CAP) Laboratory
Inspection Program were
inspected and fully
accredited. Two programs

which failed to pass
inspection have taken
corrective action and are
being reinspected. Laboratory
accreditation by CAP is
recognized by the Joint
Commission on Accreditation

of Healthcare Organizations in
lieu of the Commission’s own
evaluation process for the
accreditation of VA medical
center laboratories.

Dentistry

The VA manages the largest
hospital-based dental care

system in the United States,
operating dental facilities and
providing full-time staff at all
VA medical centers and at a
number of outpatient clinics.

Prior to 1987, the VA had
restricted the use of dental
implants, considering them an
experimental modality.
Implants are now authorized
as a clinical treatment option
by appropriately qualified VA
Dental Service personnel and
for carefully selected cases.

Facilities providing dental
Implants are participating in
the VA Dental Implant

Registry, which provides a
means for systemwide
gathering of clinical,
diagnostic, and therapeutic
data pertaining to the efficacy
of dental implants. The data
will be coded, filed in the
Registry, and selectively
retrieved for educational and
research purposes.

The Registry will allow
detailed analysis of the
numbers and types of
implants, their degree of
success, and information on
outcome trends based on
patient and implant
characteristics. Clinically, this
will also assist VA Dental
Services in the appropriate

use of implants and guide
educational efforts as well as
add to specific information
about the techniques
involved. The institution of
the VA Dental Implant
Registry makes this effort the
sole noncommercial national
source of data on dental
implant technology.

During this fiscal year, a
second class of 12 dental
auxiliaries completed a four-
week course in expanded
functions at the Eastern
Dental Education Center in
Washington, D.C. The
participants, already
experienced employees, were
given training in procedures
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specifically applicable to VA
dental clinic operations. A
portion of the course was
devoted to concurrent training
of the dentist supervisors
who work in tandem with the
auxiliaries for more efficient,
cost-effective dental care.

Dental Services at 96 VA
health care facilities are now
involved in sharing
agreements with non-VA
institutions or organizations.
The largest number of
agreements are with
Department of Defense units
and generally involve dental
treatment of military
personnel on assignments
remote from a military base,
or x-ray examinations of
reserve unit personnel. Most
of the other agreements are
with schools of dentistry and
involve the sharing of
specialized equipment or
services.

The latest class of five VA-
trained dentist geriatric
fellows completed their two-
year program in June 1987.
Of the 20 graduates, 16 are
currently employed by the
VA, 14 on a full-time basis.
These dentist geriatricians
formed the cadre of
examiners that completed a
survey of oral health needs of
patients in VA nursing homes
in FY 1987. They will also be
involved in the detailed
analysis of the findings in this
valuable study. As witnessed
by the selection of three VA
dentists to a nine-member
American Association of
Dental Schools (AADS)
committee on geriatric
education, the VA continues
its national leadership in
geriatric dentistry.

Graduate geriatric fellows,
with other VA dental staff
and representatives from
nursing, dietetics, and
medicine, participated in an
Office of Dentistry task force
that addressed the oral health
needs of veterans in VA long-
term care programs. One
product of their deliberations
is a program guide, "'Oral
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Health Guidelines for Long-
Term Care Patients,”’ that
was published and distributed
to all VA health care facilities.
The publication offers
guidelines on the appropriate
interdisciplinary measures to
treat and maintain the oral
health of these patients.

VA Dentistry, in collaboration
with the National Institute on
Aging (NIA) and the National
Institute of Dental Research
(NIDR), has produced the
widely disseminated
publication, "'A Research
Agenda on Oral Health in the
Eiderly.” Since production of
the research agenda,
discussions among the three
organizations have focused
on implementing research
identified in the agenda and
relevant to the objectives of
the three organizations.

As FY 1987 ended, plans
were concluded for an NIH
supported project for
establishing Centers on Oral
Health in Aging. Funding
would support up to four
academic/VA medical center
consortia to expand and
improve the scientific base
that underlies the Nation’s
capability to address oral
health problems in the elderly.

These excellent research
environments will provide
challenging opportunities for
research and research training
at all levels of career
development, and are
expected to attract
investigators of proven quality
as well as novices with high
potential. The creation of
these centers will highlight
Federal cooperation regarding
high priority national research
interests in the oral health of
the elderly.

With the impact of hepatitis
and AIDS on the VA patient
population, dental personnel
have an increasing awareness
of infection control
procedures. In that context,
the VA sponsored a
symposium on infection
control in dental practice and

distributed a report of the
proceedings to all VA medical
centers. Additionally,
representatives of VA
Dentistry, the American
Dental Association, Centers
for Disease Control, and the
National Institute for Dental
Research began a
collaborative project on the
development of educational
material relating to
appropriate infection control
procedures in the dental
setting. It is anticipated that a
series of video tapes with
accompanying written
material will be produced in
the forthcoming fiscal year.

In a similar vein, repre-
sentatives of the Dental
Services of VAMCs having
the highest AIDS patient
census met to exchange
information on the oral
manifestations of HIV
infection, to develop and
implement an oral surveillance
procedure, and to explore the
potential of cooperative
dental research.

A program guide, *'Quality
Assurance Program for
Dentistry,”” published in FY
1987, will serve as a
prototype for the quality
management programs of
dental services at VA health
care facilities. The
recommended program
consists of a four-phased plan
of assessment, problem
resolution, implementation
followup, and overall program
evaluation. On this basis,
Chiefs of Dental Services are
to continuously monitor the
quality and appropriateness of
care within their jurisdictions.

To assist in the overall
management and staffing
evaluation program for the
Office of Dentistry, a health
systems research center was
established at the VA Medical
Center, Miami, Florida. The
center’'s role is to develop
decision support technologies
for management in such areas
as workload projection and
staffing patterns, based upon
computer modeling of



essential data bases. The
information gained from this
innovative research program
will be invaluable for VA
dentistry’s long-range
forecasting and planning
capabilities.

At their annual meeting held
in San Antonio, Texas, the
Association of Military
Surgeons of the United States
(AMSUS) awarded the Carl A.
Schlack award to Dr. Krishan
K. Kapur, the Chief of Dental
Service at VAMC Sepulveda,
California. The Schlack award
recognizes outstanding
contributions to dental
education or research. A

prosthodontist and a former
professor of oral biology, Dr.
Kapur has contributed
significantly in several
research areas, including
interrelationships of
prosthodontic factors,
normative aging of oral
tissues, application of
craniofacial anthropometric
standards to clinical
prosthodontics, and
endosseous dental implants.

As shown in the
accompanying table,
126,365 outpatient staff
cases were completed by VA
dental staff, representing a 5
percent increase over FY

1986. A b percent decrease
in the number of VA patients
seen by private sector
dentists over the previous
year also took place, resulting
in a cost avoidance of
approximately $900,000 in
fee-basis funds.

In comparison to the dramatic
fee-basis reductions
experienced in previous fiscal
years, the decrease in FY
1987 over FY 1986 was a
moderate one. It appears that
this program has stabilized,
and it is estimated that
expenditures will remain
relatively constant in the
short range.

Dental Service Outpatient Program

Item FY 1987 FY 1986 FY 1985 FY 1984 FYy 1983
Staff and fee cases
Total completed 146,477 141,944 139,455 135,556 138,534
Staff cases completed 126,365 120,792 116,867 111,643 107,653
Yearly change +5,673 +3,925 +5,224 +3,990 +9,885
Percent change +5 +3 +5 +4 +10
Fee cases completed 20,112 21,152 22,588 23,913 30,881
Yearly change —1,040 -1,436 -1,325 -6,968 -21,018
Percent change -5 -6 -6 -23 -40
Funds obligated $10,300 $11,200 $12,600 $13,330 $16,954
(thousands)
Yearly change -$ 900 -$ 1,400 -$% 730 -$ 3,624 -$13,694
{thousands)
Percent change -8 -11 -5 -21 -45

Rehabilitation Medicine Service’

The Department employs a
cadre of over 4,000
physicians, professional
rehabilitation therapists, and
allied health technicians to
provide a broad spectrum of
rehabilitation services to
eligible veterans at all VA
medical centers and most
satellite outpatient clinics. By
expanding the number of
Rehabilitation Medicine bed
services in VA medical
Centers to 63, there is now a
total of 1,400 designated

—_—

rehabilitation medicine beds.
DMA&S continues to
emphasize rehabilitation in the
ambulatory care mode for
treating disabilities of the
veteran outpatient population.

Renovation of existing
outpatient clinics and
planning for new clinics
require that additional space
be planned for special
activities of daily living and
orthotic/prosthetic
evaluations. These spaces

also must accommodate
exercise instruction,
cardiopulmonary reha-
bilitation, and followup
rehabilitation care for
veterans who no longer
require inpatient care.

In response to the
recommendation of the VA
Advisory Committee on
Rehabilitation, the VA case
management program has
been revitalized by reissuing
program directives and

! This information is provided in compliance with section 618 fc)(3), title 38, U.S.C.
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updating reporting systems
for vocational case managers
at all VA medical centers.
Increased DM&S efforts to
coordinate more closely with
the Department of Veterans
Benefits and case managers
at VA regional offices are
intended to make vocational
services, including evaluation,
training and placement, more
readily available to eligible
veterans.

The VA's five Comprehensive
Rehabilitation Centers (CRCs),
located at the medical centers
in Boston, Massachusetts;
Northport, New York; Tampa
Florida; Hines (Chicago),
\linois; and Palo Alto,
California, were established in
1980-82 to provide models
of rehabilitation excellence
for complex-case, multi-
disabled veterans. VACO
Rehabilitation Medicine
Service is currently
undertaking an indepth
evaluation of the CRC
concept to determine future
needs for this approach to the
treatment and rehabilitation of
veterans.

Two statutory VA therapeutic
work-for-pay programs are
incentive Therapy (IT) and
Compensated Work Therapy
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(CWT). The purpose of these
programs is to provide
therapeutic work
rehabilitation for inpatients
and outpatients in order to
induce motivation, heighten
self-esteem, create new
interests, and break
regressive institutional
patterns.

A major focus this year has
been an integrated approach
between Rehabilitation
Medicine Service and Mental
Health and Behavioral
Sciences Service to expand
the IT and CWT programs t0
meet the needs of chronically
mentally ill veterans. In FY
1987, nearly 5,300 patients
at 43 medical centers were
provided services in the
Compensated Work Therapy
program. These patients were
paid a total of nearly $2
million (out of the Therapeutic
and Rehabilitation Activities
Fund) and worked a total of
825,000 hours.

Incentive Therapy programs
at 87 medical centers
provided earnings of nearly
5 million for 23,500
veterans during the fiscal
year. These programs
involved the assignment of
patients to in-hospital work

situations, such as grounds
maintenance, laundry and
kitchen helpers, and patient
escorts.

Specialized training for
severely handicapped
veterans continued through
the VA driver education
program. A total of 3,400
veterans were referred to
driver training programs at 39
medical centers during FY
1987, where nearly two-
thirds of the candidates
successfully completed the
program. Over 31,000
veterans have benefited from
this program during the 11
years of its existence. Nearly
340,000 hours of driver
training have been provided
to patients. There has been
little change over the years n
the types of disabilities of
individuals enrolled in this
program; 30 percent have
had spinal cord injuries, 22
percent have had strokes, 20
percent are amputees, and 28
percent had other disabilities.
The program’s primary
effectiveness is in helping the
severely disabled veteran
regain independence and
mobility in daily life.

Audiology and Speech Pathology Service

During FY 1987, nearly
684,000 patient visits were
reported by 141 VA
audiology and speech
pathology programs
throughout the VA system.
This represents a 4 percent
increase in patient visits over
1986. The number of hearing
aids issued to eligible
veterans during FY 1987 also
increased. More than 56,000
hearing aids were issued, for
an increase of more than
8,000 hearing aids over last
year. The average cost of a
hearing aid to the VA
increased to $168 - a $6
increase over 1986.

With the assistance of the
VACO Continuing Education

~ A

Center, training using the
team approach for dysphagic
patients has been given to 12
medical center teams. It has
been shown that the
prevalence of dysphagia, or
swallowing disorder, occurs in
slightly more than 20 percent
of hospitalized veterans. If
not treated, dysphagia can
lead to aspiration pneumonia
and death. The treatment for
dysphagia requires a team
approach. The teams
participating in this training
are selected on the basis of
each medical center’s
response to the video tape,
“‘Dysphagia: A Team
Approach.”’ Trained medical
center teams are given the
added responsibility of serving

as a resource for facilities
that are seeking assistance in
initiating or enhancing
dysphagia programs. In
addition, a desk reference
that will be of great
assistance to all professionals
interested in dysphagia is
nearing completion, and video
tapes on the diagnosis and
treatment of dysphagia will
soon be available for
information and training.

Under the auspices of the VA
Rehabilitation Research and
Development Service (RR&D),
a demonstration project was
initiated to place
communication assistive
devices on a nationwide
computer network.



Communication assistive
devices will be made available
to speech and/or hearing
impaired veterans to allow
them to function better in
everyday life situations. A
considerable number of these
devices are available. Through
the demonstration project
made available by RR&D,
these assistive devices will be
formally evaluated for their
usefulness to the veteran
population. The evaluations
and complete descriptive
material on each device will
then be placed within
communication assistive
categories on a nationwide
computer network and will be
made available for VA clinical

use. If the demonstration
project is successful, the
networked system will be
expanded to other interested
public and private health care
agencies.

The use of personal
computers for the clinical
treatment of speech and/or
language disorders is
providing significant
assistance to the professional
speech pathologist. The key
to the personal computer
becoming a clinical tool is the
development of software that
is both adaptable and useful
to the categories of adult
veteran patients seen by the
VA health care system.

Software is now available
which allows the patient to
easily supplement audiology
and speech pathology
services which are currently
provided. Although it was
first contemplated that the
use of a personal computer
keyboard would be a barrier
to adults who could not type,
it is now apparent that this is
not true. Veteran patients are
highly motivated when using
a computer in their own
treatment. Use of the
personal computer as
nondedicated clinical
equipment is now a reality
among VA audiology and
speech pathology patients.

Optometry Service

As in previous years, the
! VA's Optometry Service
: provided services for an
: increased number of eligible
veterans. Most of these
services were provided on an
outpatient basis, but a
significant number of
inpatient treatments were
also provided to hospitalized
veterans in conjunction with
ophthalmology and other bed
section services.

I

Eve care of the aging veteran
continues to be a major
‘ emphasis of the Optometry
 Service. Due to the rapid
 Increase in the numbers of
mveterans, and the
d ‘ated ocular problems
- Which accompany aging,
e has been an increase in
umber of patient visits
m_‘netry clinics.

2lry Service continues
asize the care of
patients, and, in
¢ ’ the partially sighted
an. Efforts to
atditional Vision
Centers to
emaining Sight

G meet this need
2YEe care are

FY 1987,

velghted work
UNosis related

groupings (DRGs} in
reallocation demonstrates the
cost-effectiveness of
optometric care. The analysis
of DRG and weighted work
units from VAMCs with

eye clinics staffed by
ophthalmologists and
optometrists (co-management
eve clinics) shows that such
eye clinics are highly cost-
effective. As a result, during
1987, several VAMC
directors added Doctors of
Optometry to their staffs and
moved toward team delivery
of eye care at their facilities
with optometrists providing
triage and primary eye care.

Teaching affiliations between
VAMCs and schools and
colleges of optometry have
continued. To date, there are
51 residents at 33 different
VA medical centers.
Approximately 80 optometry
interns receive training at 40
different VAMCs at any given
time. The VA has therefore
developed into a national
educational resource for

the clinical training of
optometrists.

In line with other quality
assurance efforts within the
VA, the Optometry Service
has initiated an arrangement
with the American Optometric

Association’s Council on
Clinical Optometric Care
(CCOC). VAMCs affiliated
with schools and colleges of
optometry are currently
evaluated and accredited by
the council on optometric
education of the American
Optometric Association. The
CCOC has begun site visits
and will certify those
Optometry Services at
VAMCs which are not
affiliated with schools or
colleges of optometry. The
CCOC is recognized by the
Joint Commission on
Accreditation of Healthcare
Organizations (JCAHQ); its
accreditations will qualify VA
programs for JCAHO
approval.

VA staff optometrists, many
of whom were trained as
residents by the VA, continue
to contribute to optometric
research. A sizeable
percentage of the articles
published in the major
optometric journals in the
past year have been written
by VA optometrists. A review
of articles published in FY
1987 in the Journal of the
American Optometric
Association shows most
contributors of articles were
VA staff optometrists. VA
optometrists this year also

35



authored numerous papers
and developed a variety of
case presentations for the
annual meeting of the
American Academy of
Optometry.

Medical District Initiated
Program Planning (MEDIPP)
guidelines contain specific
program guidance for
optometry, stressing the
importance of establishing

regional VICTORS programs
and specialty clinics in each
district. With the aging of the
veteran population, greater
use of interdisciplinary eye
clinics will result in the

VA providing more
comprehensive and cost-
effective eye care.

This year marks the 10th
anniversary of VA Optometry
Service. The VA has

pioneered in the successful
integration of optometry
staff and services into
comprehensive medical
centers. VA has attracted a
cadre of highly talented
Doctors of Optometry, who
now hold faculty
appointments at many of the
Nation’s schools and colleges
of optometry and provide
training to optometry interns
and residents.

Podiatry Service

During 1987, the Podiatry
Service worked in VA medical
centers and clinics nationwide
in the expansion of patient
care podiatric programs, with
particular emphasis on foot
care for the aging and
seriously disabled veteran.

Podiatry Service in VA
Central Office, in conjunction
with the Podiatry Service, VA
Medical Center, Montrose,
New York, sponsored the
Sixth Annual Podiatric
Medicine Seminar. The
emphasis of the seminar was
the diabetic and peripheral
vascular disease patient and
the importance of the
podiatrist as a core member
of the patient treatment team
in VA health care facilities.
Over 400 podiatrists and VA

health care professionals
attended this seminar. A
scientific meeting with all
residency directors was held
in Minneapolis, Minnesota, in
May 1987, presenting many
matters of common concern.

Podiatric student training
programs in the VA continue
to attract large numbers of
candidates from colleges of
podiatric medicine. During
1987, 35 VA medical centers
Sponsored podiatric residency
programs for 110 residents,
an increase of 26 over 1986.
The Department of Defense
maintained sharing
agreements with several VA
medical centers for training
podiatrists in post-doctoral
education.

Many VA podiatrists serve on
the VA's Special Teams for
Amputation, Mobility, and
Prosthetics/Orthotics
(STAMP). These teams
provide concentrated services
to severely disabled veterans.
Podiatry Service has also
established new programs for
the foot care of spinal cord
injured patients. Podiatric
research projects are also
underway on diabetic foot
disease and peripheral
vascular disease. Each project
is sponsored by the Podiatry
Service of the individual VA
medical center in conjunction
with the VA Medical and
Surgical Services and their
respective affiliated medical
colleges.

Prosthetic and Sensory Aids Service

The Prosthetic and Sensory
Aids Service (PSAS) provides
appliances, devices, and
services to eligible disabled
veterans through a network
of 21 Prosthetic Treatment
Centers, 82 Prosthetic and
Sensory Aids Services, 82
Amputee Clinic Teams, 55
Prosthetic/Orthotic
Laboratories, 11 Restorations
Clinics, 6 Shoe Last Clinics,
and 8 Special Teams for
Amputation, Mobility, and
Prosthetics/Orthotics
{STAMP). During FY 1987,
direct patient care services,
with a budget of
approximately $96 million,
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were provided to more than 1
million veterans.

Examples of the largest
numbers of items distributed
in FY 1987 are provided in
the following chart:

During FY 1987, Prosthetic
and Sensory Aids Service
provided assistance to the
Department of Defense in
reviewing the Defense
Logistics Agency’s operation
of the Armed Services Shoe

ltems Number Total Cost
Eveglasses 106,778 $ 3,403,129
Hearing aids 56,053 9,413,163
Braces 37,091 3,985,715
Wheelchairs 30,089 14,553,021
Shoes 27,736 1,349,437
Aids for the blind 19,018 1,274,782
Artificial limbs 10,119 17,591,777




Program. In coordination with
Rehabilitation Research and
Development, clinical
evaluations of the Seattle
Ankle and the Synergetic
Hook are being conducted.
An expanded comparative
analysis of Prosthetic
Activities, Orthotic
Laboratories, and Restorations
Clinics was completed which
produced guidelines for use
by field facility management
in such areas as workload,
costs, productivity, and
earned FTE. A computerized
edit system to identify and
correct errors in reporting by
the field was implemented.

In FY 1987, revised
regulations to implement
Public Laws 97-66, 98-528,
and 98-543 to update
automotive adaptive
regulations were drafted. The
revised regulations define
Department of Veterans
Benefits and Department of
Medicine and Surgery
responsibilities in
administering the adaptive
equipment program, and
provide guidelines for the
issuance of special devices to
overcome the handicap of
deafness.

Comprehensive training of

prosthetists in the latest
fitting technigues was
completed. Restorations
technicians participated in a
continuing education seminar
held in conjunction with the
American Anaplastology
Association. An evaluation of
the effectiveness of the
Prosthetic Representative
Management Training
Program was undertaken, and
comprehensive training has
been scheduled for Chiefs of
Prosthetic and Sensory Aids
Service, orthotists,
shoemakers, and for all
regional amputee clinic teams.

Dietetic Service

During FY 1987, more than
77 million meals were served
in VA health care facilities at
{ a cost of $1.22 per meal, an
increase of 2 cents per meal
i over FY 1986. A gradual
\ decrease in meals served is
attributed to changes in
eligibility for gratuitous meals.

VA regional dietetic
coordinators continue to

. provide advice on
administrative and clinical
issues; serve as resource
ltaisons for food temperature,
meal pattern, and productivity
studies; and provide current
information to facilities
through a quarterly newsletter
and periodic conference calls.

- Guidelines on the appropriate
use of nutritional supplements
. Were distributed to all VA

)l!gdicaf centers in 1987. In

cial supplements was
ad for use by the VA

aries and generic
. are encouraged in
[ - 23t of cost

} .?,.85 production

-ﬂ_\nre effectively.
tion of the '“cook-
T in selected VA

facilities reduce food and
labor expenses while
improving the quality of
dietetic services provided to
VA beneficiaries.

Operational programs of
dietetic software are
developed and ready for
implementation in fiscal year
1988. VA dietetic software
programs were presented at a
computer exchange program
at the national American
Dietetic Association (ADA)
meeting in Atlanta. Clinical
management integration is
under development and is
planned for testing early in
1988. Data are currently
being collected to update the
pre- and post-implementation
study to document the cost-
effectiveness and benefits of
software operation. Results of
the continuing education
center needs assessment
indicate that computer
training is the top priority of
dietitians in VA medical
centers. Twenty-seven
dietitians (one per VA medical
district} participated in a
one-week facility trainer
training program at the South
Central Regional Medical
Education Center.

A total of 14 newly
appointed Chiefs, Dietetic
Service, and 11 Chiefs, Food

Production and Service,
received specialized training
to enhance administrative
knowledge and management
skills. Many VA Chiefs,
Dietetic Service, attending the
ADA Annual Meeting
discussed ‘‘cook-chill”’
systems, quality assurance,
resource allocation
methodology, and cost-
benefit/cost-effectiveness of
nutritional care. The VA
supports 13 dietetic
internship training programs
which prepare college
graduates for credentialing
and the practice of nutrition
and dietetics. The primary
goal of this internship
program is to recruit highly
qualified dietitians into the VA
medical care system.

This year, at the 10th annual
meeting of the Clinical
Nutrition Advisory Group,
emphasis was given to
nutrition support team
training, home total parenteral
nutrition, enteral nutrition
support, and standards for
nutritional care, including
medicolegal and ethical
considerations.

Dietetic Service also
participated in writing the
nutrition component of a VA
program guide produced by
Dentistry Service, entitled
’Oral Health Guidelines
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for Long-Term Care
Patients.”’

The incorporation of dietetics
principles into the care and

treatment of veterans
experiencing Post-Traumatic
Stress Disorder (PTSD),
homelessness, and mental
health and behavorial

problems, is a focus of
concentration for Dietetics
personnel in the VA
nationwide.

Pharmacy Service

During FY 1987, major
challenges confronting
Pharmacy Service were in the
areas of improving drug
procurement activities,
through consolidated and
standardized procurement;
continued computerization of
outpatient and inpatient
pharmacy programs; and the
recruitment and retention of
pharmacy personnel. FY
1987 was also the beginning
year for the development of
VA Pharmacy Services’
clinical economics programs.
This creative initiative is
designed to educate all VA
pharmacists in the overall
DM&S resource alloca-

tion process of which
expenditures for phar-
maceuticals constitute a
major portion. This program
encourages VA medical
center officials to create and
implement clinical strategies
which will provide quality
drug therapy at an affordable
price.

Approximately 53 million
prescriptions for ambulatory
patients were dispensed from
225 VA pharmacies in FY
1987. In addition, nearly 300
million inpatient medication
doses and approximately 12
million intravenous and total
parenteral nutrition solutions
were prepared and
distributed. The acquisition
cost for drugs and
pharmaceuticals was
approximately $607 million.

At the end of the fiscal year,
total unit-dose medication
systems were funded for 123
VA medical centers and over
63,000 beds. The program
has resulted in a reduction in
potential losses, lower
probability of medication
errors, less potential for
diversion of drugs to street
traffic, savings in nursing
time devoted to medication
activities, and complete
medication profiles on
inpatients.

The Veterans Administra-
tion/Department of Defense
Shared Procurement Pro-
gram continues to expand,
resolving contract differences
when they occur between the
agencies. Joint efforts are
concentrated on the
standardization of
pharmaceutical description,
nomenclature of items, and
improvement in procurement
efficiency and effectiveness.

Recruitment and retention of
pharmacists continues to be
an important priority issue,
The problems encountered in
hiring pharmacists were once
restricted to certain
geographic locations. The
availability of pharmacists is
rapidly becoming a
nationwide issue with a
shortage of professionals that
is expected to extend into the
next decade.

Mental Health and Behavioral Sciences Service

Mental Health and Behavioral
Sciences Service (MH&BSS)
provides a broad spectrum of
psychiatric and psychological
inpatient, ambulatory, and
alternative care services to
eligible veterans. Existing
mental health programs, as
well as some new ones in
developmental stages, are
designed to provide the most
effective care to patients in
the least restrictive
therapeutic setting.

The VA's mental health
services are provided by
psychiatry and psychology
programs. During FY 1987,
132 Psychiatry Services and
145 Psychology Services
provided direct patient care
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and mental health treatment
to veteran patients in VA
medical centers and
outpatient clinics. During the
past fiscal year, 24 percent
of the VA’'s direct inpatient
medical care appropriation
was dedicated to the support
of general and specialized
inpatient MH&BSS programs,
including the 103 alcohol
dependence treatment
programs and 51 drug
dependence treatment
programs. Inpatient services
were provided in over
22,000 average operating
psychiatric beds. The bed
occupancy rate was 73
percent, and the average
monthly turnover rate was 96
percent. The VA treated over

207,000 psychiatric patients
in FY 1987 with an average
daily census of 16,500.
Committed psychiatric
patients treated by the VA
during the fiscal year totaled
almost 14,000. On any given
day, an average of nearly
2,000 veterans were
provided psychiatric care as
involuntarily committed
patients.

In the past six years, the
number of average operating
psychiatric beds has
decreased by 6.5 percent,
and lengths of stay for
episodes of inpatient care
have been shortened with
increased emphasis placed on
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psychiatric care in outpatient
settings.

In FY 1987, the VA utilized
over 10 percent of the VA's
direct care outpatient medical
resources in the provision of
ambulatory mental health
treatment. These services
were provided in 36 day
hospital programs, 74 day
treatment centers, 170
mental hygiene clinics, and
the outpatient components of
the 103 alcohol dependence
treatment programs and 51
drug dependence treatment
programs.

Mental hygiene clinics (mental
health clinics) are the basic
units in the delivery of
ambulatory psychiatric care
within the mental health care
delivery system. These
programs provide primary
care for patients whose
mental health problems can
be resolved and stabilized
within the community and
‘ provide essential aftercare for
patients following a period of
hospitalization. For many

patients, these programs offer

treatment to obviate the need

nygiene clinics are designed
10 provide direct services
including all modalities of
modern mental health

for hospitalization. The mental

VA Psychiatric Percent
Bed Sections FY 1987 FY 1981 Change
Average Operating 22,482 24,045 -6.5
Beds
Average Daily 16,489 20,490 -19.5
Census
Admissions 177,253 157,933 +12.2
Average Monthly
Turnover Rate 96.3 66.7 +44.4
(percent)
Patients Treated 207,142 184,903 +12.0

assessment and treatment,
short of hospitalization.
During FY 1987, nearly 1.7
million visits were made to
mental hygiene clinics.

Day treatment centers are
designed to maintain chronic
psychiatric patients at
relatively stable levels of
functioning within the
community. These programs
provide a supportive learning
environment for patients
having chronic psychiatric
illnesses and difficulties with
community adjustment,
interpersonal relations, and
vocational or educational
problems. During FY 1987,
over 700,000 visits were

made to VA day treatment
centers.

Day hospital programs are the
most labor-intensive
ambulatory psychiatric care
programs. They provide a
specialized form of care that
falls between full
hospitalization and the more
traditional models of
ambulatory care. These
programs are designed to
assist the veteran in avoiding
full hospitalization and in
maintaining community ties.
During FY 1987, nearly
135,000 patient visits were
made to day hospital
programs.

DM&S operates 103
Specialized Alcohol
Dependence Treatment
‘ograms (ADTPs) and 51
Dependence Treatment
yrams (DDTPs). These
lalized medical programs
ide for the care and

ent of eligible alcohol

T drug dependent

5 Were treated in
alcoholism
units. The bed
Tate was 82

[ Aicuhol and Drug Dependence Treatment Programs

1.9 million patient days of
care were provided. Within
the outpatient treatment
components, there were
nearly one-half million patient
visits during FY 1987.

The specialized DDTPs
provide treatment to veterans
with a wide variety of drug
abuse and dependence
problems, including opiate
and cocaine dependency. The
total number of inpatients
treated for drug dependence
during FY 1987 was 29,000.
Of these, over one-half of the
patients were treated in DDTP
beds. The average monthly
turnover rate in the DDTPs

was 139 percent. The bed
occupancy rate was 94
percent for 934 operating
DDTP beds. There were over
940,243 outpatient visits for
drug dependence treatment.

The VA conducts an
extensive program of
alcoholism and drug abuse
research through individual
and cooperative (multi-
hospital) studies. In addition,
physician training in
substance abuse and
alcoholism is provided
through an initiative involving
a two-year university
affiliated fellowship training
program offered at six VA
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medical centers.

With the passage of Public
Law 96-22 in FY 1980, the
VA was given the authority to
contract with non-VA
community halfway houses
for rehabilitation services for
veterans with alcohol and/or
drug abuse dependence
disabilities. Public Law
99-166 extended that
authority through FY 1988.

During FY 1987, Public Law
99-570 permitted an increase
from the $5.4 million
straight-line budget level of
the past four years, to nearly
$13 million. Although this
budget augmentation was
limited to FY 1987, it
permitted temporary and
substantial increases in the
number of veterans served by
such outplacements.

During FY 1987, 6,293

veterans were placed into
non-VA contract programs for
60 to 90 days of halfway
house care. More than 330
halfway house contracts with
94 VA medical centers were
in effect at the close of FY
1987. An evaluation study of
this contract program, with
special attention to its cost
benefits and treatment
effectiveness, is currently
being conducted.

Post-Traumatic Stress Disorder (PTSD)

Veterans of World War I, Korea, and particularly Vietnam, with psychological,
emotional, or vocational problems related to their experiences in a war zone, receive
treatment at VA medical centers and outpatient clinics. The Chief Medical Director’s
Special Committee on PTSD in its third annual report noted that over 19 percent of all
Vietnam era veterans in outpatient mental health programs and 23 percent of all 3
Vietnam era veterans seen in Vet Centers were diagnosed as having PTSD. The :
Committee also reported that 30 percent of all PTSD cases treated in VA medical
center outpatient programs affected veterans outside the Vietnam era (22 percent
from World War Il, 5 percent from the Korean conflict).

PTSD treatment teams are operational at 14 VAMCs. These teams have been
established to provide care for PTSD through inpatient consultation and outpatient

work, to coordinate care with local Vet Centers, and to promote education on PTSD
within and outside of the medical center.

Initiatives in VA Psychiatric Care

VA care for veterans suffering
from chronic psychiatric
disorders has traditionally

World War Il veterans.
Implementation of the means
test legislation has provided

limited coverage for treatment
of mental illnesses.

Consequently, more veterans
are turning to the VA for
care. In response to this
situation, the VA has begun
to explore innovative and
creative approaches to
providing psychiatric care to
veterans.

been bed-based, long-term,
and characterized by multiple
rehospitalizations. In the past
several years, the VA's
mental health care system
has experienced an increasing
demand for care for aging

an increased assurance of
care for eligible veterans in
financial distress. State
mental health programs have
experienced declining financial
support, and most health
insurance providers have

Alternatives to Inpatient Psychiatric Care

In early FY 1987, the VA funded a major pilot project in the northeastern region of
the country to examine the possibilities for changing the patterns of VA psychiatric
care. Several approaches are designed to provide alternatives to inpatient care. The
alternative care approaches developed for this pilot program are clustered into the
following groups: (1) patient tracking or case management after discharge to ensure
connection with aftercare; (2) clinic-based treatment in non-VA facilities that are
nearer to veterans’ homes; (3} psychiatric care provided in residential settings by
moabile treatment teams; {4) intensive residential treatment; and (5) VA outpatient
care, including day care activities in satellite locations.

A goal of the pilot program is to improve the cost-efficiency of VA psychiatry services
by using inpatient services more efficiently. This is accomplished by using a more
suitable array of therapeutically effective alternative programs for patients who have
traditionally received long-term care in inpatient settings.
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Homeless Chronically Mentally Il (HCMI) Veterans Program

Mental Health and Behavioral
sciences Service launched a
major new treatment initiative
for homeless chronically
mentally ill veterans during FY
1987 under the authority of
public Law 100-6, as
amended by Public Law
100-71. These laws
authorize the VA to provide
care for HCMI veterans
through contracts with non-
VA community-based
programs such as halfway
houses, therapeutic
communities, and other
psychiatric residential
treatment programs.

Community-based facilities
have been developed through
public and private efforts to
meet the needs of many
homeless citizens for

residential care, which is
intermediate between the
hospital and the streets,
public shelters, and missions.
These community-based
facilities provide transitional
treatment and support, prior
to reentry into community
life.

A second component of this
program involves outreach
services to HCMI veterans.
VA case finding and
treatment teams have been
established to collaborate
with existing volunteer and
other community homeless
task forces and coalitions.
Treatment team members
serve as case managers for
HCMI veterans, reaching out
to contact these veterans in
shelters and on the streets.

They then coordinate their
care in the community
residential treatment facilities
with which the VA has
developed contracts.

Forty-three sites for the care
of HCMI veterans were
activated throughout the VA
medical care system during
FY 1987. To date, 41 of
these sites have established
contracts with 117
community-based psychiatric
residential treatment facilities.
As of the end of September
1987, nearly 1,000 veterans
have been provided residential
treatment and rehabilitation
services, and over 6,000
homeless veterans have been
contacted by the VA outreach
staff and offered VA services.

Geriatric Psychiatry

With the average age of the
veteran population increasing,
the VA is focusing attention
on the psychiatric and
emotional problems
associated with the aging
process, retirement,

bereavement, and the effects
of chronic physical illness.
Mental Health and Behavioral
Sciences Service has over
1500 beds for geriatric
psychiatry and plans
additional beds in the future.

Geriatric day treatment
centers, neuropsychological
assessments, and
consultation-liaison activities
support the VA effort to
provide timely and essential
care for aging veterans.

Readjustment Counseling Service

Eligibility for readjustment
counseling for Vietnam era
veterans was established by
Public Law 96-22 on June
13, 1979, to enable veterans
of that era experiencing post-
war related adjustment
problems to achieve a full and
productive return to civilian
life. Starting in October
1980, the Agency
established a nationwide
network of community-based
vet centers for providing
readjustment counseling. Vet
centers are administered by
the Readjustment Counseling
Service. The centers provide
an array of psychological,
employment, and educational
counseling services, and
make referrals to other VA
and private sector services.
As a result of legislation

passed in 1984, the program
expanded from a system of
137 vet centers to its

current level of 189. Eligibility
for readjustment counseling
was extended for life to all
Vietnam era veterans by
legislation passed in 1983.

A report by the Senate
Veterans’ Affairs Committee
which accompanied the
program legislation noted that
many veterans with
readjustment problems
experience difficulty with
family relations. The report,
therefore, encouraged the
Agency to provide counseling
and consultation to family
members when this is
essential to the effective
treatment and readjustment
of the veteran. As a result,

marriage and family
counseling, along with
individual and group
counseling, has developed as
the major professional means
for delivering readjustment
counseling services to
veterans.

In addition to vet centers, the
Readjustment Counseling
Service administers a contract
provider program.
Approximately 350 contract
provider agencies and
individual clinicians in the
private sector furnish
readjustment counseling to
eligible veterans upon referral
from a vet center or VA
medical facility. The primary
purpose of the contracts
program is to ensure
accessibility to counseling
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services to all eligible Vietnam
era veterans who reside in
areas geographically remote
from vet centers and other
VA health care facilities.

Workload for the vet center
program showed an increase
in FY 1987 over FY 1986 of
over 3 percent in the number
of new veteran clients seen.
During FY 1987, vet centers
conducted a total of
600,225 counseling
contacts, and saw 73,139
new clients.

A significant proportion of vet
center and contract provider
clients are furnished
assistance for moderate or
severe post-traumatic stress
disorder deriving from combat
duty. Additionally, a
significant number of
veterans are provided with

help for employment
problems related to post-war
readjustment.

During FY 1987, the General
Accounting Office (GAO)
completed a two-year study
of the Readjustment
Counseling Service. The GAO
report, provided to the VA
and the Congress, indicated
that vet centers are carrying
out their mission as mandated
by law and made specific
reference to the wide array of
services offered, the
extensive community
networks established, the
characteristics of the veteran
population served, and the
academic, military, and
professional experience of the
staff. Also, the same report
recommended a number of
operational improvements

which have already been
implemented.

In addition to direct services,
all vet centers continue to
engage in community
education and outreach 'é
activities. They also serve a
unique function of brokering
help from private and local
government agencies for
clients with a range of
difficulties, including
homelessness. The vet
centers operate as small,
community-based facilities,
with a therapeutic model
emphasizing rehabilitation,
recovery, and avoidance of
hospitalization and have
achieved a high degree of
consumer acceptance.

Social Work Service

In FY 1987, nearly 420,000
veterans received social work
services for discharge
planning from inpatient care.
Over one-half million veterans
were assisted with health
maintenance planning. The
number of social work
assisted placements into
alternative levels of care
settings increased
significantly during FY 1987.
These increases in
outplacement planning
activity by Social Work
Service are attributed to the
integration of the Resource
Allocation Methodology
(RAM) into the utilization
review programs of VA
medical centers.

Networking with non-VA
community agencies in
support of comprehensive
case management services
for chronically ill, elderly
veterans is a Social Work
priority. A number of models
for accomplishing this are
being explored.

One model which has
potential for use throughout
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the VA system was
developed at a rural VA
medical center to improve
access to critically needed
community services and
resources for veterans
enrolled in the VA's Hospital
Based Home Care (HBHC)
program.

This program is a community
interaction, case management
model. Under this program
the goal of maintaining
chronically ill, at-risk patients
in the community is achieved
by locating or developing
needed services, equipment,
and supplies from community
based non-VA providers. The
HBHC case management
team is responsible for case
assessment; development of
treatment plans; authorization
of services; coordination of
family, community, and
volunteer care providers;
monitoring effectiveness of
services and providers; and
reassessment of plans and
discharge decisions.

The HBHC team coordinates
the activities of single

function agencies and
individuals into a
comprehensive care plan. This
program serves a larger
number of veterans and a
broader geographic area than
the more traditional HBHC
programs. A number of
positive outcomes related to
cost containment, cost
avoidance, and improved
resource utilization have been
accomplished by the HBHC
case management model.

The problem of homeless
veterans represents a major
area of focus for Social Work
Service. To address the needs
of homeless veterans, each
VA medical center provides a
point of contact and
coordination of home-finding
services. A social work
coordinator for the homeless
has been designated at each
VA facility to furnish case
management services to
homeless veterans. Medical
center social workers have
developed linkages with the
community in response to
unique local requirements and
resources, including visits to



community shelters and free
food distribution locations.

VA medical center social
service workers have
developed a number of the
specially funded programs for
the homeless which are
administered by Mental
Health and Behavioral
Sciences Service in VA
Central Office. VA social
workers have worked with
the Department of Labor in its
program for the homeless at
10 sites around the Nation.
Social Work Service has
participated in the planning
and implementation of VA
domiciliary care programs for
homeless veterans.

The program for the 1987
National Chief Social

Workers’ Meeting in Beckley,
West Virginia, focused on
meeting the health care and
social service needs of AIDS
patients. Social work staff at
medical centers treating a
significant number of AIDS
patients have been core team
members with other VA
health care professionals in
education and training
programs on AIDS for
patients and staff.

Four DHCP software
packages have been
developed by the Social Work
Service user group. The
DHCP High Risk Screening
Program identifies patients
most likely to require social
work treatment and discharge
planning for ensuring staff
productivity under the

Resource Allocation Model.
The Case Registry Program
tracks patients through their
course of care. The
Community Resources
software package provides an
efficient means of maintaining
current data on community
agency information and
referral services. The Contract
Nursing Home Census and
Budget System maintains
information about VA patients
in community nursing homes
and remaining funds. These
automated software packages
enable integrated case
management by controlling
patient tracking, monitoring,
and program data which is
essential for strategic
planning.

Blind Rehabilitation Service

! During FY 1987, nearly 700
blind veterans were provided
training at the VA's five Blind
Rehabilitation Centers and
three Blind Rehabilitation
Clinics. In addition, over
7.316 blind veterans received
services from 89 Visual
impairment Services Teams
(VISTs).

~ During FY 1987, over 50
# eligible veterans were issued
equipment and trained in new

- technology for the blind such

as Kurzweil Reading Machines

&RMSL Versa-Brailles, and

mputers with voice output
Using criteria and training

- Programs developed by Blind

Rehabilitation Service. The
KRM converts print to speech
and enables blind persons to
access most printed material
without sighted assistance.

Blind Rehabilitation Service
collaborated with the
Rehabilitation Education
Program (REP), the
Continuing Education Center
{CEC), and Regional Medical
Education Centers (RMECs) to
provide one VIST training

and an educational needs
assessment conference for
blind rehabilitation which
involved approximately 20
blind rehabilitation specialists.

The Service also operated an
interim blind rehabilitation day
program in San Juan, Puerto
Rico, pending completion of
the planned 10-bed Blind
Rehabilitation Center. Ground
was broken in 1986, and the
center is scheduled for
completion in FY 1989. This
center will provide blind
rehabilitation for blind Puerto
Rican veterans accom-
modating the cultural,
climatic, and language
differences which have been
a deterrent to their
rehabilitation on the mainland
in the past.

FY 1987, the VA

rd Injury (SCI)
reated nearly 6,600
5. Over 800 of these
Si-time patients in a
ter, and over 500
Der had incurred
Injuries less than

S prior to admission.
iy, over 13,000

Doroximately
patient visits,

Cord Injury Service

The SCI Home Care program
staff conducted nearly
18,600 home visits, of which
approximately two-thirds and
one-third were for
quadriplegics and paraplegics,
respectively. A revised Home
Care reporting system
became effective in FY 1987.
This report more accurately
reflects the activities of VA
staff in providing home care
services to SCI patients.

The Eastern Paralyzed
Veterans Association has
been instrumental in
supporting and funding a new
organization for spinal cord
injury social workers and
psychologists, the American
Association of SCI
Psychologists and Social
Workers. This organization
was established to promote,
develop, and improve
education and research
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related to the rehabilitation
and care of persons with
spinal cord injury in the area
of psychosocial issues. SCl
Service social workers and
psychologists in the field have
contributed significantly to
the development and
organization of this
professional group.

Eour maijor initiatives, begun
in FY 1987, are planned

for completion and
implementation during FY

1988: the SCI Registry, the
SCI Long-range Plan (1988-
2000), the revised SCI
Operations Manual, and the
establishment of a Satellite
SClI Clinic in Fort Myers,
Florida. SCI Service is
exploring the feasibility of
designating two sites to
specialize in the treatment of
SCI mental health and
substance abuse problems.

The Office of Facilities and
SCI Service are completing

the revision of the SCI
Construction Criteria and
Design Guide to meet the
needs of new SCI
construction. SCI Service was
involved in major educational
initiatives during the fiscal
year. The VA and the
American Paraplegia Society
sponsored the 1987 Annual
SCI Symposium for
approximately 1000 VA SCI
physicians and nurses in Las
Vegas, Nevada.

Agent Orange

The Veterans Administration
continued its activities, begun
in 1978, to resolve the
complex health care issues
raised by the defoliant Agent
Orange. During FY 1987,
Agent Orange remained a key
issue for Vietnam veterans
concerned about the possible
adverse health effects of
exposure to this herbicide.
The DM&S Agent Orange
Projects Office is responsible
for the conduct of significant
Agent Orange research and
other related activities. The
office continued its role in
monitoring VA and
interagency activities
undertaken to resolve the
health care issues raised by
phenoxy herbicides and other
defoliants used during the
Vietnam conflict.

During FY 1987, the VA
continued to fund and
monitor the conduct of a
major epidemiology study of
the health status of Vietnam
veterans, a study conducted
under terms of an
interagency agreement
between the VA and the
Centers for Disease Control
(CDC), Atlanta, Georgia.

Under the terms of the
interagency agreement, the
VA is providing CDC with
resources and authority for
the implementation, analysis,
and scientific interpretation of
a valid epidemiological study
in accordance with the
provisions of section 307 of
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Public Law 96-151, as
amended by Public Law
97-72. The study consists of
three major research efforts
including a Vietnam
Experience Study component,
an Agent Orange Study, and
a Selected Cancers Study
component. In February
1987, the Journal of the
American Medical Association
published the results of the
postservice mortality
assessment conducted by
CDC as part of its Vietnam
Experience Study.

Public Law 99-272, the
Consolidated Omnibus Budget
Reconciliation Act of 1985,
enacted April 7, 1986,
mandates the VA to provide
for the conduct of an
epidemiological study of any
long-term adverse health
effects experienced by
women who served in the
Armed Forces in Vietnam. On
September 17, 19886, a
contract for the development
of a study protocol was
awarded to New England
Research Institute. At year's
end, the protocol was being
modified, based upon
recommendations of the
Congressional Office of
Technology Assessment. The
study is expected to be

. conducted beginning in

mid-1988.

During FY 1987, the VA
continued to conduct several
significant research efforts
related to the scientific

resolution of the health
issues surrounding the use of
the defoliant Agent Orange.
Results of two of these
efforts were released and/or
published by the VA in FY
1987.

In December 1986, results of
the study designed to assess
the possibility that exposure
to Agent Orange or other
phenoxy herbicides may have
increased the risk of soft
tissue sarcomas were
published in the Journal of
Occupational Medicine. This
study, entitled 'Soft Tissue
Sarcomas and Military Service
in Vietnam: A Case
Comparison Group Analysis
of Hospital Patients,”’
examined, through a
comprehensive review of
medical records and military
personnel records, the
association between previous
military service in Vietnam
and soft tissue sarcomas.

In early September 1987, the
VA released results of a
large-scale study of mortality
among veterans of the
Vietnam era. This study,
entitled ‘' Proportionate
Mortality Study of Army and
Marine Corps Veterans of the
Vietnam War,"' was accepted
for publication by the Journal
of Occupational Medicine.

An additional VA soft tissue
sarcoma study, entitied “*Soft
Tissue Sarcoma and Military
Service in Vietnam: A Case-



Control Study,”” was
accepted for publication in
the October 1987 issue of
the Journal of the National
Cancer Institute.

Current ongoing studies
include followup research to
confirm results of the VA's
proportionate mortality study
and continuation of the
“'Retrospective Study of
Dioxins and Furans in Adipose
Tissue,'" a study being jointly
conducted by the VA and the
Environmental Protection
Agency (EPA). In addition to
these efforts, the VA
continued the conduct of a
number of VA investigator-
initiated animal research
projects.

e

Public Law 96-151, enacted

i December 20, 1979,
mandated the VA to prepare
a review and critical analysis
of worldwide scientific
literature on Agent Orange
and other phenoxy herbicides.
A two-volume report was
published in 1981. The initial
document was updated with
additional two-volume
releases in 1984, 1985,
1986, and 1987.

~  The 10 volumes issued to

~  date have been summarized in
~ Synopses, written for

- nentechnical readers. These

~ publications have been widely

srned about the possible
effects of exposure to
Orange and other

ty herbicides.

3, 1981, of Public
2, the Veterans
Training, and
Loan Act of
the VA legislative
Provide medical
veterans,
slines

the Chief

During FY 1987, VA health
care facilities had approx-
imately 800 inpatient admis-
sions and an estimated
100,000 outpatient visits by
Vietnam veterans under the
authority of this legislation.

In addition, during FY 1987,
other program activities, in-
cluding conduct of the VA's
Agent Orange Registry (AOR)
program of physical examina-
tions for concerned Vietnam
veterans and the conduct of
AOR quality assurance
reviews, contributed to the
VA’s overall effort related to
the resolution of the Agent
Orange issue.

In May 1987, the VA pub-
lished the third in a series of
monographs designed for the
education of VA health care
employees and other con-
cerned individuals both within
and outside the Agency. The
monograph, entitled Human
Exposure to Phenoxy Herbi-
cides, was prepared to assist
scientists in arriving at a bet-
ter understanding of the use
of phenoxy herbicides and the
toxicity associated with these
compounds.

As of September 30, 1987, a
total of over 226,000 Viet-
nam veterans had reported to
VA health care facilities to
participate in the VA's AOR
program of physical examina-
tions. This program is being
conducted in the effort to
identify Vietnam veterans
concerned about the possible
adverse health effects of ex-
posure to Agent Orange and
to assist these veterans by
providing a comprehensive
health assessment. Approx-
imately 10,000 of these
veterans participated in the
examination program during
FY 1987.

Personal, service, and medical
information from the AOR ex-
aminations is placed into a
special computerized register
to assist the VA in its efforts
to serve these individuals.
The AOR is being utilized for
the periodic updating of ad-

dresses of registry par-
ticipants to assist in providing
them with significant periodic
information on Agent Orange.
Specially prepared Agent
Orange-related pamphlets and
newsletters developed by the
VA’s Office of Public Affairs,
in cooperation with the Agent
Orange Projects Office, have
highlighted this effort.

Through Agency directives
and ongoing special nation-
wide conference calls with
environmental physicians and
other key staff members, the
VA is pursuing its goal of
keeping its health care staff
fully aware of the latest
scientific and medical
developments concerning
Agent Orange. This effort is
supplemented through the
periodic mailout from VA
Central Office of significant
scientific, medical, and other
information to VA medical
center environmental physi-
cians.

During FY 1987, the VA
maintained an active dialogue
and liaison with other Federal
agencies, State governments,
and other institutions involved
in Agent Orange research or
related activities. A dialogue
was also maintained with
foreign governments (such as
Australia and ltaly} concerned
with the possible adverse
health effects of exposure of
civilian and military popula-
tions to dioxin.

The VA continued its par-
ticipation as an active
member of the Domestic
Policy Council’s Agent
Orange Working Group and its
Science Panel. Membership in
this committee enabled the
VA to share information and
interact with other Federal
agencies concerned with
resolving the Agent Orange
issue.

The VA's Advisory Commit-
tee on Health-Related Effects
of Herbicides was rechartered
for two years by the Ad-
ministrator on July 28, 1987.
This committee, which ad-
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vises the Administrator on AGENT ORANGE EXAMINATIONS
scientific and policy matters (Initial only)

of concern to Vietnam Thciusants Cumulative - 226,415
veterans exposed to herbi- 0
cides, continued to provide a 4[6_!7_59
forum for scientific discus- ;
sions of epidemiological and
other issues related to Agent
Orange and other phenoxy
herbicides. 33,156
ffaes
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served to enhance further in-
teraction with State Agent
QOrange Commission
representatives and veterans
who advise the VA on Agent
Orange-related matters of i
concern to Vietnam veterans. : . | 11850
The Committee, which meets 10— — PR —— *l

in open sessions at VA's Cen-
tral Office on a periodic basis, = : ; 1‘ :
provides the general public | . i
with theoploruinity to make FYS80  FY81  FY82 ;?Y83 FY84  FY85  FY86  FY87
comments on VA Agent (Est.)  (Est.)

Orange-related policies and

activities.
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Health Care for Female Veterans'

During FY 1987, the Department of Medicine and Surgery continued to emphasize
the goal of providing equitable quality health care for female veterans. All VA medical
centers and outpatient clinics have plans for the care of female veterans, with special
attention to the provision of adequate gynecological services in accordance with the
policy defined in the VA operating manual for Clinical Affairs. Projects to correct
physical limitations in health care facilities which might interfere with equal access to
care are in progress. Every medical center and regional office has a Coordinator of
Women Veterans who serves as an advocate for them and facilitates entry into the
system.

The VA Preventive Health Program implemented in FY 1986 includes osteoporosis
counseling specifically targeted at women veterans. In addition to the mammography
screening pilot program initiated at VA Medical Center, Minneapolis, Minnesota, six
more mammography units were funded at VA medical centers around the country.
They are: Allen Park, Michigan; Brockton/West Roxbury, Massachusetts; Buffalo,
New York; Hines {Chicago), lllinois; Martinez, California; and Portland,Oregon. Several
VA medical centers also established women’s clinics with an emphasis on preventive
health care.

Programs recognizing the contributions of women veterans and providing staff educa-
tion on their unique health care needs were held at several VA medical centers in FY
1987.

The VA Advisory Committee on Women Veterans, consisting of 16 women and 2
men and representing veterans from World War I, the Korean conflict, and the Viet-
nam era, as well as those with service-connected disabilities, and authorities in fields
pertinent to women veterans, met once in FY 1987. The committee continued to pro-
vide advice to the Administrator and the Department of Medicine and Surgery on the
needs of women veterans. The committee expressed concern over the nationwide
shortage of nurses, homeless women veterans, outreach to women veterans, and

er'f:ployment and training opportunities for women veterans. The committee will sub-
mit a report to Congress in July 1988.

e 7 rr : )
This information is provided in comphance with section 222(d)(3) title 38, U.S.C.
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Recreation Service

~ |nFY 1987, the challenge of
meeting the assessed leisure
health needs of veterans
within the medical center_set-
1ing, as outpatients, and in
mmunity-based pl:ogrs.ar\:\s,
required innovation in clinical
intervention. It required t‘he
devalopment and utiii.zation of
national and commun_it\_(
7@Sources and the training and
uﬁtization of VA volunteers.

The Service has initiated na-
tionwide programs designed
to emphasize exercise and
physical fitness as an essen-
il part of quality health care.
The programs focus mainly on
promoting wellness and in-

" dependence for the disabled
and aging veteran.

Recreation Service’s tradi-
tional concerns have been
aimed at veterans who are
hospitalized, or who need
medical attention. The goal
of these programs is to use
therapeutic recreation, sports,
and fitness activities as a
means of limiting potential
health problems. These pro-
grams assist in developing or
maintaining self-discipline,
self-respect, competitive
spirit, and companionship. In
general, they serve as a
means of linkage into com-
munity life and keep the
veteran engaged in activities
of daily community living.

Volunteers contributed over
2.5 million hours to the VA's

v

therapeutic recreation pro-
grams. The therapists and
volunteers plan tours of duty
to provide the greatest
benefit to the veteran. During
these time segments, they
provided over 7 million
prescribed treatment units,
furnished nearly 1 million
hours of program time, and
had a program attendance of
over 8 million participants.

In FY 1987, the Council of
National Resource Organiza-
tions, with representatives
from 26 bowling and other

Recreation therapy is a vital aspect of the veteran patient’s overall health care.

organizations, contributed
over $10 million to veteran
care through recreational pro-
gramming. The monies,
goods, and services provided
by these organizations are
utilized at the local and na-
tional levels. At the national
level, these organizations
work in concert with VA Cen-
tral Office Recreation Service
staff to provide art, music,
sports, live entertainment,
games, hobbies, and other
recreationai pursuits for
hospitalized veterans.

Voluntary Service

FY 1987 is the first year in a
decade where there has not
been a growth in the number
of volunteers and hours served
in VA medical facilities. There
were 83,667 volunteers who
contributed 12.3 million
hours. The slight decrease is
attributed to the change in the
emphasis placed on
therapeutic recreation, which
requires more one-on-one ac-
tivities, rather than the tradi-
tional diversionary activities.

There has been an increase
this year in activities that in-
volve the utilization of
volunteers in the community.
There is a growing need to
assist veteran patients in their
return to the community and
to maintain them in more in-
dependent living modes. In FY
1987, the ACTION Agency
and the VA entered into a
joint project which permits
senior volunteers whose in-
come is below the poverty

level to receive a limited sti-
pend when they volunteer to
assist veteran patients return-
ing to the community to
recuperate. A limited number
of senior volunteers are in-
volved in this project to date,
but there is great potential for
the level of participation to in-
crease.

The James Parke Memorial
Youth Scholarship Fund,
established by the VA Volun-

47



tary Service (VAVS) National
Advisory Committee to pro-
vide scholarships to the
outstanding youth volunteers
serving in VA medical
facilities across the Nation,
reached a major goal in
1987 . Several member
organizations joined forces
and made contributions that
permitted the fund to reach
$100,000. The interest from
the fund was used to provide
a $5,000 scholarship to Miss
Katiti Laws of the VAMC,
palo Alto, California. Plans
call for extending the number
of scholarships to the seven
regions of the VA as the fund
grows.

The National Salute to
Hospitalized Veterans on
February 14,1987, wasa
major highlight of the VA's
effort to raise the awareness
of the public and give proper
recognition to veterans who
continue to have hospital
needs. The First Lady, Mrs.
Nancy Reagan, served as the
honorary patron, and Mr.
Ernest Borgnine, star of

Miss Katiti Laws is presented with the James H. Parke Memorial Youth Scholarship Award.

television and film, served as
the chairperson for the se-
cond year in a row. This
year’'s goal will be to attract

increasing numbers of com-
munity leaders to visit
veterans in local VA medical
centers. :

Chaplain Service

Chaplain Service is patient-
centered and engages in pro-
grams and activities which
contribute to care of the total
patient. The Chaplain Service
provides for the sacramental
ministry, worship services,
ecumenical and interfaith
services, pastoral visits,
crises and grief counseling,
and graveside services. In
this spiritual mode of healing,
the VA chaplain is a member
of the health care delivery
team.

The VA Chaplain Service has
been the principal religious
advocate for the last 41
years ensuring that the
veteran patient’s right to the
free expression of religion is
guaranteed. Chaplains are
selected from the Nation’s
major religious denominations
reflecting America’s pluraiism:
and are assigned to the 172
VA medical centers by the
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Director of the Chaplain Serv-
ice in Washington, D.C.

Today's VA Chaplain Service
was organized after World
War |l. At that time, a group
of distinguished church
leaders called upon General
Hines, the Administrator of
the VA, to establish a
Chaplain Service similar to the
Military Chaplaincy that served
the Armed Forces.

in the VA’s 172 medical
centers there are 420 full-
time, 320 part-time, 195 in-
termittent, and 205 contract
chaplains. This service is
available to all, regardless of
creed, age, race, sex, or na-
tional origin. The Chaplain
Service has recently enriched
its staff with 27 women
chaplains.

In FY 1987, veteran patients
were provided with over
80,000 opportunities for
worship services, and other
devotionals. A total of one-

half million crises and deaths
were responded to by the
chaplains on duty, day or
night.

Leadership through education
has been the theme for VA
chaplains this past year. The
National Chaplain Training
School was dedicated May
20, 1987, at the VA Medical
Center, Hampton, Virginia. In
addition, a National Chief of
Chaplain Service Leadership
Conference has been in-
stituted on an annual basis.

In 1987, VA Chaplain Service
staff has provided specialized
pastoral care in areas such as
alcoholism, drug and
substance abuse, death and
dying seminars, post-
traumatic stress disorder,
gerontology, and recently, a
ministry to AIDS patients.
Many VA medical center
chaplaincies have an affilia-
tion with local seminaries and
theological consortia.
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The Veterans Canteen Service
(VCS) operates retail ston_as,
cafeterias, and other services
in172 VA medical centers.
Offering articles of merchan-
dise and services essential to
the comfort and well-being of
veteran patients, VCS also
makes food services available
to VA medical center
employees, volunteers and
visitors, as well as patients.

VCSis a nonappropriated ac-
tivity, i.e., it does not receive
an annual appropriation from
the Federal Government, but
supports itself solely from
canteen sales.

By consolidating its operating
income from all canteens,
VCS is able to provide the
same quality services
throughout VA medical
centers, with large profitable
canteens offsetting losses at
those canteens whose small
customer base makes it dif-
ficult for them to operate pro-
fitably.

Sales for FY 1987 were as
follows:

Retail sales $97,477,685
Service sales 4,372,586
Cafeteriasales 60,173,551
Vending sales 21,248,637

Total $183,272,359

Total sales for FY 1987
showed a slight increase over
sales for FY 1986, which
were $182,950,5620.

Veterans Canteen Service

The VCS continued to meet
its primary goal of procuring,
negotiating, and establishing
price agreement listings with
national manufacturers. Ap-
proximately 550 active ven-
dors were made available to
the individual canteens
through price agreement
listings during FY 1987. Also,
several improvements to the
procurement process have
been initiated, on either a test
or continual basis, including
the sale of gourmet food,
nurses’ uniforms, selected
non-prescription drugs, and
electronic items. Also im-
plemented was a new sales
promotion known as “'value
consumer savings,”” which
identifies 10 items that repre-
sent exceptional savings to
customers.

New layouts were developed
during the fiscal year for 11
retail store remodelings and 6
cafeteria remodelings. These
ongoing modernization pro-
grams are generally initiated
by the acquisition of new
space or the refurbishing of
existing space at VA medical
centers.

The VCS has continued to
upgrade the quality of its food
service operations through
the marketing and merchan-
dising of its menu items. In
keeping with current trends in
cafeteria-style operations,
VCS has included salad bars,
yogurt shops, and deli-style

shops in new and remodeled
canteens and has initiated
plans for fast-food units.
These new menu and design
concepts have also been con-
sistent with the canteen’'s em-
phasis on promoting light and
healthy food choices.

In accordance with OMB
Circular No. A-76, 60 of the
74 canteen food departments
scheduled to undergo
productivity improvement
reviews have completed their
studies. VCS continues to
monitor its food service
activities to ensure efficiency
and productivity.

In FY 1987, VCS completed
the development of the
design specifications for its
Integrated Management
Information System {IMIS),
which will tie together in an
information network all 172
canteens, the VCS Finance
Center in St. Louis, Missouri,
and VA Central Office. IMIS
will be comprised of three
components - the Financial
Management Information
System already in place at the
Finance Center, a Retail
Management Information
System, and a Food
Management Information
System. In early FY 1988, a
Request for Proposals will be
issued for the procurement of
IMIS hardware and software,
and testing of the new
system will begin in several
canteens in mid-1988.

Geriatrics and Extended

The number of veterans in the
United States is on the
decline, but two segments of
the population continue to
grow - the female veteran and
the aging veteran population.
In 1987, there were an
estimated 5.7 million
veterans over the age of 65.
By the year 2000, that
number will increase by 3
million and account for 37
percent of the total veteran
population.

Care Programs

As the VA faces this large,
aged component in the
veteran population, planning
preparations are underway to
meet the health and
maintenance needs of eligible
veterans. While it is generally
true that states in the
Southwest and the Southeast
coast will experience the
largest increase in aging
veterans, all states will
experience dramatic increases
in the age 65 and over

component in the next 12
years.

The VA will continue to
develop and distribute its
resources to meet the needs
of the aging. Faced with this
task, the VA’s gerontology
research and training
programs are preparing health
workers and physicians to
deal with the problems of
aging. Long noted for its
excellent inpatient care for
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the elderly, the VA is
developing and testing new
and innovative non-
institutional settings for
providing health care for the
elderly.

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

In addition to care in the VA's
nationwide network of health
care facilities, veterans are
also provided contract care in
non-V A hospitals and in com-
munity nursing homes. This
includes VA funding for fee-
for-service visits to non-VA
physicians and dentists for
outpatient treatment, and VA
per diem support for care in
51 State Veterans Homes
and 3 annexes in 35 states.

During the past 10 years,
there has been increased
utilization of VA inpatient
hospital care by older
veterans, reflecting both their
greater number as well as
their significantly higher
hospital utilization rates. The
percentage of the veteran
population aged 65 or older

increased from 8 percent in
1977 to 18 percent in 1987.

These older veterans use
hospital services at a rate 3
to 4 times higher than
younger veterans.

An older population ex-
periences a different mix of
diseases than does a younger
population. Conditions such
as coronary and circulatory
systems disease, respiratory
diseases, neoplasms, organic
brain disorders, and
musculoskeletal diseases are
all more prevalent in those
over age 65. This group of
diseases tends to be chronic,
progressive, and degenerative
in nature, and the damage
these diseases cause is often
permanent, requiring
rehabilitation and/or long-term
care. Older individuals often
have more than one chronic
condition, further com-
plicating their clinicai manage-
ment and increasing the
demands they make on their
source of care.

In addition to exerting
pressure on inpatient hospital
care, the aging veteran
phenomenon or ‘‘geriatric im-
perative’’ is also affecting the
need for outpatient care. This
treatment modality is an in-
tegral part of the VA medical
center effort to provide care
for the aging veteran.

Older veterans represent the
majority of patients being
cared for in VA, community,
and State nursing homes. The
proportion of patients who
were 65 years and older in
VA nursing homes in 1987
was 63.3 percent. The
average daily VA patient cen-
sus in community nursing
homes increased 3 percent.

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

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

Geriatric Research, Education, and Clinical Centers

The VA's Geriatric Research,
Education, and Clinical
Centers (GRECCs) have, since
1975, provided a focus for
development of innovative ap-
proaches to meeting the
health needs of older
veterans; provided for integra-
tion of such approaches into
practice in the VA system;
and provided training oppor-
tunities for all types of per-
sonnel involved in the care of
older people. There are cur-
rently 10 GRECCs in the VA
system.

The GRECCs play an impor-
tant role in further developing
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the capability of the VA
system to provide maximally
effective and appropriate care
to older veterans. GRECCs
are designed to enhance the
system’s capability in
geriatrics by conducting in-
tegrated research, education,
and clinical care. The purpose
of the GRECCs is to develop
new knowledge regarding ag-
ing and geriatrics, to
disseminate that knowledge
through education and train-
ing to health care profes-
sionals and students, and to
develop and evaluate alter-
native models of geriatric
care.

Each center has developed an
integrated program of basic
and applied research, educa-
tion, training, and clinical care
in selected areas of geriatrics.
Current focal areas include
cardiology, cognitive and
motor dysfunction, en-
docrinology, gerophar-
macology, immunology
metabolism, and molecular
biology of aging. Additional
foci include oncology,
neurobiology, neuroen-
docrinology, nutrition, and
rheumatology.

At present there are 10
centers located in VA medical
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centers at Bedford,
grockton/West Roxbury,
Massachusetts; Dgrham_,
North Carolina; Gainesville,
Florida; Little Rock, Arkansas;
Mjnneapolis, Minnesotag Palo
Alto, california; St. Louis,
Missouri; Seattle/American
Lake, Washington; Sepulveda,
california; and West Los

Angeles, California. Public
Law 96-166, Veterans Ad-
ministration Health Care
Amendments of 1985, in-
creased from 15 to 25 the
maximum number of facilities
that the Administrator may
designate. Thus, 15 addi-
tional centers are authorized
for activation over the next

several years if resources are
available. Using an integrated
approach, the GRECCs are
developing practitioners,
educators, and researchers to
help meet the need for train-
ing health care professionals
in the field of geriatrics.

—

Geriatric Evaluation Units

A Geriatric Evaluation Unit
{GEU) is usually a group of
peds (ranging typically in
number from 4 to 20) set
aside on a medical service or
an intermediate care ward of
the medical center where an
interdisciplinary health care
team performs comprehensive
geriatric assessments. The
objective of a GEU is to refine
the diagnosis, treatment, and
placement plans for older pa-
tients who may have some
remediable impairments,
multiple chronic diseases, or
psychosocial problems which
need to be fully assessed. In
addition to improving care for
older patients and preventing
their unnecessary institu-
tionalization, a GEU provides
geriatric training and research
opportunities for physicians

and other health care profes-
sionals in the medical center.

Results from a controlled
study of GEU efficacy con-
ducted at the VA Medical
Center, Sepulveda, California,
show significant benefits
associated with admission to
the GEU, such as improved
survival rates, functional
status, living location, and
lowered rehospitalization
rates.

VA medical centers have also
developed GEUs to provide
comprehensive diagnosis,
treatment, and discharge
planning for elderly patients
with multiple medical prob-
lems discovered during treat-
ment in a hospital. There are
currently more than 70 GEUs

in the VA system.

Coordination with the aging
network under the Older
Americans Act in the delivery
of community-based care has
been recognized by the VA as
an important component in
providing needed long-term
medical and social services
required by elderly veterans.
The VA has been involved in
the Administration on Aging
{AOQA) Consortium on Infor-
mation and Referral Services
for Older People since its in-
ception. The VA, along with
13 other Federal and national
nonprofit agencies, has
entered into a working agree-
ment with AOA to enhance
those systems which provide
information and referral serv-
ices.

VA Nursing Home Care

Nursing Home Care Units
located in VA medical centers
provide skilled nursing care
and related medical services,
as well as opportunities for
social, diversionary, recrea-
tional, and spiritual activities.
Nursing home patients
typically require a prolonged
period of nursing home care

and supervision, and
rehabilitation services to at-
tain and/or maintain optimal
functioning.

In FY 1987, nearly 26,000
veterans were treated in VA
nursing homes which had an
average daily census of
almost 11,000 veterans. Ad-

ditional new nursing home
care unit beds were activated
at Miami, Florida; Alexandria,
Louisiana; and St. Louis,
Missouri. These and other
changes resulted in a net in-
crease of 430 operating beds
for a total of 11,747 in FY
1987.

Community Nursing Home Care

The community nursing home
care program provides for the
placement of veterans in
community nursing homes
under contract with the VA.
The program is designed for
veterans who require skilled
or intermediate nursing care
when making a transition

from a hospital to the com-
munity. Veterans who have
been hospitalized in a VA
facility for treatment, primarily
for a service-connected condi-
tion, may be placed at VA ex-
pense for as long as they
need nursing care. Other
veterans may be eligible for

placement in community
facilities at VA expense for a
period not to exceed six
months. Selection of nursing
homes for VA contract care
requires the prior assessment
of the participating facilities.
Followup visits to veterans by
teams from the VA medical
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centers are made to monitor
the quality of patient care
programs and the physical en-
vironment of the nursing
homes.

FY 1987 saw a moderate in-

crease in community nursing
home placements. During this
year, nearly 42,500 veterans
were treated in the program.
This represents slightly over a
3 percent increase from FY
1986 . The number of nursing

homes under contract was
3,600 in FY 1987. The
average daily census in these
homes for FY 1987 was
12,258.

VA Domiciliary Care

Domiciliary care in VA
facilities provides necessary
medical and other profes-
sional care for eligible am-
bulatory veterans who are
disabled by disease, injury, or
age and are in need of care
but do not require hospitaliza-
tion or the skilled nursing
services of a nursing home.

Offering specialized inter-
disciplinary treatment pro-
grams designed to facilitate
the rehabilitation of patients
suffering from head trauma,
stroke, mental illness, chronic
alcoholism, heart disease, and
a wide range of other disa-
bling conditions, the domiciliary
with increasing frequency is

viewed as the treatment set-
ting of choice for many older
veterans.

Implementation of
rehabilitation-oriented pro-
gram directions has created a
better quality of care and life
for veterans requiring prolonged
domiciliary care, and has
prepared increasing numbers
of veterans for return to in-
dependent or semi-independ-
ent community living.

Special attention is given to
older veterans in domiciliaries
with a focus on keeping them
active and productive in the
domiciliary while encouraging
them to use senior centers

and other resources in the
community where the
domiciliary is located. Patients
at several domiciliaries are in-
volved in senior center ac-
tivities in the community as
part of a focus on community
integration. Other specialized
programs in which older
veterans are involved include
Foster Grandparents, Handy-
man Assistance to senior
citizens in the community,
and Adopt-A-Vet.

In FY 1987, over 14,000
veterans were treated in VA
domiciliaries, with a total
average daily census of nearly
6,000.

State Home Care

The State Home Program has
grown from 11 homes in 11
states in 1888 to 51 State
homes {one of which has
three annexes) in 35 states.
Currently, nearly 18,500
State Home beds are
authorized to provide hospital,
nursing home, and domiciliary
care for veterans.

The VA's relationship to State
veterans’ homes is based on
two grant programs. One is a
per diem program which
enables the VA to assist the
States in providing care to
veterans eligible for VA care
who are furnished domiciliary,

nursing home, or hospital care
in State home facilities. The
other grant program provides
VA assistance with up to 65
percent Federal funding for
the construction or acquisition
of new domiciliary and
nursing home care facilities,
and the expansion,
remodeling, or alteration of
existing facilities.

In FY 1987, the
Administrator recognized a
new State home at Paramus,
New Jersey, and approved for
recognition a new State home
at Rifle, Colorado (which will
increase the number of State

homes to 52). Construction
was started on a 350-bed
nursing home at Stony Brook,
New York, and a 150-bed
nursing home addition at
Milledgeville, Georgia. The
$34.6 million obligated by
the VA in FY 1987 for
construction and renovation
projects also included a new
State home in Mississippi to
provide 150 beds for nursing
home care, major domiciliary
and nursing home renovations
at the California Veterans
Home in Yountville,
California, and life and safety
code renovations at State
homes in lllinois and
Massachusetts.

Palliative Care

The VA has developed pro-
grams which furnish palliative
care, supportive counseling,
and other medical services to
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terminally ill veterans, and

supportive counseling to their
families in various service set-
tings. The hospice concept of

care is generally incorporated
in VA medical centers’ ap-
proaches to the care of the
terminally ill.




public Law 99-576 authorized
bereavement counseli_ng se.r\,r-
ices 10 allow the cont.lnuatlon
of mental health ser\:'lcefsl to

family members or significant

others after the death of the

Bereavement Counseling

veteran. In order to be eligi-
ble for this benefit, the
counseling must have been
initiated during a period of
hospitalization prior to the
veteran’s death; the veteran

must have been ina VA
hospice program; or the
veteran’'s death must have
been unexpected.

a——

Hospital Based Home Care

The hospital based home care
program provides primary -
medical care to veterans with
chronic illnesses. This care is
provided in the veterans’ own
homes. The family provides
the necessary personal care
under the coordinated super-
vision of a hospital based in-
terdisciplinary treatment

team. The team provides the
medical, nursing, social,
rehabilitation, and dietetic
regimens, as well as the train-
ing of family members and
the patient. Seventy-eight VA
medical centers are providing
hospital based home care
services. By providing in-
creased days of care in the

home, a greater number of
acute beds in hospitals are
made available for other
veterans.

In FY 1987, a total of
259,000 home visits were
made by health professionals.
Over 13,350 patients were
treated.

Adult Day Health Care

Adult Day Health Care
(ADHC) is a therapeutically
oriented ambulatory day pro-
gram which provides health,
maintenance, and rehabilita-
tion services to veterans in a
congregate setting during
daytime hours. ADHC in the
VA is a medical model of
services, designed as a
substitute for nursing home
care, as established by Public
Law 98-160. The VA con-
tinues to operate 9 ADHC

centers and added 6 new
centers in FY 1987 at VA
medical centers in Albany,
New York: Buffalo, New
York; Dayton, Qhio;
Milwaukee, Wisconsin; San
Antonio, Texas; and at the
VA outpatient clinic in
Boston, Massachusetts. The
VA also initiated a program of
contracting for ADHC serv-
ices. Sixteen VA medical
centers have been granted
contracting authority for

ADHC. They are Chicago
(West Side), lllinois; Dallas,
Texas; Hines (Chicago), II-
linois; Kansas City, Missouri;
Manchester, New Hampshire;
Martinez, California; Min-
neapolis, Minnesota; New
Orleans, Louisiana; New York,
New York; Phoenix, Arizona;
Prescott, Arizona; Reno,
Nevada; San Diego, Califor-
nia; San Francisco, California;
Tucson, Arizona; and West
Los Angeles, California.

Community Residential Care

The community residential
care home program provides
residential care, including
room, board, personal care,
and general health care
supervision to veterans who
do not require hospital or
nursing home care but who,
because of health conditions,
are not able to resume

independent living and have
no suitable family resources
to provide the needed care.
All residential care homes are
inspected by a VA
multidisciplinary team prior to
incorporation into the
program, and annually
thereafter. Care is provided in
private homes selected by the

VA, at the veteran’s own
expense. Veterans receive
monthly followup visits from
VA health care professionals.
In FY 1987, an average daily
census of 11,400 veterans
was maintained in this
program utilizing
approximately 2,900 homes.

Alzheimer’'s Disease and Related Disorders

The VA's program for
veterans with Alzheimer’s
disease and related disorders
is decentralized throughout
the medical care system with
centralized coordination and
direction from the Office of

Geriatrics and Extended Care.
Veterans with these
diagnoses participate in all
aspects of the health care
system, such as outpatient
programs, acute care
programs, and extended care

programs. Some medical
centers have established
specialized programs for the
treatment of these veterans.

In order to achieve advances
in the care for veterans with
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dementia, the VA conducts
basic biomedical, applied
clinical, and health systems
research through the Medical
Research Service and the

GRECCs. Continuing
education for staff is provided
through training classes
sponsored by Regional
Medical Education Centers,

GRECCs, and Cooperative
Health Manpower Education
Programs.

Quality Assurance Programs

Much has been accomplished
during the year to facilitate
achievement of the immediate
and long-range goals of health
care quality assurance (QA) in
the Department of Medicine
and Surgery. Increasing
refinement and enhancement
of QA programs and
initiatives have been coupled
with linkages with other
Federal and private sector
agencies to ensure that the
VA's quality assurance efforts
are proactive, comprehensive,
and in the forefront of
American health care delivery.

The DM&S Office of QA is
concentrating on developing a
firm program of quality
management. Quality
management is a process of
monitoring, evaluating, and
documenting, across all
clinical and administrative
elements of DM&S,
quality-related aspects of
health care delivery processes
to enable managers and
clinicians to enhance and
improve the quality of patient
care.

During 1987, the Medical
District Initiated Peer Review
Organization (MEDIPRO) pro-
gram was implemented in all
27 DM&S medical districts,
following completion of an
Evaluation Task Force report
on the experiences of the first
three pilot districts. This
evaluation demonstrated that
the Department’s peer review
program accomplished its ob-
jectives and that the
MEDIPRO process has ex-
cellent potential for identify-
ing problems. An especially
exciting finding was physician
willingness to participate in
the MEDIPRO process.
Regional Medical Education
Centers supported MEDIPRO
implementation by providing
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training programs for new
staff, program brochures, and
criteria sets to assist
MEDIPRO boards and staff in
criteria development. The Of-
fice of Quality Assurance
reconvened the MEDIPRO Ad-
visory Committee to give ad-
vice on the program and its
policies. Two task forces
were assembled to develop
recommendations for
MEDIPRO expansion into am-
bulatory care and long-term
care. Training of MEDIPRO
personnel was accomplished
to help them use available
data resources.

The VA Internal Control
Review Program, under OMB
Circular A-123, continues as
a high priority for the Office
of Quality Assurance. Improved
direction was disseminated to
field facilities this year to in-
crease managerial effec-
tiveness and to help

managers avoid five key risks:
mismanagement, unauthorized
or inappropriate use of
resources, erroneous report-
ing of data, illegal or
unauthorized acts, and
adverse or unfavorable public
opinion.

The Systematic External
Review Program (SERP) was
decentralized in September
1985 and became completely
field managed in July 1986.
SERP team leaders are now
organizationally placed under
the seven DM&S Regional
Directors with the Office of
Quality Assurance retaining
only policy and general over-
sight responsibility. In FY
1987, the first full year of
decentralized operations, a
significant increase was seen
in the number of SERP
reviews completed, and there
was a marked improvement
by field facilities in the ac-

curacy and timeliness of tak-
ing corrective actions.

During 1987, the QA Exter-
nal Review Management In-
formation System (ERMIS)
has continued to serve as the
Department’s method for
recording, tracking, and trend-
ing systematic external
review recommendations.
Currently, a field task force is
working to improve the
system to make it more user-
friendly and accessible to QA
field staff.

In FY 1987, the QA Special
Interest Users Group (SIUG)
developed, tested, and
prepared two computer ap-
plications for installation at
local VA medical centers.
Scheduled for implementation
nationwide in FY 1988, the
computer applications are
critical to the Department’s
Quality Assurance program
for resource utilization review,
occurrence screening, and pa-
tient incident reporting. These
elements will be integrated
with local medical center
computer capabilities into the
DHCP.

The QA Office is developing a
data base for a national QA
Decision Support System
(DSS). “'Decision support’’ is
a data base management
system which integrates
resource utilization and risk
management factors to im-
prove health care decision-
making by care givers. Data
are compiled from medical,
surgical, and other files in the
current and future DHCP. QA
data originate from occur-
rence screening, mortality
review, and other QA in-
itiatives. The DSS will incor-
porate state-of-the-art
knowledge bases and "’ Expert
Systems.”’ These systems will




gvolve in support of_ quality .
management decision-making
as readily as they become _
available and as the system is
ready to use them.

A QA task force met in_
geptember 1987 to review
DM&S policies concerning
utilization management and
maximizing reimbursement
from third party health plans.
The task force made a
number of far-reaching
recommendations which

should considerably
strengthen facility utilization
management programs. Revi-
sion of these policies based
on task force recommenda-
tions is scheduled for
dissemination to the field in
FY 1988.

During 1987, occurrence
screening pilot programs were
established at 27 VA medical
centers during the first part of
the year to assess the poten-
tial usefulness of this quality

assurance methodology
within DM&S. Drawing on the
findings of an evaluation, a
task force developed a set of
recommendations concerning
the implementation of occur-
rence screening in all DM&S
medical facilities. A draft
policy incorporating the
recommendations was recently
completed and is undergoing
review. Nationwide implemen-
tation of occurrence screening
in DM&S is targeted for FY
1988.

Medical Inspector

The Medical Inspector pro-
vides staff support to the
Chief Medical Director to
assure optimal quality medical
care. These management sup-

port and quality assurance ac-
tivities involve multiple coor-
dinated working relationships,
both internal and external to
DM&S.

Recognizing the need for
education in the area of risk
management, the Medical In-
spector and staff have par-
ticipated in several regional

generally appropriate.

Conflict of Interest Issues

The Department of Medicine and Surgery has undertaken the task of clarifying the
subject of conflict of interest, particularly as it pertains to health care professionals in
the patient care and medical research environments. Concern in this area was
heightened by the VA Inspector General's investigations of the pecuniary relationships
of certain VA employees with pharmaceutical firms.

Paramount has been the need to ensure employee sensitivity to the standards of
ethical conduct governing their activities as Federal employees, while acknowledging
the beneficial relationship enjoyed by the VA in dealings with the private sector.

Private-sector donors, including the pharmaceutical industry, have played a significant
role in advancements the VA has made, and have been an important source of fund-
ing for major medical research in the VA. While safeguarding VA rules and regulations
and standards of ethical conduct, lawful employee contacts with private sector
donors can and should continue.

As an outgrowth of their previous investigation of activities related to an individual
pharmaceutical firm, the VA’s Office of Inspector General undertook the
"PHARMCO" investigation involving five other pharmaceutical suppliers. Results of
the second investigation are under review, and appropriate action will be taken with
respect to unlawful or irregular action.

Significantly, the “"PHARMCO"’ investigation has shown that the efforts to clarify VA
policy concerning business dealings with private-sector firms have been successful.
Employee awareness has been heightened, and outside professional activities are

A thorough review and analysis of the legal, regulatory, and professional considera-
tions with respect to conflict of interest is underway, and updated guidance will be
issued in FY 1988. Additionally, the Department of Medicine and Surgery will support
the Institute of Medicine in conducting a two-day national workshop in the spring of
1988. This workshop will gather members of the scientific and academic com-
munities to address issues related to the Federal scientist.

Resolution of these issues will require examination of the atmosphere of restraint
created by the widespread concern over conflict of interest issues. Greater clarifica-
tion should help ensure that such concerns do not interfere unnecessarily with suc-
cessfully achieving the full potential of the public/private partnership.




conferences for Medical
Center Directors, Chiefs of
Staff, Chief Nurses, and
Quality Assurance Coor-
dinators dealing with the im-
portance of risk management
and patient incident reporting.

These conferences also
covered the obligation of the
medical centers to report 10
the appropriate State licens-
ing board those licensed
health care providers who fail
to meet generally accepted
standards of clinical practice.
VA staff from the Office of
the General Counsel, District
Counsels, and the Office of

the Inspector General have at-
tended and participated in
these conferences.

In concert with the Office of
the General Counsel, an
automated Risk Management
Information System was
established. Information for
these data bases will be sup-
plied by the District Counsels
and the involved medical
centers. This system will alert
the medical center when a
claim for damages has been
filed. The medical center can
then review the case, deter-
mine if there is need for fur-
ther investigation, analyze

trends among the cases being
received, and supply the
needed information to the
Medical Inspector’s office.
The information in these data
bases will be available to the
Office of the General
Counsel, as well as DM&S.

In conjunction with these ef-
forts in the areas of risk
management and patient in-
jury control, the DM&S
Operating Manual was revised
to facilitate field compliance
with the Code of Federal
Regulations and to clarify the
various aspects of patient in-
jury control.

Research and Development Programs

The VA's three research pro-
grams are operated by
Medical Research Service,
Health Services Research and
Development Service, and
Rehabilitation Research and
Development Service. The
first two of these Services
operate within the Office of
the ACMD for Research and
Development. Rehabilitation
Research and Development
Service reports to the ACMD

for Clinical Affairs through the
Deputy ACMD for Prosthetics
Services Research and
Development.

Each of the research services
has a separate line item in the
VA’'s research budget, and
funds are allocated to the
three services as they are ap-
propriated by the Congress.
Within each research service,
funds are allocated to support

individual research programs
based on the scientific
evaluations of peer review
committees. On occasion,
areas of research are iden-
tified that are especially ripe
for research investment, and
announcements of special
research program initiatives
are made periodically by each
research service.

Medical Research Service

The program of Medical
Research Service has evolved
into an internationally
recognized major contributor
to medical science and to the
advancement of the practice
of medicine. Currently,
through VA appropriated
funds, Medical Research
Service supports the research
of approximately 2,500 VA
scientists, over 70 percent of
whom are physicians commit-

ted to the pursuit of patient-
oriented research across the
entire spectrum from basic
science to clinical application
of new knowledge. An equal
number of VA researchers are
supported by funds from
other Federal agencies, foun-
dations, and private industry.

The VA research program
contributes to a professionally
attractive and stimulating in-

tellectual environment that is
critical to the recruitment,
retention, and professional
growth of high quality patient
care staff. The presence of an
active medical research pro-
gram creates a spirit of in-
tellectual enterprise that con-
tributes to the provision of
the highest quality medical
care to veterans.

Significant Research Activities During FY 1987

The Medical Research Service
supported a research and
development program in
Magnetoencephalography
(MEG) at the VA Medical

Center, Albuquerque, New
Mexico.
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Medical Research Service and
other VACO components are
sharing in support for the
establishment of a Magnetic
Resonance Imaging (MRI)
facility at the VA Medical
Center, Palo Alto, California.
The Medical Research Service

decision to participate in the
funding of the MRI facility
was made on the basis of a
careful scientific review of
the potential of such a facility
to contribute to research on
the usefulness of MRI.



|n February 1987, the
Medical Research Service an-
nounced a request for sub-
mission of collaborative
research programs between
vA and DOD investigators.

As a result of this solicitation,

Medical Research Service
received 106 applications for
research collaboration. These
proposals were evaluated
through the VA’s peer review
system, and the strongest
scientific studies are to be
funded in Spring 1988.

In April 1987, Medical
Research Service announced
a request for submission of
proposals for research in
AIDS and HIV infection. As a
result of this solicitation,
Medical Research Service
received 62 proposals. The
scientifically strongest of

these proposed studies will be

funded in Spring 1988.

In May 1987, Medical
Research Service announced
a request for submission of
proposals for Research
Centers in AIDS and HIV in-
fection. As a result of this
solicitation, 11 VA medical
centers submitted applica-
tions for evaluation by a
special ad hoc committee of
scientists. The three
strongest applications will be
supported for five years.

Medical Research Service
reviewed 1,200 applications
for the support of
investigator-initiated research
through its Merit Review pro-
gram (the principal
mechanism for sustained
research funding of VA scien-
tists), and funded the 660
scientifically strongest pro-
grams,

The Medical Research Service

pareer Development Program
15 designed to provide
'esearch training to clinicians
seeking careers as clinician-
fesearchers within the VA
Medical care system. The
Career Development Program
Pfovides protected research
ime 0 a small number of

Productive, established VA in-

vestigators seeking a period
of concentrated research ac-
tivity. The Career Develop-
ment Program received 257
applications; 154 applications
meeting the most stringent
priority score requirements
were selected for funding.

Medical Research Service's
Cooperative Studies Program
is well known for its past
contributions to the evalua-
tion of a wide range of
medical and psychiatric
therapies through the use of
multi-hospital clinical trials. In
the reporting period, 25
studies were active and 4
new studies were initiated.
To illustrate the nature of the
clinical trials being supported,
two of the new studies are
briefly described below:

e A sample of patients with
mild or moderate symp-
toms of ischemic heart
disease identified at eight
participating VA medical
centers are included in a
randomized clinical trial
comparing percutaneous
transluminal angioplasty
(PCTA) with closely super-
vised medical therapy.
PCTA is a relatively new
nonsurgical method for
treating ischemic heart
disease by means of
dilating a stricture of the
coronary arteries with a
balloon-tipped catheter.
Although PTCA is widely
used, its proper role in
mildly or moderately symp-
tomatic patients with
single or double vessel cor-
onary artery disease has
not been defined. The VA
study has the potential to
fill an important gap in
medical knowledge, and its
results are eagerly awaited
by health care providers
and ischemic heart disease
patients alike.

e The second illustrative
cooperative study ad-
dresses the guestion: What
should be done, if
anything, to prevent
strokes in patients with
nonvalvular atrial fibrillation

{irregular beating of the left
atrium of the heart)? A
study of 980 patients in
16 VA medical centers will
examine the usefulness of
low-intensity oral an-
ticoagulation with warfarin
in preventing the occur-
rence or recurrence of
cerebral infarction and
cerebral hemorrhage.
In recognition of significant
achievements made by VA
researchers, the following
awards were made in FY
1987:

e The William S. Middleton
Award, presented annually
in recognition of outstand-
ing achievement in
biomedical research, was
given in 1987 to Aaron J.
Marcus, M.D., of the VA
Medical Center, New York,
New York. Dr. Marcus was
recognized for his pioneer-
ing studies of the
mechanisms of blood clot-
ting and intravascular
thrombosis. His 1970
demonstration of the in-
teraction of aspirin with
blood platelets, resulting in
an inhibition of clotting,
has led to his more recent
work in the 1980s on
natural inhibitors of clot-
ting in the treatment of
stroke and coronary artery
disease.

e Brian B. Hoffman, M.D.,
an investigator at the Palo
Alto, California, VA
Medical Center, was
awarded the American
Heart Association’s
Established Investigator
Award.

e Lissy Jarvik, M.D., Ph.D.,
Chief, Psychogeriatric
Laboratory at the West
Los Angeles, California,
(Brentwood) VA Medical
Center, was awarded the
Jack Weinberg Memorial
Award for Geriatric
Psychiatry by the
American Psychiatric
Association. Dr. Jarvik
was also presented the
Robert W. Kleemeier
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Award for outstanding
research in the field of
aging by the Geron-
tological Society of
America.

The late Philip R. A. May,
M.D., who was an in-
vestigator at the West Los
Angeles, California, VA
Medical Center, was the
Senior Editor of a special
supplement of the Acta
Psychiatrica Scandinavica
(No. 331, Vol. 74, 1986)
entitled, ''Perceptions of
the Values and Benefits of
Research,”’ which contained
the results of an Interna-
tional Research Study
Group project.

William H. Oldendorf,
M.D., Chief, Neuroisotope
Laboratory at West Los
Angeles, California, (Brent-
wood) VA Medical Center,
was awarded an Honorary
Doctor of Science Degree
from the St. Louis,
Missouri, School of
Medicine.

e Oscar Auerbach, M.D.,

distinguished physician
emeritus at the East
Orange, New Jersey, VA
Medical Center, was
awarded the Alton
Ochsner Award for relating
smoking and health.

Michael D. Levitt, M.D.,
Associate Chief of Staff
for Research and Develop-
ment at the Minneapolis,
Minnesota, VA Medical
Center, was awarded

the American
Gastroenterological
Association’s Distinguished
Achievement Award.

Svaio Woo, Ph.D., a VA
Rehabilitation Research
and Development funded
investigator at the San
Diego, California, VA
Medical Center, has been
elected Chairman of the
Bioengineering Division of
the American Society of
Mechanical Engineers.

Joseph Zubin, Ph.D., a VA
Research Center Scientist
who directs the Biometrics

Research Program at the
Pittsburgh, Pennsylvania,
V A Medical Center, was
invited to participate in
Heidelberg and Harvard
Universities’ multicenten-
nial anniversaries. At the
600th anniversary of the
University of Heidelberg,
Dr. Zubin was asked to
present the closing ad-
dress of their Symposium
on Schizophrenia. During
the 350th anniversary of
Harvard University, Dr.
Zubin was the recipient of
a special award for a
lifetime of distinguished
contributions to
psychopathology.

Amico Bignami, M.D.,
Associate Chief of Staff
for Research and Develop-
ment at Brockton,
Massachusetts, VA
Medical Center, won the
Jacob Javits Award given
by the National Institute of
Neurological and Com-
municative Diseases and
Stroke for the study of
brain-specific protein in
astrocytes.

AIDS Epidemic and VA Research

The Chief Medical Director established the Department’s AIDS Program Office in July
1987 . The Office was charged with coordination of daily AlDS-related activities
within the Department and to serve as the VA AIDS liaison office with other agencies,
groups, and individuals concerned with the epidemic. At the same time, the Chief
Medical Director’s Steering Committee on AIDS was established to provide advice
from AIDS experts within the VA health care system. The AIDS Steering Committee,
a multidisciplinary group of 14 individuals, met for the first time in September 1987

and meets quarterly.

A major undertaking in 1987 was the development of both a policy on Human Im-
munodeficiency Virus (HIV) Testing in the VA and an implementation plan for a
testing program. The first step in that plan was a baseline survey of AIDS testing ac-

tivities since 1985 which was conducted in September 1887.

An AIDS Clinical Unit was funded at the VAMC New York, New York, and three
others are to be identified for funding. Proposals were salicited for three AIDS
Research Centers to be funded in 1988, During 1987, VA researchers were involved
in the entire spectrum of research on AIDS from basic science studies of the
mechanism of the infection through clinical drug trials. A doubling of VA research ef-
forts in HIV infection will accur in FY 1988 as a result of a special solicitation for

research studies in this area.

AIDS Activities in the VA

In August 1987, the VA Of-
fice of Academic Affairs
established an AIDS Educa-
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tion Task Force for the
development of a systemwide
AIDS education plan and na-

tional training program.
Educational efforts for staff at
Regional Medical Education
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centers (RMECs),

Cooperative Health Manpower
gducation Programs (CHEPs),
pental Education Centers, and
individual VA medical centers
were intensified. The Surgeon
General’s Report on AIDS

was distributed to VA pa-
tients and staff.

Activities with other agencies
continued in 1987. The
VA/DOD Working Group met
quarterly to exchange
research information and to
consider operational issues
related to a smooth transfer
of AIDS patients from military
to VA care.

The VA participated in the
Federal Coordinating Commit-
tee on AIDS Information,
Education, Risk Reduction,
and the Subcommittee on Ac-
cess to Health Care. VA
representatives served on the
Special Committee on HIV In-
fection/AIDS Policy for the
American Hospital Associa-
tion and participated in the
final review of the Centers for
Disease Control’'s (CDC)
Recommendations for Preven-
tion of HIV Transmission in
Health Care Settings. A
presentation on AIDS ac-
tivities in the VA was made
to the first meeting of the
Presidential Commission on
the HIV Epidemic.

Major efforts begun in 1987
which will continue are the
Task Force on Reimbursement
for AIDS Clinical Care and ex-
pansion of the VA HIV testing
program. Implementation of
the CDC recommendations
for prevention of transmission
of HIV in health care settings,
Popularly known as “‘univer-
sal precautions,’”” will proceed
fiuring 1988. Many other
ISsues are being intensively
S_tudied, including confiden-
Tlality of patient information,
informed consent, quality
control for HIV tests, and

Nondiscrimination of AIDS pa-
tients,

One of the first cases of
§Dldemic Kaposi's sarcoma to
€ recognized in the United

States occurred at the VA
Medical Center, New York,
New York, so VA facilities
have been involved with AIDS
since the beginning. By the
end of FY 1986, a total of
1,195 cases of AIDS had
been reported by 115
VAMCs. An additional 1,666
cases were reported in FY
1987 for a cumulative total
of 2,861 cases since report-
ing began. The majority of the
patients were seen in the
epicenters of the disease,
with eight VAMCs along the
Atlantic, Pacific, and Gulf
coasts having treated over
100 patients each. These
represent 49 percent of all
AIDS patients in the VA
system.

As shown in the chart below,
the demographics of AIDS in
the VA were slightly different
from the U.S. as a whole.

Researchers at VA medical
centers are actively in-
vestigating the mechanisms
by which HIV infection
causes the complex medical
conditions of immune
dysfunction, dementia, and
rare cancers. Through
understanding the disease
process, new therapies can
be developed that will stop
the progression of this viral
disease and perhaps prove

useful in the treatment of
other viral infections as well.

VA basic research studies of
HIV infection will address:

e The mechanism by which
HIV disrupts resistance to
infection;

e The impact of HIV infec-
tion on the B cells of the
immune system that pro-
duce antibodies;

e The molecular events by
which HIV and other
related virus injections lead
to cancer development;

e Evaluation of the efficacy
of zidovudine {formally
azidothymidine or AZT) in
veteran patients infected
with HIV who have not yet
developed the severe im-
mune deficiency of AIDS;
and

e HIV infection of the central
nervous system.

Finally, VA investigators are
involved in the development
of a new drug for AIDS treat-
ment. Because HIV contains a
special protein unique to this
class of virus and critical for
its successful infection of
cells, several drugs aimed at

Risk Factor VA (%) U.S. (%)
Homosexuai/bisexual 46 % 66 %
IV Drug Abuser 25 17
Both 7 8
Hemophiliac . 1
Heterosexual contact 2 4
Transfusion 3 2
Unknown/unreported 16 3
Racial/Ethnic Group

White 46 % 61%
Black 32 24
Hispanic 11 14
Unknown/unreported 14 1
Sex (Adults/Adolescents)

Male 99 % 93%
Female less than 1% 7
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inhibiting the production of
this special viral protein are
being developed and tested
by VA investigators.

A special solicitation to VA
researchers in March 1987

announced support for in-
dividual research projects on
HIV infection and related sub-
jects. These projects are
being reviewed by a special
committee of HIV experts.

Successful projects will be
funded in April 1988. It is an-
ticipated that 50 new
research studies will be sup-
ported through this solicita-
tion.

Health Services Research and Development Service

Health services research is an
interdisciplinary field of in-
quiry concerned with the
measurement and evaluation
of health care systems and
with testing new methods of
health care delivery and
management. The Health
Services Research and
Development (HSR&D) Serv-
ice is the DM&S organiza-
tional component charged
with supporting health serv-
ices research in the VA,

HSR&D Service divides its ac-
tivities into three program
areas: (1) investigator-
initiated research, (2) field
programs, and (3) special in-
itiatives and studies. In the
primary program area -
investigator-initiated research -
HSR&D Service supported 68
projects in 35 VA facilities in
FY 1987. Projects continued
to focus on areas such as
care of the aging veteran,
preventive health care,
rehabilitative services, and
evaluating the cost-
effectiveness of patient care
technologies. A total of 33
new projects were initiated
and 13 projects were com-
pleted.

Findings from completed
HSR&D projects included im-
plications for VA patient care
decisions about: nuclear
magnetic resonance imaging
for managing brain lesions, in-
patient versus outpatient
alcohol detoxification, closed
Versus open circuit

anesthesia, and strategies in
monitoring bladder cancer
recurrence.

Nine HSR&D field programs
encompassing 36 VA medical
facilities continued to imple-
ment health services research
in the field. Each program
comprises a network of core
VA staff who collaborate with
managers, providers, and
community institutions. These
interactions stimulate the in-
tegration of health services
research with practice in VA
health care delivery settings.

HSR&D field programs sup-
port local projects and pilot
studies often designed to
meet locally-identified needs.
In FY 1987, more than 30
such projects were conducted
in such areas as diagnostic
approaches for post-traumatic
stress syndrome, quality
assessment and health status
measures, and reduction of
polypharmacy and medication
morbidity in the elderly,

In its third major program
area, HSR&D Service con-
ducted several special in-
itiatives and studies designed
to respond to systemwide
needs identified by VA
managers or Congress. Some
examples are as follows:

e Implementation of a five-
site collaborative evalua-
tion of Adult Day Health
Care as an alternative to
nursing home care;

e Development of a protocol
to evaluate the VA’'s pilot
program of chiropractic
care;

e Information synthesis on
cost-effectiveness of
lithotripsy; and

e Information synthesis on
nuclear magnetic
resonance imaging focus-
ing on clinical applications
and cost considerations.

The Service also emphasizes
dissemination of research
results through publications in
peer-reviewed journals and
presentation at national pro-
fessional meetings. Some
reports are selected for VA
publication in brief bulletin
form, targeted to those VA
health care providers who
may best use the information
to improve veterans’ care.

One such bulletin reported in
1987 that encouraging high
risk populations through a
mailout to obtain influenza
vaccinations is effective in
reducing the incidence of this
dangerous disease and, at the
same time, lowering patient
care costs.

Rehabilitation Research and Development Service

The mission of the Rehabilita-
tion Research and Develop-
ment (Rehab R&D) Service is
to improve the quality of life
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of impaired, disabled, and

handicapped veterans by mak-

ing them more functionally in-
dependent. This is ac-

complished by conducting a
program of research, and by
developing and evaluating
devices, techniques, and con-




cepts of rehabilitation to
allow these veterans more
functional independence in
the activities of daily living.

To find ways of using ad-
vanced medical and engineer-
ing science and technology
for the direct benefit of
severely disabled veterans,
special Rehab R&D Centers
have been established at VA
medical centers in Palo Alto,
California, and Hines
{Chicago), lllinois. A
Rehabilitation R&D Unit -
smaller in scope than a center -
is in operation at the Decatur
(Atlanta), Georgia, VA Medical
Center, completely dedicated
to aging Rehab R&D.

The Service also has
established two units at the
Baltimore, Maryland, VAMC:
the Rehab R&C Evaluation
Unit, a centralized evaluation
program of prototype devices
and techniques; and the Of-
fice of Technology Transfer
{OTT), a system for
technology transfer and infor-
mation dissemination which
includes publication of the
Journal of Rehabilitation
Research and Development,
Annual Progress Reports, and
Clinical Supplements to the
Journal.

During FY 1987, among the
projects underway in the
Rehab R&D Evaluation Unit
was the clinical evaluation of
the Seattle Ankle, an advanced
prototype orthotic device
being tested in the field at 18
Prosthetic Centers and Or-
thotic Laboratories. Also in
process of implementation
was the testing and evalua-
tion of the VA Synergetic
Prehensor, a myoelectrically
controlled hook for arm am-

putees. This device operates
almost as quickly as human
fingers, is lightweight, more
energy efficient, and less ex-
pensive than existing prehen-
sors. Other evaluations in the
planning stage include the
Powered Upper Limb Pros-
thesis and the Recumbent
Bike, a two-wheeled bicycle
for paralyzed persons.

The OTT disseminates the
results of VA-sponsored
scientific and engineering pro-
jects among scientists,
engineers, clinicians, and con-
sumers in the United States
and abroad. The annual pub-
lication Rehabilitation
Research and Development
Progress Reports is a
worldwide summary of on-
going scientific research. In
FY 1987, OTT also continued
publication of Rehab R&D
bibliographies and, through its
exhibit program, presented
scientific findings to major
organizations. OTT operates
the VA Rehabilitation Data
Base which makes selected
rehabilitation technical infor-
mation available to VA
medical centers and others
via a computer telecom-
munications service.

During FY 1987, approx-
imately 180 Rehab R&D pro-
jects were conducted in the
following areas: pros-
thetics/amputation/orthotics,
spinal cord injury, and sen-
sory aids. Special emphasis is
given to such critical issues
as how best to organize these
efforts, how to identify most
effectively the areas of need
and stimulate quality Rehab
R&D proposals in these areas,
and how to most efficiently
and rapidly transfer the pro-

ducts of research to benefit
disabled veterans,

Some examples of research
topics addressed by these
projects include: (1)
computer-aided design and
manufacture of prosthetic
sockets, (2) functional elec-
trical stimulation to permit
lower and upper extremities
which are paralyzed to func-
tion, and (3) the efficacy of
cochlear implants for pro-
foundly deaf patients.

In order to develop priority
areas of emphasis, the Rehab
R&D Service utilizes
workshops consisting of ex-
perts and consumer repre-
sentatives within specific
fields to assess the current
state of the art, previous ad-
vances, and patient treatment
information. During the past
year, the Service held such
workshops in the fields of
audiology and speech
pathology, dementia, and
schizophrenia.

The Director, Rehab R&D,
chairs the Rehabilitation
Education Program (REP)
Committee in the Department
of Medicine and Surgery. The
mission of this committee is
to provide education and
training for VA health care
providers to encourage the
use of newly available
research information and to
transfer technology within our
health care delivery system
for disabled veterans. The
REP committee has repre-
sentation from all Clinical Af-
fairs Services related to
rehabilitation, the Office of
Academic Affairs, and the
Special Teams for
Amputation, Mobility, and
Prosthetics/Orthotics Program
(STAMP).

Academic Affairs Programs

The Department of Medicine
and Surgerv conducts the
largest coordinated health
prc_:fessions education and
training program in the Na-
tion, |tg purpose is twofold:

@ To assist in recruiting and
retaining sufficient
numbers of all categories
of professional health serv-
ice and administrative per-
sonnel to meet the needs

of a high-quality VA health
care system, and to con-
tribute to the Nation’s
health manpower pool.
Each year, approximately
100,000 students receive
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some or all of their clinical
training in VA facilities af-
filiated with over 1,000
educational institutions.

e To provide continuing
education for DM&S
employees to learn and
maintain new skills and
knowledge at their VA
health care facilities or at
DM&S continuing educa-
tion field units. Nineteen
such field units are
geographically dispersed
across the VA system. A
total of 89,936 training
episodes for VA

employees were supported
in FY 1987, including
22,206 through an ag-
gressive ‘‘teleconferenc-
ing’’ program which avoids
travel costs and travel
time associated with tradi-
tional workshops.

The DM&S education and
training effort is accomplished
through coordinated programs
and activities administered by
the Assistant Chief Medical
Director for Academic Affairs.
At 76 VA medical centers,
the numbers of education and
training programs and

student/trainees justify the
appointment of a full-time
Associate Chief of Staff for
Education (ACOS/E) to pro-
vide a single focus of respon-
sibility for the management of
health education activities.
The ACOS/E also serves as
staff support to management
in quality assurance pro-
grams, strategic manage-
ment, education, research,
and patient care, in addition
to responsibilities for manage-
ment of the facility's educa-
tion and training programs.

VA Health Professional Scholarship Program

The Health Professional
Scholarship Program,
established in 1980 under
Public Law 96-330, assists in
providing health care person-

nel for the VA and the Nation.

Since 1982, nearly 1,100
scholarship awards have been
made to full-time bac-
calaureate and master’s
degree nursing students.

A 1982 amendment to the
scholarship program statute

authorized awards to full-time
VA health care employees
enrolled part-time in bac-
calaureate nursing degree pro-
grams. There have been 160
such awards for part-time
study.

There are 379 scholarship
participants currently in serv-
ice obligation at 119 VA
medical centers. Overall,
1,124 participants have been
in service obligation; 708 of

these have completed their
obligation.

The Scholarship Program did
not receive an appropriation
for FY 1987, and no new
awards were made. All par-
ticipants who received
scholarships in previous years
have funds obligated for sup-
port through degree comple-
tion.

meeting.

The David M. Worthen Award for Academic Excellence

The Department of Medicine and Surgery has much to be proud of in the contribution
it makes each year to the education of health care professionals. This contribution
was maintained and greatly enhanced through the leadership and dedication of Dr.
David M. Worthen during his tenure as the Assistant Chief Medical Director for
Academic Affairs. The “*David M. Worthen Award for Academic Excellence’ was
established to give continued recognition of outstanding achievements in the area of
health care education, and to recognize and perpetuate the philosophy exemplified by
Dr. Worthen throughout his VA career.

This award will recognize annually a DM&S employee who has made a contribution of
national significance to the education of the health professions. The recipient will
receive a plaque and a cash award of $5,000.

One nomination will be accepted from each DM&S facility of an employee in any oc-
cupational or professional category. The nominees will be reviewed by a selection
committee composed of representatives of external organizations and the VA. This
committee will recommend a recipient to the Chief Medical Director for final decision.
The award will be presented annually at the DM&S Senior Management Conference
held in conjunction with the Association of American Medical Colleges’ annual

Tuition Support Program

During FY 1987, the Office
of Academic Affairs received
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$2 .5 million to initiate a tui-
tion support pilot program to

assist VA medical centers
with recruitment and reten-

i i i e



sion of staff in 15 shortage
occupational categorlgs. Oc-
cupational categories |den-.
ified as having the most d|f'-
ulty in recruiting and retain-

fic
el included nurs-

ing personn

ing, physical therapy, occupa-
tional therapy, pharmacy, and
respiratory therapy. Requests
totaling nearly $9 million
were received from 161
facilities. Funds were

allocated to 150 facilities to
support continuing education
and academic course work for

nearly 9,000 employees
working in the shortage

categories.

m—

Graduate and Undergraduate Education

In FY 1987, the VA sup-
ported approximately 8,250
full-time medical residency
positions under VA affiliations
with 102 medical schools.
Special emphasis was gi.ven
to supporting programs In
psychiatry, primary care,
anesthesiology, geriatrics,
radiology, orthopedics, and
rehabilitation medicine.

Through similar arrangements,

VA facilities also provided
clinical education for
undergraduate medical
students. A total of 355
positions were supported for
dental residency programs in
FY 1987. Advanced training
in dental general practice
received the largest portion of
these positions. Students in
nearly 50 recognized
associated health professions
selected VA facilities for their
clinical experience.

This table reflects the status
of the VA health care profes-
sional training, by discipline,

Number of Trainees

Discipline

FY 1987 FY 1986
Total 98,889 103,213
Medical house staff 30,549 30,252
Medical students 22,164 23,805
Dental house staff 926 876
Dental students 1,085 1,039
Nursing 23,000 26,058
Social work 892 956
Psychology 1,197 1,214

Other health professions
and occupations 18,409 18,334
Administrative 667 679

for FY 1987, as compared to
FY 1986.

Approximately 20 percent of
the students choosing VA
health care facilities to com-
plete their clinical training
received financial support.
This support recognizes the
students’ significant contribu-
tions to patient care, under
appropriate supervision, in the
fields of medicine, dentistry,

nursing, psychology, social
work, and other associated
health professions.

At mid-1987, 10,961 VA
physicians, dentists, and

other staff held facuity ap-
pointments at affiliated health
science schools and colleges.
A decade earlier, the number
was 7,563.

To meet the special needs of

{Full-time and Part-time)

With Faculty Appointments

VA Physicians, Dentists, and Other Staff

April 1987
Other
Academic Title Total Physicians Dentists Staff
Total Faculty
Appointments 10,961 8,442 446 2,073
Professor 1,449 1,289 14 146
Clinical
professor 268 192 16 60
Associate
professor 1,642 1,414 39 189
Associate clinical
professor 674 524 51 99
Assistant
professor 3,119 2,729 75 315
Assistant clinical
professor 1,434 1,026 121 287
Instructor 790 517 27 246
Other titles 1,685 751 103 731
s
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Specialized Physician/Dentist Fellowship Programs - Fy 1987

Number of Fellowships
Year VAMC Number of Completed
Program Training Fellowships Through
Program Category Initiated Sites Funded June 1987
Geriatrics/Gerontology
Physician 1978 20 52 151
Dentist 1982 5 10 20
Spinal cord injury 1980 6 12 47
Substance abuse 1980 6 13 33
Total 87 251

veterans and to provide na-
tional leadership, specialized
physician fellowship programs
were established in 1978.
The first of these programs
provided physician
fellowships in geriatric
medicine. Since 1980,
fellowship programs have
been established for physi-
cians in the areas of spinal
cord injury and substance
abuse and, for dentists, in
geriatric dentistry. The
fellowship participants receive
two years of advanced train-
ing for the development of
clinical proficiency, expertise
in program management, and
academic leadership in the
treatment of these special
health problems.

Based on the premise that
health care delivery by a team
of health professionals is a
more efficient utilization of
personnel and results in better
patient management,
especially for the elderly, 12
model Interdisciplinary Team
Training in Geriatrics (ITTG)
sites have been established.
Physicians, nurses, social
workers, psychologists,
physical and occupational
therapists, and other health
care providers participate in
interdisciplinary team training
in conjunction with ongoing
geriatrics programs located at
these 12 VA medical centers.

During FY 1987, nearly 200
students were provided fund-
ing support at the ITTG sites
in the following disciplines -
clinical nurse specialist,
clinical/hospital pharmacy,
audiology/speech pathology,
social work, optometry,
podiatry, psychology, and oc-
cupational therapy.

VA medical centers
experiencing difficulty in
recruiting associated health
students because of the
centers’ geographic locations
or the schools’ class
schedules were assisted by
special summer traineeship
programs. In FY 1987, over
350 traineeships were funded
at 137 VA medical centers.
Disciplines supported in

this program include
audiology/speech pathology,
psychology, and social work.

in FY 1987, 76 master’s
level clinical nurse specialist
student positions were sup-
ported at 27 VA facilities in
the priority areas of geriatrics,
rehabilitation, and
psychiatric/mental health.

The Nursing Administration
Practicum is an Academic Af-
fairs program to train
graduate nurses for leadership
in VA nursing. This specialized
practicum provides a struc-

tured learning experience in
executive level nursing and
health care administration for
graduate nursing students
enrolled in master’s degree
programs in nursing ad-
ministration. Students
selected for this practicum
have as preceptors both the
Chief, Nursing Service, and
the Medical Center Director.
Students concentrate on
developing their skills in
organizational problem solv-
ing, business management,
and community awareness
relating to nursing and health
care management. During FY
1987, nine VA facilities were
provided funding support for
26 students.

A special priority program for
geriatric education and train-
ing was provided for in the
allocation of associated health
training positions and funding
support to VAMCs, including
those hosting Geriatric
Research, Education, and
Clinical Centers (GRECCs). In
1987, 135 associated health
trainee positions were ap-
proved at 59 VA facilities.
Disciplines supported in this
program include clinical nurse
specialist, social work,
psychology, occupational
therapy, clinical pharmacy,
audiology/speech pathology,
and optometry.

Continuing Education
The goal of the DM&S con-

tinuing education program is
to maintain and update staff

64

skills and abilities necessary
to provide and administer
quality health care for

veterans. Training is provided
in all clinical, management,
administrative, technical, and
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The organization of continu-
ing education field units and
other support activities is

support areas based on health
program requirements.

summarized in the following
table.

o
Continuing Education and Learning Resources Field Organization
National/Regional Units*

% VAMC Site CEC | RMEC | Reglib [ RPHEC | LRPC DEC ETC
Washington, DC X X X
Birmingham, AL X X X
Cleveland, OH X X X
Long Beach, CA X X X
Minneapolis, MN X X X
Northport, NY X X X X
Salt Lake City, UT X X X X
St. Louis, MO X X X X
Little Rock, AR X
West Los Angeles, CA X

Facility-Centered Units

Component

Number of VA
Facilities

Cooperative health manpower education programs
(Boise, Dublin, Erie, Fort Meade, Lincoln, Saginaw,
Togus, Tuskegee)

Medical media production services

Patient health education programs

Library services

8

103
166
175

*Legend:

CEC - Continuing Education Center

RMEC - Regional Education Medical Center

RegLib - VALNET Regional Library

RPHEC - Regional Patient Health Education Coordinator
LRPC - Learning Resources Production Center

DEC - Dental Education Center

ETC - Engineering Training Center

The Continuing Education
Center (CEC) at the
Washington, D.C., VA
Medical Center serves as a
central coordinating point for
designated education projects
which are national in scope,
including the national
rehabilitation education pro-
gram.

Consultation, coordination,
Support, and educational pro-
gramming are provided by the
seven DM&S Regional
Medical Education Centers
{RMECs). The RMEC pro-
gram, established by Con-
gress in Public Law 92-541,
Plays a pivotal role in the
DM&s continuing education
effort. Each RMEC supports
between 20 and 30 DM&S

facilities by providing exten-
sive and intensive analyses of
educational needs within its
region, as well as expert con-
sultation and assistance to
facilities on continuing educa-
tion administration and opera-
tions. In addition to meeting
regional needs, the RMECs
are the major vehicle for con-
ducting national training pro-
grams. RMECs sponsored
2,547 educational courses or
activities in FY 1987 for
74,944 DM&S staff
members. Teleconference
training has expanded from a
pilot effort to a full-scale pro-
gram with equipment in all
VA health care facilities.
While teleconferencing has
many limitations, its cost
avoidance features (travel

cost and travel time) and its
utility for providing organized
training to staff previously not
reached has made it a very
useful tool in the DM&S con-
tinuing education effort.

Two Dental Education
Centers (DECs) provide
specialized continuing educa-
tion activities for dental
employees. Activities include
short courses, mini-
residencies, and development
of independent learning
packages and audiovisuals.
Several of the DEC courses
are unique to the VA in that
they focus on inpatient den-
tistry.

The Engineering Training
Center (ETC) at the Little
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Rock, Arkansas, VA Medical
Center provides short courses
and correspondence courses
for DM&S engineers and
engineering technicians. This
training program has proven
highly cost-effective in

maintenance of biomedical
equipment.

At eight remote VAMCs,
community-based sharing ar-
rangements under the VA's
Cooperative Health Manpower

Education Program provide a
wide variety of educational
offerings to joint audiences of
VA and community health
care personnel.

Patient Health Education/Health Promotion

Patient health education con-
sists of activities designed to
contribute to the improved
health status of veteran
beneficiaries. These activities
include facility management
of patient health education
services, development of pa-
tient health education pro-
grams for identified target
populations, staff training,
and direct interaction with in-
dividual patients and families.
Patient health education/

health promotion is an
important component of
health care services. Full-time
patient health education coor-
dinators are assigned to 19
VAMCs and to each RMEC. In
addition, 89 percent of VA
medical centers have
established facility patient
health education committees
responsible to the Office of
the Chief of Staff.

In 1987, hundreds of copies

of the U.S. Surgeon General's
Report on Acquired Immune
Deficiency Syndrome (AIDS)
were provided to each of the
VA's 172 medical centers,
with larger distributions being
made to medical centers
reporting a high incidence of
AIDS patients. The VA pa-
tient health education pro-
gram also focuses on health
maintenance and preventive
health care measures to
benefit veteran patients.

Library Services

The 175 VA health care
facility libraries and the VA
Central Office Library Division
comprise the VA Library Net-
work (VALNET). They support
the information and education
needs of patients and of VA
staff engaged in medical care,
research, and administrative
activities.

In FY 1987, almost 900,000
reference questions were
answered and 131,000
bibliographies were prepared;
2,663,000 print items and
214,000 audiovisual (AV)
programs were circulated
from the medical libraries; and
3,362,000 print items,
164,000 AVs and 19,000
talking book programs were
circulated from the patients’
libraries. Through consortia
affiliation involvements and
VA sharing arrangements,

230,000 items were loaned
to, and 254,000 items were
borrowed from, libraries

within and outside VALNET.

In FY 1987, emphasis was
placed on Agency priorities
such as substance abuse,
AIDS, geriatrics, and safety in
selecting 49 audiovisuals and
15 books for network-wide
distribution. To reduce the
need for individual VA
libraries to purchase, rent, or
incur loan charges to obtain
needed materials, the Central
Office Library Division issued
updates to national lists of
books and journals available
for free loan within VALNET.
In response to the VA's em-
phasis on the use of automa-
tion to increase access to in-
formation, the Library Divi-
sion:

e Maintained a computerized

data base (VALOR) of
more than 13,000
audiovisuals and 80,000
monographs held in VA
Library Services;

e Continued work on
development of the library
modules for DHCP;

e Completed a telefacsimile
pilot study which found
that the technology has
improved enough to allow
its use for the transmittal
of journal articles among
VALNET libraries, thus
providing Agency person-
nel more rapid access to
information; and

e Introduced more than
600 health care profes-
sionals to user-friendly
searching of the National
Library of Medicine's
MEDLINE data base.

Medical Media Production Services

In FY 1987, Medical Media
Production Services (MMPS)
at 103 VA medical centers
provided audiovisual materials
and services in support of
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and educational program ef-
forts. Nearly 6 million work
units were completed.

Medical Media Division pro-
vides field program oversight
and support of VACO pro-
gram projects including
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professional recruitment and
gontinuing education efforts,
and the DM&S scientific ex-
hibit program. Nearly 20
scientific exhibits were
displayed at some 35 profes-
sional society meetings
throughout the country.

In September 1986, the
Computer Information System
Network (CISN} was com-
pleted. The CISN, using five
MMPS sites, evaluated the
cost-effectiveness of com-
puter graphics at the in-
dividual MMPS sites. The
pilot was successful. The
network has expanded to

seven camera sites, linking
60 MMPS sites. Each
camera site was selected
through medical district shar-
ing proposals. Plans are
underway to expand the net-
work to all of the 103 MMPS
sites.

During the year, the four
Learning Resources Produc-
tion Centers completed and
distributed 27 major
teleproductions, and had an
additional 112 titles in pro-
duction.

At all VA medical centers,
education space and facilities

are provided in support of
programs for patient educa-
tion, continuing education for
medical center staff, and
training of students from af-
filiated academic institutions.

In FY 1987, funding was pro-
vided to VA medical centers
for 12 approved projects, in-
cluding renovation to existing
structures to improve or pro-
vide new conference/class-
rooms, libraries, and medical
media production facilities,
and to equip and furnish
these facilities.

Management and Administrative Support Services

Strategic Health Care Planning

The importance of planning
within DM&S was reaffirmed
by the appointment of a Na-
tional Task Force on Planning
to review the entire spectrum
of strategic, budgetary, and
operational processes in place
and to recommend appro-
priate refinements. Strategic
health care planning in DM&$S
occurs through the Medical
District Initiated Program
Planning (MEDIPP) process,
and the Task Force was
specifically charged with iden-
tifying enhancements which
could improve the linkages
between MEDIPP, budget
development, and operations.

The Department of Medicine
and Surgery established
MEDIPP as a strategic plan-
ning process in 1981 to
énsure that future health care
plans address the impact of
the changing veteran popula-
tion on VA health care pro-
grams. Since its inception,
MEDIPP has evolved toward a
Comprehensive planning
System which integrates the
budgetary and operational
Planning processes into an

Overall strategic management
framework.

Although initially concep-
tualized as primarily a health
Planning tool, 3 linkage with

the budgetary planning pro-
cess was established by iden-
tifying high priority MEDIPP
initiatives which could be in-
cluded in Department and
Agency budget requests.
With the initiation of im-
plementation planning in
1985, the linkages between
MEDIPP and the budgetary
and operational processes
were further strengthened. A
vehicle was set in place with
which to implement strategic
planning initiatives through
operational funding
mechanisms.

The July 1987, the final
report of the National Task
Force on Planning contained a
number of key recommenda-
tions which were adopted.
First, a basic tenet and cor-
nerstone of the MEDIPP pro-
cess was reaffirmed - namely,
the core planning unit will
continue to be the VA
medical district. Second,
strategic plans versus im-
plementation plans will be
clearly delineated and will be
submitted separately to coin-
cide with budget cycles.
Third, the planning calendars
will be scheduled to link
strategic planning initiatives
more closely with implemen-
tation and budget planning re-
quirements.

Other issues that will lead to
strengthened Departmental
health care planning will be
the jointly developed criteria
and standards for medical
programs by field personnel
and VA Central Office. This
cooperative effort will
stimulate field innovation in
the development of pilot
programs and facilitate timely
formulation of program
guidance. The identification
of present and future
capabilities and needs through
the application of staffing
guidelines will enhance the
Department’s ability to tailor
staff resources to meet the
requirements of the aging
veteran population. Finally,
increased emphasis on
planning, coordinated with
quality assurance and
resource allocation systems,
is a major challenge.
Integrating data among the
three strategic management
elements will result in
intelligent decision-making and
responsive planning.

The Manpower Planning
Division (MPD) is responsible
for the development of
staffing guidelines for DM&S.
The Division has been moving
towards regression analysis
as a methodology for depict-
ing staffing levels for those
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Services under the guidelines.
As guidelines are moved into
a maintenance level, MPD
will begin to work on
development of models which
will predict staffing levels in
new programs or areas. The
use of statistical models will
also enable the staffing
guidelines development group
to identify predictors for
comparisons between similar
facilities with regard to costs,
staffing levels, efficiencies,
and productivity.

At this time, MPD has 44
medical center position
categories under staffing
guidelines. The 44 functions
currently under guidelines
account for approximately 80
percent of the full-time
equivalent employment (FTEE)
in DM&S. The Department
recently let a contract with
the Institute of Medicine for
$ 2 million to develop the
physician staffing guidelines
component for the VA. It is
expected that the contract

work will take about two and
one-half years to complete.

Each VA medical center
reports quarterly workload
statistics to MPD for
computation in order to
determine the difference
between actual FTEE versus
earned FTEE at the individual
facilities. Facility data are
submitted via the Veterans
Administration Data
Transmission System to the
Automated Management

National Task Force on Planning

in April 1987, the Chief Medical Director appointed a 13-member National Task Force

process. The Task Force membership was se
clinical services and the major managerial lev

on Planning to review and recommend improvements in the Department’s planning

lected to represent the full spectrum of
els responsible for both the planning and

implementation processes.

The Task Force proposed 44 recommendations to address four primary areas
identified by the Chief Medical Director as meriting special consideration. The four
areas include the following:

e Redefinition of the role of Central Office to ensure that strategic guidance and
oversight of the planning process is provided by program officials;

e Refinement of the planning process to make it more adaptable to changing
conditions, and more capable of funding new initiatives and of reducing those of
lower priority;

e Development of a mare effective linkage of planning with resource allocation,
quality assurance, facility planning, and other strategic initiatives; and

o Establishment of a process or mechanisms that will ensure greater field
involvement in the planning process.

integral part of the strategic management system and should continue. The Task
Force proposed maintaining those elements of the planning effort which have been
successful and recommended changes to elements requiring improvement. The
principle that planning should be based at the local level, and the importance of
involvement and commitment by local clinicians and managers were reaffirmed.

The planning philosophy set forth by the Task Force embraces the concept of
decentralized decision-making, places increased importance on integration and

of information and cooperation with constituencies in the external environment.

review period, the Chief Medical Director endorsed the basic conceptual framework
and philosophy outlined in the report. In addition, he took action on each of the
specific recommendations and approved all but 3 of the 44 recommendations for
implementation or further development. The recommendations represent the
consensus of the Task Force and are based on the review process of the entire
Department. It was agreed that changes or refinements to the strategic planning
process must ensure that it is responsive and properly directed to providing the
highest quality, clinically appropriate, and cost-effective health care to present and
future veteran populations.

The findings of the Task Force confirmed that the Department’s MEDIPP process is an

coordination of planning with other offices of the VA, and strongly endorses sharing

Following broad dissemination of the Task Force report for comment during a formal
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information System. Because
of the large volume of data
submitted each quarter, MPD,
in conjunction with the VA
office of information Systems
and Telecommunications, has
conducted a feasibility study
on a methodology for direct
gransmission of data by field
facilities to the Austin Data
processing Center. This
methodology should greatly
reduce the reporting
requirements for field facilities
and shorten the turnaround
time required to produce the
quarterly staffing report. MPD
is reducing the field facility
reporting requirements in
other ways. By using
regressions, it is anticipated
that the reporting burden wiill
be diminished and yet still
provide the information
necessary to produce the
staffing report.

The other component of the
MPD is the Productivity
Management Group. The
Productivity Management
Group’s mission is to
implement Executive Order
No. 12552, which initiated
the “‘Productivity

Improvement Program for the
Federal Government.’”

Four types of activities are
conducted by the group.
First, the VA, in compliance
with the provisions of OMB
Circular No. A-76, conducts
cost-comparison studies of
activities identified as
commercial. The Productivity
Management Group develops
the schedule and provides
technical assistance for the
DMA&S cost-comparison
(A-78) studies being
conducted for laundry,
warehouse, switchboard,
chauffeur, mail/messenger,
design/drafting, canteen food,
grounds maintenance,
transcription, fire protection,
and furniture repair services.

Second, the Productivity
Management Group schedules
and supports efficiency
reviews - internal
management studies to
improve efficiency and
productivity. During FY
1987, efficiency reviews
were conducted for dietetic
food service, plant
maintenance, office

operations, housekeeping,
and medical information
function. For FY 1988
through FY 1992, efficiency
reviews are scheduled for
nursing, clinical laboratory,
radiology, biomedical
engineering, pharmacy, and
clinics of jurisdiction. The
group has provided technical
assistance materials to help
the VAMCs conduct local
efficiency reviews, including
the development of a model
nursing service efficiency
review and the provision of
consultant support to the
VAMCs.

Third, the Productivity
Management Group collects
data on DM&S cost-
containment initiatives and
publishes these examples so
that facility directors may
consider conducting similar
cost-avoidance activities.

Fourth, the Productivity
Management Group measures
DM&S productivity
systemwide for submission to
the Department of Labor's
Federal Productivity
Measurement System.

Resource Management
Resources/Funds
Obligations by the VA's

Department of Medicine and
Surgery during FY 1987 were

over $9.9 billion, an increase
of 4.3 percent over FY 1986.

summarizes the distribution of
these funds by major

The accompanying table program,
Obligations
Activity (in thousands)
FY 1987 FY 1986

Total DM&S $9,959,382 $9,544,381
Medical care 9,673,238 9,275,280
Medical gdministration and miscellaneous

Operating expenses 41,504 50,395
Medical and prosthetic research 209,529 186,180
Other medical programs 35,111 32,526

1
Excludes revolving and trust funds.

if‘ﬂ"ﬂi‘-‘ll'l, civilian pay raises
lincluding increased costs for

the new Federal Employee
Retirement System), other

uncontrollable payroll
increases, and the funding of
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facility activations were major
factors in the growth of
obligations. Higher costs
associated with VA efforts to
improve the guality of care
also contributed o the
growth of obligations in FY
1987. Examples of such
costs include the cost of
procuring and maintaining
innovative medical equipment
and systems, and of providing
a trained work force to utilize
these innovations effectively.

The VA strives 10 deliver the

highest quality medical care
possible and, at the same
time, contain costs by
assuring delivery of services
through the most appropriate
type of care and the most
cost-efficient mode. The two
accompanying charts
illustrate the success of these
efforts. Over the past 10
years, both the number of
hospital patients treated and
number of outpatient visits to
VA staff have increased, after
adjustments are made for
changes in the workload

reporting of one-day dialysis
visits (starting in 1987, one-
day dialysis visits are reported
as outpatient visits and not as
inpatients treated). From
1978 to 1987, hospital
patients treated increased 6
percent, and outpatient staff
visits increased 31 percent
while the average daily
census decreased 26 percent.
The change in these workload
factors has resulted in a
decrease in inpatient length-
of-stay.

Workload !
Hospital Inpatient Program Qutpatient Program
Fiscal Average Daily Patients
Year Patient Census Treated Staff Visits
Index Index Index
(1978 = (1978 = Number (1978 =
Number 100) Number 100) {in 000's) 100}
1978 72,431 100 1,017,995 100 15,281 100
1987 53,865 74 1,076,962 106 20,093 131
10 Yr.
Change -18,566 -26 +58,967 + 6 +4,812 + 31

T Workloads for 1978 have been adjusted to
outpatient activity for reporting one-day dial

reflect the shift from an inpatient to
VSIS VISits. This is consistent with the

method of reporting workload in 1987, providing a8 pasis for comparison.

Cost Per Average Day of C

are and Inpatient Treated 1

Per Diem Cost Per Hospital Inpatient Treated
Index
Fiscal 1978 = Index
Year Amount 100 Amount {1978 =100)
1978 $118.24 100 $3,089 100
1987 272.95 229 4,983 161
10 Yr.
Change +154.01 +129 +1,894 + 61
1 The doilars shown reflect cost in 1978 and obligations in 1987 (account-
ing on the basis of obligations began in 1981). For comparison purposes,
cost figures for FY 1978 were adjusted to reflect the reporting {in FY
1987) of one-day dialysis visits as outpatient care and not inpatient care.
In addition, all dollars reflect the direct and indirect cast of praviding care.
Employment

The net full-time equivalent
employment (FTEE) in the

70

Department of Medicine and

Surgery increased from

202,890 in FY 1986 to
203,238 in 1987.

R

T




Total Health Care: Net Full-time Equivalent Employment

f Appropriatioanund FY 1987 FY 1986
P
§ Total 203,238 202,890
e a8, 750" {63,405
§ Inpatient care ' v
} Hospitals 133,670 137,954
¢ Nursing homes 13,801 13,241
¢ Domiciliaries 2,379 2,303
] Outpatient care 36,8097 33,899
All other 8,487 7,056
£ Medical administration and miscellaneous
i operating expenses 574 659
i
} Research 4,272 4,401
; Medical research 3,838 3,973
i Rehabilitation research 249 248
i Health services research 185 180
! Canteen service 3,346 3,377

’Beg:‘nnf’ng in 1987, 1,080 FTEE are shown in the outpatient activity that previously have been
associated with inpatient activity. This reflects the change in reporting one-day dialysis
workload and resources as an outpatient activity.

Staffing ratio trends for major  facilities are shown in the
health care activities in VA accompanying table.

Staffing Ratio Trends: 1978-1987

Hospital Outpatient / Nursing Domiciliary

Fiscal Care Care Home Care Care
Year {(FTEE/Census) | (FTEE/1000 Visits) (FTEE/Census) | (FTEE/Census)
1978 1.99 1.53 | 1.08 0.35

‘ 1979 2.04 1.52 1.05 0.35

f~ 1980 2.11 1.54 1.09 0.36

‘ 1981 2.13 1.78 1.11 0.37

L 1982 2.18 1.87 1.13 0.37

{ 1983 2.19 1.85 1.15 0.38

g 1984 2.25 1.72 1.24 0.38

| 1985 2.37 1.75 1.27 0.40

| 1986 2.42 1.71 1.26 0.40
1987 2.48 1.69 1.26 0.41

1
Restated for all years to exclude fee FTEE and visits.

Medical Information Resources Management

Medical Information for all information resources Computer Program (DHCP),
i Resources Management within DM&S, including the Integrated Hospital System
Office (MIRMO) has oversight Decentralized Hospital (IHS), data administration,



reports control, ADP security,
DM&S central reporting
systems, and ADP support to
DM&S Central Office staff.

DHCP provides data
processing support for key
functions in the VA medical
centers, and provides basic
data required by the various
central systems and by the
Decentralized Medical
Management System (DMMS)
to support the VA medical
center administration. IHS is a
test of the applicability of
commercially available
hospital information systems
to the VA medical center
environment. Through data
administration and report
control functions, DM&S is
eliminating duplicate reporting
requirements and working
towards standardization of
data definitions.

ADP security measures assure
that authorized personnel
have access to needed data
while safeguarding the
privacy of the veteran. Efforts
in the area of the centralized
information systems focus on
their interoperability with the
DHCP, their conversion to
easily accessible and
modifiable data bases, and
the provision of support for
the PAID and LOG | redesign
projects.

All 172 VA medical centers,
except for the three IHS sites,
have implemented the DHCP
core software consisting of
admission/discharge/transfer,
scheduling, laboratory,

and pharmacy. The
admission/transfer/discharge
system was modified this
year to include means test
information. Some medical
centers have also
implemented portions of the
radiology, dietetics, mental
health, engineering, nursing,
social work, and dental
software on a test basis.
Radiology, dietetics,
integrated fund control and
procurement (IFCAP), nursing,
surgery, mental health,
DMMS, medical records
tracking, and quality
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assurance, along with an
improved order entry/results
reporting capability, have
been given top priority by the
Department.

Two Department of Defense
facilities, March Air Force
Base and Fitzsimmons Army
Base, are testing the DHCP
software. DHCP software is
also used to track Air Force
patients at the New Mexico
Federal Medical Center,
where a sharing agreement
exists between the VA and
the Air Force. In addition, the
Indian Health Service is using
some of the DHCP software
at its medical care facilities.

A management analysis firm
was awarded a contract to
conduct a cost-benefit
analysis of enhanced DHCP,
and to develop a method for
selecting additional high
priority areas for automation.
in this instance, high priority
areas are those that will
improve the quality of medical
care or produce an
operational cost savings.

Security for DHCP systems
continues to receive high
priority. The DM&S National
Center for ADP Security was
established this year. The
Center’s responsibilities
include the development,
implementation, assistance,
monitoring, and evaluation of
the Department’s national
security program in
compliance with OMB Circular
No. A-130, '*Management of
Federal Information
Resources'’, the Privacy Act
of 1974, and VA policy.

Policy and guidelines for
DHCP security were drafted
and circulated to the field
facilities. MIRMO also sent
out specific Freedom of
Information Act (FOIA)
guidelines governing the
distribution of DM&S-
developed DHCP software
and enhancement of ADP
security. A needs assessment
survey was done to determine
the framework for an ADP
security training program.

There have also been regional
teleconferences on ADP
security training issues, and
MIRMO-sponsored ADP
security training at national
conferences.

A comparability study
between IHS and DHCP by a
management analysis firm
under contract to the VA was
completed. The study showed
that DHCP was better at
meeting the VA medical
centers’ needs than the
commercial systems and was
the best foundation for future
VAMC information systems
support. DHCP was also
found to be significantly less
costly than the commercial
alternatives.

The IHS test of three different
commercial hospital
information systems was
completed at the VAMCs in
Big Spring, Texas,
Philadelphia, Pennsylvania,
and Saginaw, Michigan.
Although a recent review of
DHCP by the Office of
Technology Assessment
recommended that DHCP
should be the basis for
automation of the VA medical
centers, the review also
stated that the |HS hospitals
should be allowed to continue
with the commercial systems
if the hospitals so desired.
The three IHS hospitals are
currently continuing to use
their commercial systems.

To better manage ADP and
reporting activities,
Information Resources
Management Services are
being established in the
medical centers. By the end
of FY 1987 there were 26
such services. In addition to
DHCP responsibilities, these
services are also responsible
for word processing,
telecommunications, and data
entry for the hospitals.

In addition to its
responsibilities relating to
DHCP and IHS, MIRMO also
coordinates timesharing
support to Central Office staff
and field facilities. MIRMO




also provides DM&S Central
office staff both procurement
and maintenance support for

efsonal computers, printers,
word processing, graphics,
and other related areas.

In keeping with its
information resources
management function,
MIRMO staff have been
active on several inter- and
intra-departmental groups

working to modernize the
central reporting systems.
Three VAMCs served as test
sites for three different time
and attendance reporting
prototypes for the PAID
Redesign Project. DHCP
provided the input mechanism
for these prototypes at the
medical centers. MIRMO staff
are working to ensure easy
access to the Patient
Treatment File for those who

need it and to convert the
system to a data base design.
MIRMO has also been
coordinating DM&S
requirements for changes to
the LOG | system and the
development of Management
and Decision Support System
(MADSS), so that the needs
of both the medical centers
and Central Office are
accommodated.

Emergency Management and Resource Sharing Service

The Emergency Management
and Resource Sharing Service
is responsible for the
development, direction, and
oversight of the Agency’s
programs for emergency
preparedness and response,
and for the coordination and
oversight of its activities to
share scarce and specialized
medical resources with
community health care
institutions in the public and
private sectors.

The Emergency Management
staff directs the Agency's
participation in the National
Disaster Medical System
(NDMS), which was
established in 1984. During
FY 1987, the VA accepted
management responsibility for
34 of the 71 NDMS
Coordinating Centers
throughout the Nation; the
others are coordinated by the
Department of Defense
(DOD). NDMS coordinates
Federal and civilian resources
for the care of as many as
100,000 casualties of a
conventional war or
cataclysmic peacetime
emergency. An NDMS
interagency agreement was
signed by the Administrator
of Veterans Affairs, the
Secretaries of Health and
Human Services and Defense,
and the Director of the
Federal Emergency
Management Agency.

Under the provisions of Public
Law 97-174, the Emergency

Management staff administers
the VA/DOD Contingency

Hospital System’s internal
and external planning, and
prepares the annual report to
Congress. The VA/DOD
Contingency Hospital System
serves as the primary medical
care backup to DOD during
and immediately following a
period of war, or a period of
national emergency.

The Emergency Management
program serves as the VA's
focal point for participation in
such diverse, Govern-
mentwide activities as the
continuity of Government
programs, and broad-based
planning for the Federal
Government's response to
catastrophic earthquake or
other natural and
technological disasters. The
Service staff represents the
Agency in the National
Communications System, the
Interagency Advisory Group,
the Federal Interagency
Committee on Emergency
Medical Services, and similar
national level forums.

The Resource Sharing staff
manages all aspects of the
Agency’s activities associated
with scarce and specialized
medical programs. Public Law
89-785 authorized the VA to
contract for scarce medical
specialists. The number of
negotiated scarce medical
contracts increased by 50
percent in FY 1987 over FY
1986. During FY 1987, over
300 scarce medical specialty
contracts were negotiated for
professional services such as
anesthesiology, radiology,

radiotherapy, urology,
neurology, critical care, and
physical therapy.

The VA shares specialized
medical resources with
medical schools, community
hospitals, and clinics, as well
as Federal and State health
care institutions by either
providing or purchasing the
resources. The program,
which began in 1966, has
steadily expanded in the array
of services offered and
utilized each year. The range
of sharing opportunities has
continually broadened,
permitting cost-effective
delivery of high-quality
specialized medical care to
VA beneficiaries and other
health care recipients. During
FY 1987, this program
consisted of 333 contracts
which totaled $50.6 million.

The VA/DOD resource sharing
activities have demonstrated
a progressive growth pattern
every year since inception of
the program. During FY
1987, 123 VAMCs had
executed agreements to share
or purchase 1,382 clinical
services with 140 separate
military organizations, for a
total transactional value of
$30 million. Many more “‘in
kind'" exchanges of services
with equal dollar values were
transacted, which required
only journal transfers.

Joint hospital construction
activity under the VA/DOD
sharing authority is also of
growing importance. The
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intent is to avoid duplication
of Federal medical facilities,
to expand services to Federal
beneficiaries, and contain
Federal health care
expenditures.

Several innovative approaches
to both utilization and
provision of mutually
beneficial services have been
developed in response to
demonstrated needs in widely
scattered areas of the
country. Some examples of
these approaches follow.

e Albuquerque, New Mexico -
The Air Force is operating
40 beds on the sixth floor
of the new VA medical
center. The VA provides
all ancillary support to the
in-house Air Force staff -
nuclear medicine,
pharmacy, dietetics, and
housekeeping services.
Tertiary care is provided
by either the VAMC or the
community. The Air Force
manages the emergency
room. A new Air Force
outpatient clinic is under
construction adjacent to
the VA medical center. By
sharing these services, the
Air Force avoided a major
addition to the Air Force
hospital at Kirtland Air
Force Base, saving $26
million in Federal
construction costs.

e Memphis, Tennessee -
VAMC Memphis and U.S.
Naval Hospital, Millington,
Tennessee, have a typical
broad-based agreement.
The VA provides inpatient
care and routine outpatient
services to the Navy, and
the Navy provides
gynecological services,
blood, and blood products
to the VA.

@ Chicago, lllinois - VAMC
North Chicago is supplying
a wide range of specialists
to nearby Great Lakes
Naval Hospital. The VA
assigns orthopedists,
otorhinolaryngologists,
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internists, radiologists,
obstetrician-gynecologists,
psychiatrists, a
psychologist, and a social
worker to the naval
hospital. VA physicians
benefit through exposure
to a wider range of
patients and an improved
residency training
program. The benefits to
the Navy are expanded
services for the same
amount of money and
increased access to highly
trained specialists.

e Las Vegas, Nevada - The
Air Force will build a new
acute care medical and
surgical hospital at Nellis
Air Force Base. The
hospital, scheduled for FY
1990 construction, will be
staffed and operated by
the Air Force. The VA has
agreed to share
construction costs since
48 of 135 beds will be
for veterans, and the VA
has no existing medical
center at Las Vegas. The
project will cost the Air
Force $58 million and the
VA $7 million. This is the
first hospital construction
project to be funded jointly
by the two agencies.

Another recent development
is the establishment of clinics
for VA beneficiaries at
military hospitals, in areas not
served by VA medical
centers. VAMC Syracuse,
New York, for example, has
opened a VA clinic at Fort
Drum, New York, near
Watertown, New York, to
serve veterans in that area.
The clinic is about 60 miles
from Syracuse. In return, the
VA medical center provides
hospital services for Fort
Drum Army personnel.

Still another approach takes
advantage of highly
specialized services available
regionally. VAMC Dayton,
Ohio, for example, functions
as a referral center for
hyperbaric oxygen therapy

requests from other VA
medical centers to the U.S.
Air Force Hospital, Wright-
Patterson, Ohio. The Wright-
Patterson chamber is the
largest of its kind in the
country. Estimated VA
savings are $700,000 a
year. The Air Force has
allotted space for 15 veterans
per day.

The FY 1986 pilot program to
explore the feasibility of VA
medical centers obtaining
from other community health
care institutions funding
support for VA acquisition
and agreement to share in the
operation of high-cost,
advanced technology medical
equipment was highly
successful. Accordingly, the
FY 1987 call for field
proposals elicited 33
proposals from 29 VAMCs
and their prospective sharing
partners. A rank-ordered
listing of 12 proposals was
submitted to the Office of the
Chief Medical Director, and 6
were subsequently approved
for funding.

Approximately $6.8 million of
VA-provided shared funding
was matched by non-VA
contributions totaling more
than $ 14 million. In addition
to the shared equipment
procurement costs, each
partner made significant
further commitments for site
preparation, such as new
construction or renovation of
existing structures, and
professional staff to operate
the acquired equipment.
Essentially, the $6.8 million
VA investment stimulated the
sharing partners to commit
resources valued at more than
$20 million to the projects;
provided VA access to
facilities and services at less
cost than contracting; and
avoided substantial
beneficiary travel costs.
Clearly, this high tech sharing
program is successful and will
continue to support the
objective of providing high-
quality medical care for
veterans.
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Security Service

The number of crimes and
offenses occurring at VA
medical centers during FY
1987 remained very close to
the FY 1986 level. Notable
changes which occurred were
a 15 percent increase in
weapon possessions and a 26
percent increase in vice
solicitations. While VA police
performed 900 fewer arrests
{a 26 percent reduction), they
alternatively issued a record
4,000 U.S. District Court

violations to violators of non-
traffic VA regulations or
Federal laws. In efforts to
reduce property thefts, VA
police stopped and questioned
nearly 60,000 persons
carrying unusual packages
from medical centers.

As part of continuing efforts
to improve the readiness of
VA police in their patient care
team support role, a
requirement was established

during FY 1987 for medical
centers to provide
cardiopulmonary lifesaving
resuscitation training to all
VA police officers.
Additionally, the centralized
VA police training course was
expanded from one to two
weeks. All additional hours of
the centralized training course
are directly or indirectly
related to the proper handling
of situations involving patient
disturbances.

—

Building Management Service

FY 1987 was a successful
and innovative year for
Building Management Service
(BMS). One of the top priority
efforts of BMS was to
disseminate accurate
information in a timely
manner to all BMS employees
on safety precautions
necessary to prevent
workplace exposure to the
Acquired Immune Deficiency
Syndrome (AIDS) virus.

Because employee concerns
generated fears of exposure
to AIDS, early in FY 1987
BMS published an information
bulletin dealing with the
subject of AIDS. It contains
detailed recommendations for
safety precautions necessary
to prevent transmission of all
bloodborne infectious
diseases to employees
exposed to blood or blood
products in the course of
performing their duties with
persons who may be infected
with the AIDS virus.

Chief among these
fécommendations is that
health care workers should
take all possible precautions
0 prevent needlestick injury.
As medical knowledge of
AIDS increases, BMS will
Publish additional guidance to
heip dispel unfounded fears
associated with this disease

and prevent possible AIDS-
'elated infections.

EmifOntntal concerns were
Mphasized throughout the

I

fiscal year. Because one of
the principal concerns was
the BMS approach to medical
center-generated waste, a
BMS Central Office employee
co-authored an article to be
published in the magazine,
VA Practitioner. The article
describes a waste
management plan to assist
VA facilities in complying
with waste handling and
disposal requirements
established under the
Resource Conservation and
Recovery Act. The plan
focuses on application of
current waste management
approaches to the
segregation, handling,
treatment, and disposal of
radioactive, infectious,
chemical, and physically
hazardous wastes in a safe
and effective manner.

The Building Management
Cooperative Education
Program has recruited
students in environmental
health and interior design for
a number of years and has
supported four students
annually for training in each
of these career areas. Upon
completion of educational
requirements and the award
of degrees, the students are
converted to one of these
two career training programs
in BMS. During FY 1987,
plans were formulated to add
the third segment of the
Building Management career
field, textile management, to

the Cooperative Education
Program. This cooperative
training program will provide
future candidates for VA
Laundry Plant Manager
positions who possess the
necessary educational
background to manage this
challenging function. The
Cooperative Educational
Program has proven to be a
significant source of
candidate recruitment for
training that will ultimately
furnish capable, highly
qualified personnel in key
BMS positions.

Use of industrial engineering
techniques resulted in refined
organization of laundry design
methodologies in FY 1987. In
coordination with the VA
Office of Facilities, the BMS
staff wrote and published
updated planning criteria for
VA laundries. Addressing
space determinations and
design considerations, these
new laundry space criteria are
based on research and
analysis of both VA and
commercial laundries and on
consultation with laundry
plant designers and laundry
equipment manufacturers.
The latest advances in
equipment and laundry
operations and the increased
use of material handling
equipment were also
considered. The equipment
required for each functional
area of the laundry was
identified, and the space
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requirements for the
equipment, circulation, and
material handling were also
calculated. Four prototypical
laundry designs for various
sized laundries were
completed and are used to
validate or improve laundry
space planning formulas.

During FY 1987, the Service
made great strides in the area
of textile engineering,
resulting in new and more
functional linen items for
patient use. For example,
patient pajamas and

bathrobes were redesigned
using different materials and
construction methods. This
resulted in a cost avoidance
to DM&S of approximately
$4.6 million annually.
Another savings involved a
linen item, commonly used in
hospitals, known as a “‘bath
blanket.’”’ As a result of
redesign of this item, VA
medical centers now have
available for patient use a
blanket that is warm,
absorbent, comfortable, and
engineered to last a minimum
of 200 launderings. This

means that the cost-per-use
of this new blanket is actually
less than previously-used
products which had a lower
initial cost, but lasted less
than 75 launderings.

Through these and other
innovative management
techniques, BMS was able to
improve service delivery on all
fronts in FY 1987. The result
is a clean, aesthetically
pleasing environment for VA
patients.

Medical Administration Service

Medical Administration Service
(MAS) is one of the most
critical services in the VA
health care system. Every
organizational level within the
Service impacts on the quality
of care delivered to veteran
patients.

Employees perform such
diverse functions as
determining eligibility for
medical benefits; providing
administrative support to clinics
and wards; ensuring medical
records are complete and
available; procuring services
from private hospitals,
physicians, and clinics;
responding to requests for
release of medical information;
preparing bills relative to
medical care cost recovery;
managing mail distribution;
coordinating telecom-
munications; controlling forms
and records management;
administering the Privacy and
Freedom of Information Acts;
maintaining statistical data on
patient activity; and actively
participating in the quality
assurance program and other
program requirements of the
Joint Commission on
Accreditation of Healthcare
Organizations.

MAS also administers the
Civilian Health and Medical
Program of the VA
(CHAMPVA) program. Eligible
dependents and survivors of
certain veterans receive medical
care under CHAMPVA.,

Benefits under this VA program
are similar to those provided to
dependents of military retirees
under the Civilian Health and
Medical Program of the
Uniformed Services
(CHAMPUS). The VA shares
the cost of medical benefits
with CHAMPVA dependents.

Under CHAMPVA, medical
care is provided to the spouse
or child of a veteran who has a
total disability, permanent in
nature, resulting from a service-
connected disability; the
surviving spouse or child of a
veteran who died as a result of
a service-connected disability,
or who, at the time of death,
had a total disability,
permanent in nature, resulting
from a service-connected
disability; and the surviving
spouse or child of a person
who died while in the active
military, naval, or air service in
the line of duty and not due to
such person’s own misconduct,

who are not otherwise eligible
for medical care under
CHAMPUS or Medicare.

Any spouse, surviving spouse,
or child, who, after losing
eligibility for CHAMPVA
medical care by virtue of
becoming entitled to Medicare
hospital insurance benefits
under Part A and who exhausts
all such Part A benefits, again
becomes eligible for
CHAMPVA, provided they
present a letter issued by the
Social Security Administration
attesting to the loss of Part A
hospital insurance benefits.

At the end of FY 1987, there
were approximately 172,000
individuals (106,000 adults and
66,000 children) in 115,000
families who had established
entitlement for medical care
under CHAMPVA. Since the
program began in September
1973, over $660 million has
been expended for hospital
care, physician visits,
prescriptions, and program
administration. In FY 1987 the
cost of the program was over
$87 million.

VA Occupational Safety and Health Program

The reduction of occupational
injuries and ilinesses continues
to be a high priority of the
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Occupational Safety and Health

Program. The program has

received increasing visibility and

emphasis during the past fiscal
year. In FY 1987 the VA
exceeded the President’s goals




i

o T Y T A TP el T I AT

g T L

Cta e

e

DAL A

‘r-wmw e

for reducing the Offige of
Workefs' Compensa'gon
program (OWCP) claims for a
fourth consecutive year. The
|is to reduce claims by 3

cent per year for five years
(FY 1984 - FY 1988), for a total
ofa1b percent reduction by FY
1988. In FY 1987 the VA h?d a
1otal of 14,659 OWCP claims,
which was 433 fewer claims
than the previous year.

with the decrease in the total
aumber of OWCP claims filed,
shere has been a corresponding
decrease in the number of
claims per 100 employees.
Total claims per 100 employees
were 5.95, a decrease of 3.88
percent from FY 1986. Lost
time claims were 3.27 per 100
amployees, a 6.06 percent
decrease from FY 1986. The
greatest decrease was achieved
by the Department of Memorial
Affairs, which experienced a
22.5 percent decrease in lost
time claims between FY 1986
and FY 1987.

The recently developed
Occupational Safety and Health
Management Information
System (OSH-MIS) has
assisted managers in identifying
facilities which have high
injury/iliness claim rates. The
safety staffs of these facilities,
along with the Department of
Medicine and Surgery’s
Regional Directors, are working
to determine the causes of the
high rates and are developing
action plans for ways to
improve their safety programs.

Top VA management officials
use this automated information
system by reviewing
occupational safety and health
information packages for each
VA facility to prepare for onsite
visits and emphasize safety as a
high VA priority.

The Office of Occupational
Safety and Health (OSH)
continues to provide assistance
to department and staff office
management officials on

matters of safety and health.
They also participate in
meetings with national labor
union representatives, ens