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Sponsor Statement 
For

House lo int Resolution 33

Urging the Alaska Department o f Health and Social Services to seek authority and funding 
from the United States Departm ent o f Veterans Affairs to establish a system  of allowing  

Alaska veterans treatment in both public and private Alaska Facilities.

With approximately 72,000 veterans that call our gr^at state home, I believe that Alaska’s veterans 
deserve top quality health care in their own communities. Currendy forced to seek medical 
treatment with U.S. Veteran’s facilities, manv o f these heroes have to leave their communities and 
even go outside o f Alaska. Many millions o f dollars have been spent in airfare alone in order to get 
Alaskan’s treatment when the treatment and facilities are available in state. This policy is cosdy am 
inefficient, and it disrupts Alaskans’ lives.

Mouse Joint Resolution 33 urges the United States Department o f Veterans’ Affairs iO authorize 
funding and management ro establish a system whereby Veterans can seek treatment from medical 
facilities other than that o f the U.S. Military and Veteran’s Affairs doctors and hospitals, many o f 
which are available in the State o f Alaska. This would give veterans a greater choice and flexibility 
for healthcare and increase the interaction between tl e Department and Military and Veterans 
Affairs doctors and the public and private medical facilities in the state thus, significantly reducing 
medical costs and increasing fficiency for veterans’ medical care. This system would support the 
use o f a veteran’s medical identification card as an insurance card for medical billing to the U.S. 
Department o f Military and Veteran's Affairs.

The passage o f H|R 33 will give veterans a choice, a id will allow them local access to quality 
healthcare.
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V A /A K  V E T E R A N S  H E A L T H  C A R E  C O N C E P T S / w o r k i n g  D R A F T  (rd)2506

This is a working draft o f ideas/concepts crafted by Ric Davidge and a stnali working group toward defining 
solutions to the ongoing structural (sen ice and funding) issues within our federal veterans’ health care system in 
Alaska. The ultimate re-crafted solution(s) may have application in other states w ith Alaska functioning . s a 
demonstration project. NOTHING in this w orking paper is final nor does it represent the position o f the 
Foundation or the other participants in this discussion. This paper is only necessary due to the complexity o f 
these issues We find it easier to outline things on paper so that there is clearer understanding by all parties as to

$

S tru c tu ra l  P rob lem s:
1. Veterans Heath Care funding is not annually assured based on either our nations moral obligation 

to the men/women who have been injured in service or retired after 20 plus years o f  honorable 
service. Funding levels are politically negotiated within the context ■'•'annual budgets and 
political agendas without regard to veteran health care need/demand or the quality o f  service. 
Recent General Accounting Office reports requested by the leadership o f  both the Mouse and 
Senate veterans program oversight committee have highlighted the structural nature o f  these 
problems.

2. The old system o f  federal hospitals, for veterans or even when combined with active duty military 
medical facilities is no longer efficient or capable o f  meeting the location, medical, or mental 
health needs o f  our veterans and their families. This is especially true with regional federal 
medical service centers that require significant patient and employee travel and other support 
costs that could be far more efficiently turned directly into medical service through existing 
privately provided ' ospital and clinical services.

M o ra l Im p e ra tiv e s :
1 Ir. the face ot continued efforts by our federal government to reduce or otherwise restrict the 

levels and categories o f  medical care for our veterans at a time o f  growing demand by old and 
new veterans for services, why should not a state, especially the richest state per capita in 
America with the highest per capita number o f  veterans, step up to ensure that its veterans receive 
adccuiatc and appropriate care in their community?

2. The quality and certainty o f  veteran care must not be a partisan issue. It is an American
obligation to those few citizens willing to step forward and answer the call to stand guard for
America. If our federal government is politically unwilling or financially unable to provide 
adequate care for its veterans, then we/Alaskan’s must step up to this obligation for A laska’s 
veterans.

V e te ra n s  C a re  at ex isting  p r iv a te  A lask an  h o sp ita ls  a n d  c lin ics
I In years past veterans in Alaska were treated at private health care facilities with YA employees

working within these facilities. Even today close to $40 million is spent annually by the VA
through local hospitals and clinics.

2. This allows veterans, connected under the VA Health Care j rogram, to receive services for cither 
service related injuries or other health needs at any hospital or clinic in Alaska

3. The VA ID card should work just like an insurance card. The veteran shows the card when 
paying the bill (co-pay levels established). " medical service provider then bills the state 
program. The state pays the provider within 30 days o f  receiving the bill consistent with a 
negotiated reimbursement schedule for the procedure/service. The state then bills the VA for
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reimbursement consistent with a negotiated reimbursement schedule with the VA which is 
adjusted annually ba^ed on cost and service demand.

4. Alternatively, some argue that our veterans should be “covered" by an established healthcare 
insurance company at the level o f  care selected by the veteran and'or their family. Appropriate 
co-pay agreements could be structured based on the veteran's income level, however for any 
veteran with a service connected disability' any related medical services for that disability must be 
fully covered. Veterans who have retired after 20 or more years o f  honorable service would 
receive full coverage possibly minus an appropriate co-pay based on income.

5. Reimbursement schedules must be negotiated between the hospitals and clinics, the state, and the 
V. .. Any medical provider that wants to participate must be “certified” by the state and 'or VA to 
participate in the program. This is really no different then existing VA programs for some 
services and third party' insurance procedures.

6. Alaska VA receipts from third party billings (“other insurance" - insurance companies used by 
veterans now treated at VA clinics/hospitals) should be translerred to a state program for
veterans’ health care as a federal grant similar to what is done at the Indian Health Service. This
sets up a potential federal matching strategy for state veterans’ health care, (may require federal 
law or regulatory' changes. Look at 1HS or Public Health Service third party receipts programs 
for comparables. Also look at VA authorization to nin “demonstration projects" in states.)

7. This program will require state legislation to set up (authorize) the program, allow receipt o f  
federal funds, receipt o f  billings from medial providers, reimbursement payments to medical 
service providers, and approval o f  some range o f  reimbursement schedules as can be negotiated 
and annually adjusted and provided in regulations.

8. The stale’s reimbursement schedule should be the same or greater then the VA schedule.
9. The slate is in a far more powerful position to negotiate with the federal VA for an appropriate

reimbursement schedule for Alaskan communities then are individual medical service providers.
10. Based on increased efficiencies within the overall Alaskan based medical services industry', new 

economies o f  scale should push reductions in the cost o f  services, (the more beds filled the lower 
cost per bed, the more clients seen the lower cost per client)

W h y  sh o u ld  the  S ta te  o f  A laska  p u t itse lf in the  m idd le?
1. Alaskans (National Guard and Reserve) are becoming more and more involved in fighting our 

wars. Even if  these troops are federalized, the state has a moral and ethical obligation to ensure 
that its veterans receive appropriate medical services after leaving active duty.

2. When an Alaskan who likely is fully employed in his'her civilian life and has a personal or 
family health insurance program linked to that job, is federalized deployed - he/she will likely 
loose his/her income from this nonmilitary employment 'or years, suffer a sm, ificanl loss of 
annual income, unable to pay the premiums for this private health insurance and his/her employer 
will likely not continue employer co-payments as the employee is gone - resulting in a loss of 
personal health insurance for the soldier and/or family. Then when the Alaskan returns to private 
life they will likely have to start their health insurance all over again but NOT be able to apply 
any new private insurance to any military related injury or illness (known or unknown at the time) 
as it would be considered a "preexisting condition" under any new private insurance. If the 
veteran is n .onnected" to the VA Health Care program to cover these “service related" costs 
he'sne is SOL. This is not in Alaska's best interest.

3. This program should ensure that Alaska’s veterans receive adequate health care OUTSIDE o f  the 
current federal appropriations processes. A process that, regardless o f  need, continues to reduce 
.ne per-veteran level o f  federal services and the per-veteran level o f  programmatic federal funds 
compared to the grow ing level o f  need from the veterans in Alaska.

4. Alaska should explore new medical service concepts for veterans that are far more cost effective 
then the building o f  new VA hospitals clinics especially in areas of  Alaska with small populations 
that do not enable the levels o f  medical service efficiencies essential to compete in this market.

5. Alaska could be a pilot project in the evolution o f  new national approaches to more efficient 
medial insurance/services for veterans In fact, we may not be reinventing the wheel here, we 
may just be returning to an approach that .,ome years past provided services in this manner.
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Q u e s tio n s  fo r the  V A /A K :

1. How many Alaskan veterans are sent out o f state for medical/mental health servi es? What is the 
average number o f Alaskans per year over the past ten years?

2. How much does the VA spend annually (in ait fare taxi, hotel, meals) to send veterans outside 
for medical/mental health services'1 ANSWER: $2,057,222fo r  airfare alone in 2004.

3. What medical/mental health services 'treatments are veterans receiving outside o f Alaska?
4. What is the total cost/value o f these “outside” medical sen  ices to the VA annually?
5. If these services are available in Alaska, why does the VA send the veteran out o f state?
6. Does the VA provide any family assistance to spouses/families to be close to a veteran when sent

out o f slate for medical services? Is there some gradation based on seriousness o f condition?
7. How many veterans in Alaska are classified as having a service related PTSD claim9 How many 

of them receive regular treatment in Alaska? How many receive treatment outside o f Alaska?
8. How many veterans are served annually inste'e at VA clinics and hospitals?
9. What is the total cost ot medical services (do not include VA Administration) provided by VA in 

Alaska? ANSWER: $38,681,991 in part.
10. How many veterans receive medical services at private or other than VA facilities in Alaska 

annually?
11. What is the total cost o f medical services received by veterans in Alaska at other than VA 

facilities?
12. What is the nature of these medical services?
13. What is the cost per patient ratio for VA medical services in Alaska?
14. How many facilities m Alaska currently have reimbursement schedules with the VA?
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P ro b lem s Solved
1. Maximizes use o f existing underutilized Alaskan hospital services/beds increasing the operational 

efficiency o f existing facilities allowing lower service fees especially in rural areas.
2. The emotional cost to veterans and their families when the veteran is separated by thousands of 

miles (now sent outside of Alaska) for treatment. Veterans can be treated in Alaska allowing 
families to be by their side during these difficult times. This is often a critical component o f a 
patient's recovery during medical or mental healtii care.

3. The cost [significantly reduced travel (air fare, hotel, taxi, meals) expenses] of providing services 
to veterans should be reduced overall with the retention o f veterans in Alaska for medical care

4. New expensive Veterans Hospitals and clinics will not have to be built and operated by the 
federal government.

5. The existing Military/VA Hospital at Elmendorf can revert to active duty service only. Elmendorf 
will not have to adjust their fence/perimeter to put this hospital outside of the existing security 
zone. Saving money, time, manpower, and enhancing on base security while at the same time 
providing services to veterans in a far more friendly way. This action is also responsive to the 
general desire of veterans to receive their medical services within their community.

6. Veterans will be allowed enabled to use existing private facilities based c n cost and quality o f 
service.

7. No additional land will need to be developed for new hospitals in areas with little land available.
S. Existing VA Clinic employees could shift to other medical service providers, but should remain

under VA employment status as their principle area of service is veterans within those facilities.
9. The VA Clinic could be relocated to an existing medical campus such as Providence or Alaska 

Regional rather than moved to Elmendorf providing better professional services integration 
within the medical communities that exist. Additional efficiencies may be realized with the 
consolidation of all VA services at one medical campus (now five (5) commercial spaces are 
under "fail market value" lease by the VA in Anchorage alone).

10. Existing medical service providers who offer services in demand by veterans can enhance their 
practices and increase their cost efficiencies.

11. Veterans are allowed to “shop” for their service related medical care/services based on quality o f 
service and. with existing co-payment requirements, cost. They are empowered in their choice of 
medical services whereas currently they are given no service or service that may not be at the 
same lev el or in their community or state.

12. Services can be responsive to demand within established health service markets.
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News Flash
/

Congressman Lane Evans wants full accounting from VA on FY07 budget

House Committee on Veterans Affairs -  Democratic Office 
Lane Evans Ranking Democratic Member 
333 Cannon House Office Building 
Washington, DC 20515

httpV/veterans house gov/democratic/welcome htm

FOR IMMEDIATE RELEASE: February 15, 2005 
CONTACT: Geoffrey Collver 202/225-9756

Early Indicators Warn of Possible Shortfalls at VA ... Again

Washington, DC - Rep. Lane Evans (D-IL), ranking Democrat on the House Veterans Affairs Committee, 
warned that the problem of chronic underfunding of veterans’ health care is again causing budget 
shortfalls at Department of Veterans Affairs (VA) hospitals and clinics across the nation. Evans and Rep. 
Michael Michaud (D-ME), ranking Democrat on the Health Subcommittee, have called upon the 
Secretary of the Department of Veterans Affairs, in a joint-letter sent today, to provide a full and accurate 
accounting of current shortfalls.

"I am distressed by reports of $500,000 to $18 million shortfalls we are hearing from VA medical facilities 
across the nation from Seattle, Washington to West Palm Beach. Florida, from White River Junction, 
Vermont to San Diego, California," said Evans.

In response to Rep. Michaud's questions at the February 14, 2006, Committee hearing on the VA health 
care budget, VA officials conceded to shortfalls at some facilities. While denying a system-wide problem, 
VA officials revealed that VA was planning to notify Congress that it needed to shift money around in its 
medical care program accounts to cover gaps in funding. VA officials also acknowledged regional health 
care networks might be transferring funds between networks to cover funding gaps. In their letter to the 
Secretary, Representatives Evans and Michaud war,.ed, "These actions are early warning inaicators that 
something is amiss with VA’s funding for FY 2006 "

Rep. Filner (D-CA), a Senior Member on the House Veterans' Affairs Committee, representing San 
Diego, urged early action. "Veterans’ health care neeus real funding. In the short-run, transferring funds 
may camouflage the shodfall but it does not rectify the underlying problem," said Filner.





There are other issues o f  concern that warrant the attention of Congress arui 
the American people. What follows are 1 'Y A ’s legislative priorities in these areas.

Veterans’ Health Care

• When the VA cannot provide the highest qua lity care w ith in a 
reasonable distance or travel tim e from a veteran's home and in a 
tim e ly manner, the VA has a duty to provide care via a fee-basis 
provider of choice for service-disabled veterans.

• VVA is comm itted to pro tecting and advancing 
the rights to access VA health care programs 
and services for all veterans who meet the 
de fin ition set forth in Title 38 , U.S. Code, 
and shall continue our effo rts to ensure that 
c lin ic ians at VA medical fac ilitie s take a 
m ilita ry history as a matter of course for all 
veterans currently in or entering the VA health 
care system.

• To better provide health care for women 
veterans, VVA w ill seek leg'S la'ion or regulation 
biennia l Report of the Advisory Comm ittee on W 
subm ission to the Secretary of Veterans Affa irs f 
to memDeis of Congress; and VVA shall seek leg 
contract care, for up tc 14 days post-delivery, fo 
women veterans who receive delivery benefits th

VVA 2 0 0 6  LEG ISLAT IVE AGENDA L POLICY IN IT IAT IVES

to re authorize the 
’omen Veterans, w ith 
or response, and 
is la tion to provide 
r in fan ts born to 
rough the VA.
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A N o t-F o r-P ro fit Veterans S e rv ice  O rga n iza tio n  C h a rte re d  b y  the  U n ite d  S ta te s  C o ng ress

July 2003

Dear Friends and Colleagues,

This White Paper makes the argument for what Vietnam Veterans o f America 
(VVA) and other Veterans Service Organizations (VSOs) have been advocating 
for too long: the need to shift the funding of the VA’s medical operations from a 
discretionary to an obligatory model at an appropriate level of funding. We 
believe the time for Congress and the President to address and rectify this 
situation is now, while another generation of American troops is fighting a new, 
global war that doesn't promise a swift conclusion.

It is our hope that all the VSOs and all Americans will unite and push for 
enactment of legislation to restore the base funding for VA medical operations; 
and to bring a measure o f sanity to how veterans health-care is funded so that we 
can turn our attention to how to improve that care and introduce greater 
accountability and efficiencies into the system.

We look forward to working with our fellow veterans and with members of 
Congress who believe that this is the right thing to do and the right time to do it.

We welcome your comments and your support.

Sincerely,

National President

http://www.wa.org
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V ie tn a m  V e te ra n s  o f  A m e r ic a

A  N o t-F o r-P ro fit Veterans S e rv ice  O rga n iza tio n  C h a rte re d  b y  the  U n ite d  S ta tes C o ng ress

EXECUTIVE SUMMARY

The highest legislative priority of Vietnam Veterans of America is the institution of obligatory, or 
assured, funding for medical operations at the VA based on the per capita use of the veterans health­
care system (including long-term care) at the 19% level of funding, indexed for medical inflation.

The debate of the past several years has been whether to fund the veterans health-care system at a very 
inadequate level or a grossly inadequate level. This debate needs to end. We must give more than lip 
service to the health-care mandates set forth in law, and by the will of the American people, to care for 
those who have borne the battle.

In the mid-1990s, the VA health-care system welcomed higher income, non-disabled veterans, with the 
caveat that these enrollees pay a nominal co-payment. The rationale behind this initiative was to ensure 
a patient base that would support the infrastructure needed to develop a modern, integrated health-care 
system. Congress endorsed this initiative and enacted Public Law 104-262, the Veterans Health Care 
Eligibility Reform Act o f 1996.

Because the law did not mandate a level of funding, it established an annual enrollment process and 
categorized veterans into "priority groups" to manage enrollment. Last year, the system hemorrhaged, 
and Secretary Principi had to make a difficult call. Overburdened by an influx of enrollees. the VA did 
not have the financial resources to provide care for all who chose to enroll. The Secretary then 
temporarily suspended new enrollments of Priority 8 veterans. This suspension, which went into effect 
January 17, 2003, w ill continue through Fiscal Year 2004. Although this decision is to be reviewed 
annually, many fear that Priority 8 veterans have been effectively banished from the health-care system 
as the VA, w ith no promise o f an infusion of supplemental appropriations, refocuses on its “core 
mission” o f serving veterans “with service-connected disabilities, the indigent, and those w;th special 
health care needs.”

The VA is not assured adequate funding that complies wim Public Lav 104-262. This law. undermined 
by years of flat-line budgeting by Congress and by medical inflation, effectively strained the VA system 
beyond capacity and rendered the VA unable to respond adequately to the needs of veterans who have 
chosen to use its health-care system. Access to this care is their right as veterans, and that right is being 
abrogated.

To adequately serve all of those who seek its services, the VA needs $28.5 billion in hard, appropriated 
dollars in FY 04. Using a very conservative methodology and government figures, some $36 billion 
should have been appropriated for VA medical operations in FY 04. To restore the eroded funding base 
would take a four-year “off-budget" restoration plan of $8-10 billion. To a\o id  future funding crises. 
Congress must go beyond the rhetoric of considering whether the current discretionary-funding model 
needs to be replaced by an obligatory system of funding indexed both to per capita costs of treatment 
and medical inflation. Congress and the President must not pass the buck any longer. They must 
grapple with the issues keeping the compact between our government and our veterans at the forefront 
o f debate, and they must enact legislation that will ensure a consistent, predictable, and appropriate 
level of funding for VA medical services.

http://vvww.vva.org


T, w il l in g n e s s  w ith  w h ic h  o u r  y o u n g  p e o p le  

a r e  l ik e ly  to  s e r v e  in  a n y  w ar, n o  m a t t e r  h o w  

ju s t i f i e d ,  s h a l l  b e  d ir e c t ly  p r o p o r t io n a l  a s  to  

h o w  th e y  p e r c e iv e  th e  V e te ra n s  o f  e a r l i e r  w a r s  

w e re  t r e a te d  a n d  a p p r e c ia te d  b y  th e i r  n a t io n .

mericans have long held that health care for veterans is a national obligation, part of the covenant
between the American people, through our democratically elected representatives and agencies of 

government, and the men and women who have pledged to defend the Constitution and the cherished 
principles of our nation. Because those who render military service pledge not only their loyalty but their 
life, knowing that they may be called to combat, u. .erstanding that they may give up their life, this 
covenant is more profound than a legal contract. Now, at a time when a new generation of our sons and 
daughters is on the front lines defending Am erica’s interests, it is our obligation as citizens of a generous 
and compassionate society to ensure that the funding to care for the injuries, illnesses, and disabilities 
they may suffer is assured and not relegated to a “discretionary” appropriation of inadequate proportions.

Those who serve during times of war or conflict, particularly those who are deployed to a u ar zone, return 
home changed. Many are seared psychologically. Some are wounded or maimed by the weapons of 
modern warfare. Yet just as they have fulfilled their obligation to their country -  to all of us -  it is our 
collective obligation to do all that we can. throueh the appropriate agencies o f government, to restore as 
much as possible each veteran who has been lessened physically, psychologically, or economically: and 
all that we can individually and through our communal and religious institutions to heal each veteran u ho 
has been lessened spiritually.

All Americans committed to justice for veterans understand that the annual budget battles in Congress do 
little to inspire confidence that we will do right by our veterans. Budgets and appropriations are, o f 
course, a reflection of the values and priorities of the administrators who design them and the legislators 
who approve them. What does “discretionary” funding for the care o f men and women who defend our 
country say about America? Which is more important: the pet highway construction projects of a 
powerful member o f Congress or adequate funding for veterans health care? What does the "temporary"

-  George Washington
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triage o f veteians classified as. “Priority 8“ say about the state o f the VA health-care system? Beyond 
political platitudes, what legislation will the administration and the congressional leadership debate and 
enact to eliminate the uncertainty in funding veterans’ health care?

The debate over the past several years has been whether to fund VA medical operations at a very 
inadequate level or a grossly inadequate level. The flat-lined budgets passed by Congress and signed by 
the President during the mid- and late-1990s so eroded the base funding for health care that the VA is 
hard-pressed to meet 'hi mandate of its mission. This annual debate needs closure. It is time to act to 
ensure a consistent, pr dictable. and appropriate level of funding that will give more than lip service to 
the mandates for heslt 1 care set forth in law. and by the will o f the American people, for those who have 
borne the battle in he ertile fields of Europe, the islands o f the South Pacific, the rice paddies and jungles 
of Southeast Asia, the sands of Kuwait and Afghanistan and Iraq, am! the myriad peacetime 
confrontations 01 l e Cold War.

BACKGROUND

The Department of Veterans Affairs, the second largest o f  the 15 Cabinet departments, is the largest 
integrated health-care provider in the nation, with 163 medical centers, more than 900 outpatient 
clinics. ISO nursing homes and domiciliaries, and 206 Vet Centers divided into 21 Veterans Integrated 

Service Netwoiks administered under the aegis o f the Veterans Health Administration.

In the mid-1990s, the leadership of the VA, w ith the bi-partisan support of Congress, embarked on a 
significant shift in policy. They opened the VA health-care system to non-indigent. non-disabled veterans, 
with the ca eat that these enrollees pay a nominal co-payment. The rationale behind this initiative was to 
ensure a patient 1 a>e that would support the infrastructure needed to develop a modern, integrated health­
care system. Congress and tne President endorsed this initiative, enacting Public Law 104-262. the 
Veterans Health Care Eligibility Reform A d  of 1996, which gave the VA the legal authority to do what it 
had proposed.

The new law reaffirmed the VA’s mandate to provide care for its core constituency: service-connected 
disabled vetenns. indigent veterans, and others such as ex-prisoners o f war and veterans who had been 
exposed to environmental hazards, toxic substances, and radiation. It also required that the VA provide 
"for the specialized treatment and rehabilitative needs of disabled veterans (including veterans with spinal 
cord dysfunction, blind.iess, amputations, and mental illness).”

However, even though the new law was predicated on the assumption that the VA would be reimbursed 
from Medicare as well as from third-party collections from private insurers for the services it provided, 
a provision of the law stipulated that “hospital care and medical services shall be effective in any fiscal 
year only to the extent and in the amount provided in advance in appropriations acts for such purposes.’’ 
The law gave the Secretary of Veterans Affairs the authority and responsibility to determine eligibility for 
enrollment based on available resources in any given fiscal year. Although the law did not mandate a level 
o f funding, or a standard of care, it did establish an annual enrollment process and categorized veterans 
into “priority groups” to manage enrollment (see Appendix, an explanation o f these priority groups).

A confluence o f events and conditions served to sweli the roster of those who sought service at the VA. 
Outreach to veterans who had never considered care in VA facilities was stimulated by the fissures and 
faults of a national health-care system that does a terrible job of containing costs. Double-digit inflation 
priced health insurance beyond the reach of millions of Americans. The soaring costs of prescription 
drugs -  and the unavailability of a drug program in Medicare -  caused veterans to flock to the VA. The



Veterans' Millennium Health Care and Benefits Act of 1999 further increased demand by expanding 
benefits. Because funding of VA medical operations is not based on per capita usage, the VA’s resources 
shrunk while enrollment was soaring Caseloads ballooned. Waits for appointments to see physicians 
lengthened from several weeks to several months. Veterans using the system were frustrated by a system 
thai had bogged down.

Last year. VA Secretary Principi had to make a difficult call. The system did not . e the financial 
resources to provide .are for all who chose to enroll. Confronted by dire fiscal realities, the Secretary 
created a new category. Priority 8, for prioritizing medical care in the VA system. ( “Priority 8” is 
comprised of veterans who agree to pay specif; _J co-payments and whose income and/or net worth is 
above the VA means-test threshold and the HUD geographic index.)

The Secretary then temporarily suspended new enrollments of veterans in that category. This suspension, 
which went into effect January 17, 2003, will continue through Fiscal Year 2004 (which runs from 
October 1, 2003, through September 30, 2004). W hile this decision is to be reviewed on an annual basis, 
many fear that Priority 8 veterans have been effectively banished from the health-care system as th ’ VA. 
with no promise of an infusion in supplemental appropriations, refocuses on its ' “core mission" of serving 
veterans “with service-connected disabilities, the indigent, and those with special health care needs."

How did it come to pass that Secretary Principi felt compelled to take so drastic an action as suspending 
registration and access for Prior:“y 8 veterans? Part of the answer lies in how the system is funded. The 
VA is not assured adequate funding that enables it to comply with the provisions of Public Law 104-262. 
which mandates that funding for health care meet the “level ( f care" provided by the VA in 1996. While 
recent increases to the VA health-care budget have been reasonable, the law has been effectively 
undermined by years of flat-line budgeting during the mid- tc late-1990s. The situation has been 
compounded by the eroding effects of medical inflation, straining the VA system beyond capacity and 
rendering the VA unable to respond adequately to the needs o f veterans who have chosen to avail 
themselves of its health-care system. This is their right as veterans, and that right is being abrogated.

The follow ing graphs illustrate the problem. While enrollment in the VA system has increased by almost 
120 percent since 1996 -  from some 3.4 million to more thi n 7.0 million projected in FY 2004 -  Veterans 
Health Administration (VHA) per capita expenditures have decreased over the same period by 30 percent 
(Graph 2. page 6). The ratio o f patients to licensed practical n rses has shot up more than 100 percent, 
w hile the ratio o f patients to registered nurses had grown by 6‘ percent (Graph 3, page 7). Likewise, the 
doctor-patient ratio has increased by almost 60 percent (Graph 4. page 8). While this situation is 
exacerbated by an increase in Priority 7 and 8 veterans, in fact more Priority 1-6 ’ eterans entered the 
system over the same period (Graph 5. page 9).

Perhaps most telling is Graph 1 (page 5): Had the level of funding mandated by law- been met -  and the 
law' requires that funding for the VA's medical operations funding match the "levei of effort" in Fiscal 
Year 1996 -  this funding would be hovering at S36 billion for FY 04. The debate would reflect this higher 
figure. In order for the VA to serve all veterans who are eligible and who seek care at VA facilities. VA 
officials have acknowledged that, beyond the 81.7 billion they anticipate collecting in third-party billings 
in FY 2004. they will need at least 828.5 billion in hard, appropriated dollars to re-open the medical 
system to all eligible veterans in FY 04.

■i



VHA at FY 96 "Lovel of Effort" (LOE) VHA with FY 96 LOE & Inflation
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National Per Capita Health Care Expenditures 
(Public & Private) Have Increased by 54%
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VA Patient/R N  Ratio 
Has Increased by M are than  67%
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Priority 1-6 has' increased by 1,750,977 (46%),

Priority 1-6 (0-50%+ disabled; injury, hardship, campaign, income, or exposure allowance) 

Priority 7/8 (Co-Pay vets, Noncompensable or non service-connected 0% disability vets)
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Priority 7/8 has increased by 1,536,612 (207%)

Sources: FY 99-02 data are from an Excel file e-mailed to W A  from the VHA Policy and Forecasting office titled'enrollees and pts fy99-04 by priority .xls." FY 03 & 04 estimates are from 
the same office and utilize the full demand figures 7A-7C are previous designations for the current priority 7 and 8 categories



VVA’s POSITION
T he highest legislative priority of Vietnam Veterans of America is the institution of obligatory, or 

assured, funding for veterans' health care, funding that is based on the per capita use of the veterans' 
health-care system (including long-term care) at the 1996 level of funding, indexed for medical inflation. 
Why the "accepted'' level of care at the rates expended in FY 96? Because that's when the law was passed, 
even though FY 96 was not at the time considered a banner year for medical appropriations by anyone 
familiar with the process.

VVA initially acknowledged that for the VA to adequately minister to the core groups eligible to receive 
care at its facilities, the course of action taken by Secretary Principi, while wrenching, was justified and 
even necessary -  but only as a stopgap, temporary palliative. It was the only reasonable action he could 
take to stanch the hemorrhaging of the system and prevent its collapse. VVA strongly opposes making 
this exclusion of Priority 8 veterans permanent. VVA has asked that Congress direct that the VA use 
numbers for its future planning and projection purposes that include provision of services to Priority 8 
veterans.

VVA is gratified that the hue and cry raised by veterans service organizations is finally being heard by 
Congress. Several measures are being considered that would, if a bill is finally enacted, restructure the 
way medical operations of the VA are funded and effectively remov e the annual uncertainty over the VA's 
budget for health care. The time for serious consideration of these measures is now. A government that 
can afford to outlay billions for a war against terrorism can find the funding, and reconfigure the funding 
mechanism, to help heal the veterans of this war and the wars that preceded it.

With funding uncertainties removed, the VA leadership could focus on implementing measures to create 
a true veterans health-care system, a system in which every' veteran who enrolls would be given a full 
physical examination that would include a comprehensive military health/medical history, a psychosocial 
workup, and the drawing of blood samples.

This history would provide an epidemiological baseline to help measure future health conditions not only 
for a particular veteran but potentially for others with whom (s)he served. When an extensive 
epidemiological database is finally compiled, it can serve as an invaluable tool for physicians. With more 
information about a patient’s military background, a doctor would know to test for particular conditions, 
parasites, and toxic exposures that may already be adversely affecting the health of that veteran. Such a 
database could reveal whether oh.crs who served in the same outfit reported similar conditions. It would 
not only help a doctor render an accurate diagnosis and establish an effective treatment plan, it would 
enable the VA to more effectively identify occupational illnesses and diseases t h a * may be connected to a 
veteran's military service. Such a database, if accessible to private physicians -  and the vast majority of 
veterans are not enrolled in the VA health-care system -  can inform these medical professionals about 
potential health issues in their patients.

ADJUSTING the FUNDING BASE for VA MEDICAL OPERATIONS
V VA believes, however, that in addition to restructuring the way in which the medical operations of 

the VA are funded, an adjustment to the base funding must be made.

The percentage increases appropriated for VA medical operations irom FY 2 >02 to FY 2003, and the 
proposed increase from FY 2003 to FY 2004. are reasonable, even generous. However, the base upon 
which these increases are predicated is inadequate. The "should-spend" budget illustrated by Graph I on 
page 5 illustrates why. VA officials acknow ledge they require an infusion of SI .2 billion over and beyond

to



ihe amount appropriated by Congress for FY 04 to reopen the system to Priority 8 veterans. This 
translates to an appropriation of $28.5 billion in FY 04. And the VA needs $8-10 billion more to 
effectively comply with the law and meet the 1996 "level of effort" for veterans' health care. Using very

billion for FY 04.

Congress must revisit thU issue and consider ways to right this wrong as part and parcel of any move to 
rework the way the VA health-care system is funded. W hether additional funding is on-budget or off- 
budget, or whether these additional funds arc "discretionary,” "mandatory,” “assured." or “obligatory," 
the funding base for the veterans health care must be restored to the proper level, starting the next fiscal 
year.

VVA has long maintained that managerial accountability goes hand-in-hand with obligatory funding. 
The entire VA system warrants continued management systems reforms, the prime goal of which 
must be to ensure tlie accountability of senior managers.

The VA's focus on accountability concentrates on providing incentives to senior managers, rewarding 
those who perform their jobs adequately w ith annual bonuses that average almost $11,000. There are few, 
if any. sanctions imposed on those managers w-ho demonstrate incompetence or recalcitrance to do w hat 
they are paid to do. It is useful to note that a VISN director and a director of a VA Medical Center received 
bonuses greater than $10,000 for several years even after lice had been found in the bodies of veterans 
under their care.

While many very fine managers who are able leaders and dedicated public servants are employed by the 
VA, there are others who don't feel compelled to act in the manner of true public servants. Rarely if ever 
is a senior manager denied a bonus, even in instances in which that manager is known to have ignored 
directives or deliberately misled top officials at the VA.

W hile there is a legitimate need to make significant adjustments in the compensation for critical health­
care workers, the current use of “merit bonuses” has been corrupted. Merit bonuses must be just that: 
bonuses for merit and achievement above and beyond hat which is required. The current mode does a 
disservice to the man) fine VA physicians and administrators who deserve more competitive pay and 
bonuses for truly outstanding performance. The system of rewards and punishment must be adjusted to 
sanction those who do a poor job or are not fully open and honest with appointed or elected officials.

To ensure accountability, the VA must develop a modern financial tracking system and standardize iti 
financial systems so that the costs at one medical center can be easily tracked and compared to similar 
expenditures at other VA medical centers. Similarly, VA must develop a real-time Management 
Information System (MIS) to track how many clinicians or specialists are a\ ailable at each medical center 
at any given time. VVA believes that the VA must subscribe to the old military adage that "a unit does 
w ell which the commander checks well."

We as a nation can and must do better for our veterans. Funding for veterans' health care has been 
woefully inadequate for years. As Dr. Linda Spoonster Schwartz, then chair of VVA's National 
Veterans Healthcare Committee (and currently Commissioner of Veterans Affairs for the State of

conservative figures for m edra l inflation, funding of the VA’s medical operations should be some $36
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Connecticut) testified before Congress: “The lack of a consistent, reliable budget has. in essence, 
obstructed VA's capacity to respond to the changing needs o f the health-care system, to efficiently grow', 
to acquire competent personnel and maintain a viable service infrastructure." And as the President’s Task 
Force to Improve Health Care Delivery for Our Nation’s Veterans has concluded: "Funding provided 
through the current budget and appropriations process for VA health care delivery has not kept pace w ith 
demand, despite efforts to increase efficiencies and focus health care delivery in the most cost-effective 
manner. . . . Full funding should occur through modification to the current budget and appropriation 
process by using a mandatory funding mechanism, or by some other change in the process that achieves 
the desired goal."

VVA believes it is imperative to enact legislation that would mandate obligator)' funding for veterans’ 
health care. Such legislation would make moot the issue of eligibility of Priority 8 veterans to receive 
medical services from the VA. Making veterans’ health-care funding obligatory would eliminate the 
annual uncertainty about funding levels that has prevented planners at the VA from meeting the needs of 
the growing number of veterans seeking treatment. An assured, steady funding stream would enable the 
VA to concentrate on achieving accountability for performance from senior managers and building a 
system that is not only cost-effective and cost- efficient, but truly contributes to the mission o f restoring 
veterans who have been lessened physically through injury or illness or the psychic wounds of war, or 
economically by virtue of military service.

To rectify past injustices, the system must be funded at a level that will enable Secretary Principi to re­
open the VA health-care system to new enrollees w ho may be classified as Priority 8. It is imperative that 
at least $28.5 billion (in addition to projected third-party payments o f $1.7 billion) be appropriated by 
Congress for VA medical operations for FY 04.

VVA and other VSOs believe it is disingenuous for our government to promise health care to veterans 
and then fail to provide adequate funding. Rationed heal’1 care must only be a temporary expedient as 
Congress moves toward an obligatory funding model We endorse the proposition that “by including all 
veterans currently eligible and enrolled for care, we protect the system and the specialized programs VA 
has developed to improve the health and well-being o f our nation's sick and disabled veterans.” We 
expect our government to respect the covenant and honor its commitment and our obligation to those u ho 
have placed life and limb in harm’s way.



APPENDIX

EXPLANATION OF PRIORITY CROUPS 1-8

The following is taken from the VA Web site, www.va.gov.

In October 1996. Congress passed Public Law 104-262, the Veterans' Health Care Eligibility 
Reform Act of 1996. This legislation paved the way for the creation of a Medical Benefits 
Package - a standard enhanced health benefits p' available to all enrolled veterans. Like other 
standard health care plans, the Medical Benefits Package emphasizes preventive and primary 
care, offering a full range of outpatient and inpatient services.

VA places a priority on improved veteran satisfaction. Our goal is to ensure that the quality of 
care and service you receive is consistently excellent, in every location, in every program.
Under the Medical Benefits Package. VA offers you. the veteran, a comprehensive health care 
plan that provides the care you need.

What are the Priority Groups?

Once you apply for enrollment, your eligibility will be verified. Based on your specific 
eligibility status, you will be assigned a priority group.

The priority groups are as follows, ranging from 1-8 with 1 being the highest priority for 
enrollment. Under the Medical Benefits Package, the same services are generally available to all 
enrolled veterans.

As of January 17. 2003, VA is not accepting new Priority Group 8 veterans for enrollment 
(veterans falling into Priority Groups 8e and 8g.)

P r io r ity  G r o u p  1
• Veterans with service-connected disabilities rated 50 percent or more disabling 

P r io r ity  G r o u p  2
• Veterans with service-connected disabilities rated 30 percent or 40 percent disabling

P r io r ity  G r o u p  3
• Veterans who arc former POW's
• Veterans awarded the Purple Heart
• Veterans whose discharge was for a disability that was incurred or aggravated in the line 

o f duty
• Veterans with service-connected disabilities rated 10% or 20% disabling
• Veterans awarded special eligibility classification under Title 38, U.S.C., Section 1151. 

“benefits for individuals disabled by treatment or vocational rehabilitation"

P r io r ity  G r o u p  4
• Veterans who are receiving aid and attendance or housebound benefits
• Veterans who have been determined by VA to be catastrophically disabled
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Priority Group 5
• N onservice-connected veterans and noncom pensable service-connected veterans rated 0 

percent disabled whose annual incom e and net w orth are below  the established VA 
M eans Test thresholds

• Veterans receiving VA pension benefits
• Veterans eligible for M edicaid benefits

Priority Group 6
• C om pensable 0 percent service-connected veterans
• W orld War I veterans
• M exican B order W ar veterans
• Veterans solely seeking care for disorders associated with:

- exposure to herbicides while serving in Vietnam; or
- exposure to ionizing radiation during atm ospheric testing or during the occupation o f

H iroshim a and N agasaki; or
- for disorders associated with service in the G u lf War; or
- for any illness associated with service in com bat in a w ar after the G u lf War or during

a period o f hostility after N ovem ber 11, 1998.

Priority Group 7

Veterans who agree to pay specified co-payments with income and/or net worth above the VA 
Means Test threshold and income below the HUD geographic index

• Subpriority  a: N oncom pensable 0 percent service-connected veterans who w-ere enrolled 
in the VA Health Care System  on a specified dale and who have rem ained enrolled since 
that date

• Subpriority  c: N onservice-connected veterans who were enrolled  in the VA H ealth Care 
System  on a specified date and who have rem ained enrolled since that date

• Subpriority  e: N oncom pensable 0 percent service-connected veterans not included in 
Subpriority  a above

• Subpriority  g: N onservice-connected veterans not included in Subpriority  c above 

Prio rity Group 8

Veterans lio agree to pay specified co-payments with income and/or net worth '’hove the VA 
Means Test threshold and the HUD geographic index

• Subpriority  a: N oncom pensable 0 percent service-connected veterans enrolled as o f 
January  16. 2003, w ho have rem ained enrolled since that date

• Subprioritv  c: N onservice-connected veterans enrolled as o f January  16, 2003, w ho have 
rem ained enrolled since that date

• Subpriority  e: N oncom pensable 0 percent service-connected veterans applying for 
enrollm ent aft January 16. 2003

• Subpriority  g: N onservice-connected veterans applying for enrollm ent after January 16. 
2003
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In Service to America _
M arch 23, 2006
Testim ony before the State House
H JR33

M y name is Ric Davidge and I serve as President o f  the Vietnam  Veterans o f  Am erica, Chapter 904 -  the 
Anchorage C hap,er and the largest in Alaska. 1 also serve as President o f  the Alaska Veterans 
Foundation, Inc. a statewide veteran service organization that serves Ala: ,an W ar Veterans. And I serve 
as Vice Chairman o f  the Anchorage M ilitary & Veterans A ffairs Com m ission.

In 1965 I was a m edic with the First Air Cavalry in Vietnam and served honorably for 6 years.

Why do we have this resolution before you and ju st what does it really do?

I assume you have, in your packet, a copy o f  the most recent “Talking Paper” that we update regularly 
about the problem s Alaskan veterans face in securing appropriate healthcare. This paper is an open ended 
discussion o f problem s that continue to come to light as our working group, m ade up o f a wide range o f 
veterans, VA em ployees, politicos o f  both political parties, and m edical service professionals, wrestles 
with the challenges o f  meeting the moral and legal obligations o f  our com m unity in the provision o f 
healthcare for our veterans. W e would be delighted to add any o f  you to the em ail tree we have set up on 
this issue so that you and your staff are kept informed o f  any developm ents. There is m uch to learn.

As our talking paper points out, the health care o f  A laska's veteran 's faces serious and difficult structural 
problem s in securing the funding authorized by federal law but not appropriated because veteran 
healthcare has becom e a partisan football. Veteran healthcare like so m any other federal programs is 
politically "negotiated,” regardless o f  need, every year unlike healthcare provided to our poor, our 
homeless, our elderly, and even our illegal aliens. Are not our w ar veterans at least as deserving as these 
groups when it com es to healthcare? Are not the men and women w ho voluntarily stand guard for 
Am erica worth at least as much to our com m unity?

The other day a m em ber o f  our legislature said to me. "You know veterans are really ju s t another welfare 
group.” This Alaskan o f  prom inence never served in the military , and clearly does not understand that 
healthcare for veterans is not “welfare” but the moral, ethical, and legal obligation o f  our people and our 
leaders for the service and sacrifices we faced to ensure your liberties. W e are only asking for what was 
promised and appropriate.

As a com m unity o f  veterans we are tired o f  all the talk. We are tired o f all the political promises. We are 
tired o f  receiving healthcare based on "adm inistrative convenience” rathei than appropriate care at home. 
We are tired o f  being shipped outside o f  our com m unities and our state to receive healthcare available 
right here at home. We are tired and we are angry.

So, why are w e ‘'e re  before the State Legislature asking you to direct the C om m issioner o f  Health and 
Social Services to "talk" to the Veterans Administration about what the state m ight be able to do to help 
Alaskan veterans? Yes, that’s all we are asking is that our legislature recognize this problem, one that 
will likely not be solved in W ashington DC as it should, but that will continue to harm, even destroy the 
lives o f  Alaskan veterans and their families. 72,000 veterans have chosen to be Alaskans. T he highest 
per-capita in the nation. W hen extended to their im mediate families, we estim ate that at least 150,000
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Alaskans are directly affected by veteran policies. We should be proud that this many veterans choose to 
live in Alaska. And now our Alaskan guard and Reserves face the largest and longest active duty 
deployments in combat in our state's history. But as a state, what are we -  what is Alaska doing to ensure 
they receive the healthcare they have earned when they come home?

We don't have all the answers, but we are gathering lots o f the questions. We have asked the VA to 
provide the facts and figures identified in the last page o f our talking paper. This is something our 
legislature and our state government can help us with, and this resolution will facilitate that and more.

We have talked about veteran healthcare, but let's now look at some o f the other implications o f current 
VA policies on our Alaskan based medical services industry. We are told for example that the VA spent 
over $2 million in aY fare alone to send veterans out o f state for healthcare. We know that at least most 
o f  these medical services are available not only in Alaska but often in the veteran's home community. 
We are told that over $17 million of healthcare services were proved veterans outside o f Alaska. With all 
other costs considered, that’s over $20 million in healthcare services that are taken out o f our economy.

We know o f  prominent Alaskan doctors who have recently lost their significant veteran client base as 
their patients are now sent out of state. We know o f Alaskan based hospitals, now loosing money because 
the services they built to serve a particular medical need in their community, including long-term veteran 
patients, are no longer economically viable due to the loss o f these patients causing other Alaskan patients 
to assume these losses. So, there are serious economic implications to VA policies that now ship more 
and more Alaskan veterans outside for medical services. Certainly if these services arc not available in 
Alaska one can understand this. But when they are here, and the veterans are currently being served here 
in their home communities, there are other "costs" associated with these policies. Taking a veteran away 
from his/her family at a critical and vulnerable time, is clearly not in the best interests of our veterans, 
their families, or o f Alaskans as a community.

So. we are asking our State Legislature to direct the Commissioner of Health and Social Services to "talk" 
with the VA and see if there is something we in Alaska can do to better serve our veterans. That's all.

Now, what we would like the Commissioner to also do is gather information that should be reported back 
to you. We believe the Commissioner can prepare an assessment o f these problems and their implications 
to veterans, our economy, and our community in a few months and provide it back to this and other 
committees o f the legislature so that we can begin to get a real handle on what is happening, what it all 
means, and why. We believe the Commissioner has it within his department's budget to gather a 
taskforce of veterans, medical groups, and the VA and seriously, openly, look at the healthcare of our 
veterans in Alaska and what it will mean over time. We believe you can do this with committee language 
in the appropriations bill for the Office o f the Commissioner o f Health and Social Services.

“Never w ill one generation o f veterans abandon ano ther.” That is the motto o f the Vietnam 
Veterans of America and the Alaska Veterans Foundation. Please remember that when we came home, 
not only did our nation, and our communities dishonor our service, most national veteran service 
organizations refused us membership. That is why the Vietnam Veterans o f America was chartered by 
Congress.

We have stood guard for .America and human liberty in the jungles and deserts o f our world when you, 
our elected officials, have asked us to do so. We now stand before you and ask for your help. Help to 
ensure we receive the healthcare we have earned, is morally and ethically appropriate, and consistent with 
what is in the best interests o f our families, our state, and our nation.

Thank you very much for your time and consideration.

Ric Davidge, President

Vietnam Veterans of America Alaska Chapter 904
371)5 Arctic Blvd. «54N. Anchorage. Alaska 99503 Weh Site: www.VVA904.org
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In Service to America _

Alex Spector, Director 
Alaska VA Healthcare System 
2925 DeBarr Road 
Anchorage, Alaska 99508

Director Spector:

As you may know by now a group o f Anchorage legislators held an open forum on December 7‘\  2005 to 
open discussions with local veteran organizations on issues o f concern. A group of about 25 veterans and 
a dozen legislators showed up for the forum and the discussions were wide ranging, hot at times (both 
ways), and may have been productive in both informing state legislators about the various concerns of 
Alaskan veterans and veterans getting to understand legislative interests in their concerns.

From this forum an informal working group was set up by some o f the participants that includes veterans, 
VA employees, politicos, hospital and medical clinic interests, etc. Although this working group does not 
have a leader per se, in an effort to give form to the chatter and get things down on paper. I've stepped 
forward to provide this service.

Attached is the product o f the working group so far. Two state legislative bills have been introduced in 
response to the issues outlined in the talking paper. As is pointed out in the paper, the paper is not the 
position o f  the Veterans Foundation nor any particular veterans' organization, only the developing 
thoughts and concerns o f the working group and a growing number o f email contacts who have asked to 
be kept informed.

I'm  certain you are aware o f the continuing controversy o f Congressional funding or rather the lack 
thereof for Veteran Health Care. The competing efforts o f the Republicans and Democrats may, from 
time to time, align with the current administration. But, the bottom line, as expressed by our national 
office, Vietnam Veterans of America, on behalf of the nine national veterans organizations last year, is 
that Congressional appropriations have not kept up with the needs o f  veterans. If you do not have a copy 
o f the White P ^ e r  produced by the VVA last year that has some excellent graphic analysis of funding 
trends, I can get you one or you can access it on their web site www.vva.oru.

As part o f the discussion o f the working group, we have tried to identify critical FACT S or DATA or 
questions that may or may not provide a basis for understanding the "Alaskan" situation. Those questions 
are contained in the last page o f the Talking Paper that I've enclosed for you.

We would appreciate your timely response to these sixteen questions. If they are presented by us in a 
manner that is not productive to the gathering o f data or information, please let us know. If you have 
questions about these questions, we arc also most open to your thoughts.

Thanks for your attention to this ongoing debate;

February 17, 2006

Ric Davidge, President

Vietnam Veterans of America Alaska Chapter 904
3705 Arctic Blvd. #548, Anchorage. Alaska 99503 Web Site: www.VVA904.org
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VA/AK VETERANS HEALTH CARE CONCEPTS/working DRAFT .rdjm-w
This is a working draft of ideas/concepts crafted by Ric Davidge and a small working group toward defining 
solutions to the ongoing structural (service and funding) issues within our federal veterans’ health care system in 
Alaska. The ultimate re-crafted solution(s) may have application in other states with Alaska functioning as a 
demonstration project. NOTHING in this working paper is final nor does it represent the position of the 
Foundation or the other participants in this discussion. This paper is only necessary due to the complexity of 
these issues. We find it easier to outline things on paper so that there is clearer understanding by all parties as to

S tru c tu ra l Problem s:
1. Veterans Heath Care funding is not annually assured based on either our nations moral obligation 

to the men/women who have been injured in service or who have retired after 20 plus years of 
honorable service. Funding levels are politically negotiated within the context o f  annual budgets 
and political agendas without regard to veteran health care need or the quality o f service.

2006 General Accounting Office reports requested by the leadership o f both the Congressional 
House and Senate veteran's program oversight comm:ftees highlight the structural nature o f these 
problems. Problems that can not be solved by opposing political parties, but by new ideas.

2. The old system o f federal veterans hospitals, even when combined with active duty military 
medical facilities, is no longer efficient or capable o f meeting the location, medical, or mental 
health needs of Alaska’s veterans and their families. This is especially true with regional federal 
medical service centers that require significant patient and employee travel (out o f state and 
within Alaska) with significant support costs that could be far more efficiently turned directly into 
medical service through existing Alaskan hospital and clinical services.

M ora l Im peratives:
1. In the face of continued efforts by our federal government to reduce or otherwise restrict the 

levels and categories of medical care for our veterans at a time o f growing demand by old and 
new veterans for services, why should not a state, especially the richest state per capita in 
America with the highest per capita number o f veterans (72,000), step up to ensure that its 
veterans -  Alaska's veterans receive adequate and appropriate care in their community?

2. The quality and certainty o f veteran care must not be a partisan issue. It is an American 
obliuation to those few citizens willing to voluntarily stand guard for America. If our federal 
government is politically unwilling or financially unable to provide adequate care for its veterans, 
then we - Alaskan's must step up to this obligation for Alaska's veterans.

Veterans C are a t ex isting p riva te A laskan  hosp ita ls and c lin ics
1. In years past veterans in Alaska were treated at private health care facilities with VA employees 

working within these facilities. Even today close to S40 million is spent annually by the VA 
through local Alaskan hospitals and clinics. Our program extends this proven method and 
captures even more efficiencies while keeping our veterans at home for medical service.

2. Our program allows veterans, connected under the VA Health Care program, to receive services 
for either a service related injury or other health needs at any hospital or clinic in Alaska.

3. In our program the VA ID card works just like an insurance card. The veteran shows the card 
when paying the bill and the VA portion is billed, according to an approved schedule, is billed to 
the state. The state then bills the VA for reimbursement. The state pays the provider within 30
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days o f  receiving the bill, again consistent with a negotiated reimbursement schedule for the 
specific procedure or service.

4. Alternatively, some argue that our veterans should be "covered" by an es'ablished national 
healthcare insurance company at the level o f care selected by the veteran and/or their family. 
Appropriate co-pay agreements could be structured based on the veteran's income level, however 
for any veteran with a service connected disability any related medical services for that disability 
would be fully covered. The insurance company bills the VA for reimbursement for all service 
related medical treatments. Veterans who have retired after 20 or more years o f honorable 
service would receive full coverage possibly minus appropriate co-pay based on income.

5. Reimbursement schedules would be negotiated between the hospitals and clinics and the state. 
The state would negotiate with the VA. Any medical provider that wants to participate must be 
"certified” by the state to participate in the program. This is really no different then existing VA 
programs for some services and third party insurance procedures except that the state is a player.

6. Alaska VA receipts from third party billings ("other insurance” - insurance companies used by 
veterans now treated at VA clinics/hospitals) should be transferred to a state program in the 
Department of Health and Social Services for veterans' health care as a federal grant similar to 
what is done at the Indian Health Service. This sets up a potential federal matching block grant 
for state veterans' health care, (this may require federal law or regulatory changes) Look at IMS 
or Public Health Service third party receipts programs for comparables. Also look at VA 
authorization to run "demonstration projects” in states.

7. This program will require state legislation to set up (authorize) the program, allow receipt of 
federal funds, receipt o f billings from medial providers, reimbursement payments to medical 
service providers, and approval o f some range o f reimbursement schedules as can be negotiated 
and annually adjusted and prov'ded in regulations.

8. The state 's reimbursement schedule should be the same or greater then the VA schedule.
9. The state is in a far more powerful position to negotiate with the federal VA for an appropriate 

reimbursement schedule for Alaskar. communities then are individual medical service providers.
10. Based on increased efficiencies within the overall Alaskan based medical services industry, new 

economies o f scale should push reductions in the cost o f services, (the more beds filled in 
Alaskan hospitals the lower the cost per bed. the more clients seen in a clinic the lower cost per 
client)

11. We effectively eliminate the need for a separate, with its own heavy administrative costs, federal 
medical service program in Alaska and push all o f the efficiencies directly into the private sector 
where they are far more efficient.

W hy shou ld the State o f A laska put itse lf in the m iddle?
1. Alaskans (National Guard and Reserve) are becoming more and more involved in fighting our 

wars. Even if Alaska's troops are federalized, the state has a moral and ethical obligation to 
ensure that Alaska's veterans teceive adequate and appropriate medical services after leaving 
active duty.

2. When an Alaskan (guard or reserve), who likely is fully employed in his/her civilian life and has 
a personal or family health insurance program linked to that job, is federalized/deployed - he/she 
will most likely loose his/her income from this nonmilitary employment for years, suffering a 
significant loss o f annual income, unable to pay the premiums for this private health insurance 
and his/her employer will likely not continue employer co-payments as the employee is gone - 
resulting in a loss o f personal health insurance for the soldier and their family. Then when the 
Alaskan returns to private life they will likely have to start their health insurance all over again in 
a new job, but NOT be able to apply any new private insurance to any military related injury or 
illness (known or unknown at the time) as it would be considered a "preexisting condition" under 
any new private insurance. We know that all service related injuries are not immediately evident 
upon separation from active duty. If the veteran is not "connected” to the VA Health Care 
program to cover these "service related” costs -  he/she is SOL.. This is not in Alaska's best 
interest.
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3. This program should ensure that Alaska's veterans receive adequate health care OUTSIDE o f the 
current federal appropriations processes. A process that, regardless o f  need or the existence of 
federal laws, continues to reduce the per-veteran level o f federal services and the per-veteran 
level o f programmatic federal funds compared to the growing level o f need from our veterans, old 
and new, in Alaska.

4. Alaska should explore new' medical service concepts for veterans that are far more cost effective 
then the building o f new VA hospitals/clinics especially in areas o f Alaska with small populations 
that do not enable the levels o f medical service efficiencies essential to compete in this market.

5. Alaska could be a pilot project in the evolution o f new national approaches to more efficient 
medial insurance/services for veterans. In fact, we may not be reinventing the wheel here, we 
may just be returning to an approach that some years past provided services in this manner.

Prob lem s Solved
1. Maximizes use .fisting underutilized Alaskan hospital services/beds increasing the operational 

e f f ic a c y  o f existing private facilities allowing lower service fees especially in rural areas.
2. By bringing back into Alaska's economy the tens o f  millions o f "lost dollars” for medical service 

now required by the VA outside o f Alaska we can inject this significant cash flow through our 
existing private hospitals and clinics close to the homes o f Alaskan veterans.

3. The emotional cost to veterans and their families when the veteran is separated by thousands of 
miles (now sent outside o f Alaska) for treatment. Veterans can be treated in Alaska allowing 
families to be by their side during these difficult times. This is often a critical component of a 
patient's recovery during medical or mental health care.

4. The cost [significantly reduced travel (air fare, hotel, taxi, meals) expenses] o f providing services 
to veterans should be reduced overall with the retention o f veterans in Alaska, and closer to their 
homes, for medical care.

5. New expensive Veterans Hospitals and clinics will not have to be built and operated by the 
federal government causing a drain on existing private hospitals and clinics.

6. The existing Military/VA Hospital at Elmendorf can rc /ert to active duty service only. Elmendorf 
will not have to adjust their fence/perimeter to put this hospital outside of the existing security 
zone. Saving money, time, manpower, and enhancing on base security while at the same time 
providing services to veterans in a far more friendly and efficient way. This action is also 
responsive to the general desire o f veterans to receive their medical services within their 
community.

7. Veterans will be allowed/enabled to use existing private facilities based on cost and quality o f 
service in Alaska and in their own communities.

8. No additional land will need to be developed for new hospitals in areas with little land available.
9. Existing VA Clinic employees could shift to other medical sendee providers, but should remain 

under VA employment (if they choose) status as their principle area o f  service is veterans within 
those facilities.

10. The VA Clinic could be relocated to an existing medical campus such as Providence or Alaska 
Regional rather than moved to Eli endorf providing better professional sendees integration 
within the medical communities that exist. Additional efficiencies can be realized with the 
consolidation o f all VA services at one medical campus (now five (5) commercial spaces are 
under "fair market value'' lease by the VA in Anchorage alone).

11. Existing medical service providers who offer services in demand by veterans can enhance their 
practices and increase their cost efficiencies.

12. Veterans are allowed to "shop" for their service related medical care/services based on quality o f 
service and, with existing co-payment requirements, cost. They are empowered in their choice of 
medical services whereas currently they are given no service or service that may not be at the 
same level or in their community or state.

13. Services can be responsive to demand within established local or state health service markets.
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Q uestions fo r the VA/AK:
1. How many Alaskan veterans are sent out o f state for medical/mental health services? What is the 

average number o f Alaskans per year over the past ten years?
2. How much does the VA spend annually (in air fare, taxi, hotel, meals) to send veterans outside 

for medical/mental health services? ANSWER: S2,057,222for airfare alone in 2004.
3. How much does the VA spend annually (in air fare, taxi, hotel, meals) to bring veterans from 

outside o f Anchorage to Anchorage for some level o f  medical services?
4. How often are Alaskans flown in for medical services only to find out that the service is not 

available because the VA doctor (often flown in from out o f state) is not available?
5. What medical/mental health services/treatments are veterans receiving outside o f Alaska?
6 . What is the total cost/value o f these "outside’' medical services to the VA annually? ANSWER: 

$17,000,000 in outside healthcare. Number not yet verified in writing.
7. If these services are available in Alaska, why does the VA send the veteran out o f state?
8 Does the VA provide any family assistance to spouses/families to be close to a veteran when sent 

out o f state for medical services? Is there some gradation based on seriousness o f condition?
9. How many veterans in Alaska are classified as having a service related PTSD claim? How many 

o f them receive regular treatment in Alaska? How many receive treatment outside o f Alaska?
10. How many veterans are served annually instate at VA clinics and hospitals?
11. What is the total cost o f medical services (do not include VA Administration) provided by VA in 

Alaska? ANSWER: 538,681,991 in part.
12. How many veterans receive medical services at private or other than VA facilities in Alaska 

annually?
13. What is he total cost o f medical services received by veterans in Alaska at other than VA 

facilities?
14. What is the nature o f these medical services?
15. What is the cost per patient ratio for VA medical services in Alaska?
16. How many facilities in Alaska currently have reimbursement schedules with the VA?

3705 Arctic Blvd., Suite 415 ♦ Anchorage, Alaska 99503 ♦ tel 907.222.6945 ♦ fax 907.222.6933 ♦ Email: ricdav@gci.net

mailto:ricdav@gci.net


u r>* y

Additional Support for HJR 33

<»



In Service to Ameri>T

M arch 23, 2006
Testimony before the State House
H JR33

My name is Ric Davidge and I serve as President of the Vietnam Veterans o f America. Chapter 904 -  the 
Anchorage Chapter and the largest in Alaska. I also serve as President o f the Alaska Veterans 
Foundation, Inc. a statewide veteran service organization that serves Alaskan War Veterans. And I serve 
as Vice Chairman o f the Anchorage Military & Veterans Affairs Commission.

In 1965 I w as a medic with the First Air Cavalry in Vietnam and served honorably for 6 years.

Why do wc have this resolution before you and just wha; does it really do?

I assume you have, in your packet, a copy o f the most recent “Talking Paper" that we upda’e regularly 
about the problems Alaskan veterans face in securing appropriate healthcare. This paper is an open ended 
discussion o f problems that continue to come to light as our working group, made up o f a wide range of 
veterans, VA employees, politicos o f both political parties, and medical service professionals, wrestles 
with the challenges o f meeting the moral and legal obligations of our community in the provision o f 
healthcare for our veterans. We would be delighted to add any o f you to the email tree we have set up on 
this issue so that you and your staff ait, kept informed of any developments. There is much to learn.

As our talking paper points out, the health care of Alaska's veteran's faces serious and difficult structural 
problems in securing the funding authorized by federal law but not appropriated because veteran 
healthcare has become a partisan football. Veteran healthcare like so many other federal programs is 
politically “negotiated,’' regardless o f need, every year unlike healthcare provided to our poor, our 
homeless, our elderly, and even our illegal aliens. Are not our war veterans at least as deserving as these 
groups when it comes to healthcare? Are not the men and women who voluntarily stand guard for 
America worth at least as much to our community?

The other day a member o f our legislature said to me. “You know veterans are really just another welfare 
group.” This Alaskan of prominence never served in the military, and clearly does not understand that 
healthcare for veterans is not “welfare” but the moral, ethical, and legal obligation o f our people and our 
leaders for the service and sacrifices we faced to ensure your liberties. We are only asking for what was 
promised and appropriate.

As a community o f veterans we are tired o f all the talk. We are tired of all the political promises. We are 
tired o f receiving healthcare based on “administrative convenience" rather than appropriate care at home. 
We are tired o f being shipped outside of our communities and our state to receive healthcare available 
right here at home. We are tired and we are angry.

So, why are we here before the State Legislature asking you to direct the Commissioner o f Health and 
Social Services to “talk" to the Veterans Administration about what the state might be able to do to help 
Alaskan veterans? Yes, that's all we are asking is that our legislature recognize this problem, one that 
will likely not be solved in Washington DC as it should, but that will continue to harm, even destroy the 
lives o f Alaskan veterans and their families. 72,000 veterans have chosen to be Alaskans. The highest 
per-capita in the nation. When extended to their immediate families, we estimate that at least 150,000
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Alaskans are directly affected by veteran policies. We should be proud that this many veterans choose to 
live in Alaska. .And now our Alaskan guard and Reserves face the largest and longest active duty 
deployments in combat in our state’s history. But as a state, what are we -  what is Alaska doing to ensure 
they receive the healthcare they have earned when they come home?

We don't have all the answers, but we are gathering lots o f the questions. We have asked the VA to 
provide the facts and figures identified in the last page o f our talking paper. This is something our 
legislature and our state government can help us with, and this resolution will facilitate that and more.

We have talked about veteran healthcare, but let's now look at some o f the other implications o f current 
VA policies on our Alaskan based medical services industry. We are told for example that the VA spec, 
over 52 million in air fare alone to send veterans out o f state for healthcare. We know that at least most 
o f these medical services are available not only in Alaska but often in the veteran's home community . 
We are told that over $17 million o f healthcare services were proved veterans outside of Alaska. With all 
other costs considered, that’s over $20 million in healthcare services that are taken out o f our economy.

We know of prominent Alaskan doctors who have recently lost their significant veteran client base as 
their patients are now sent out o f state. We know o f Alaskan based hospitals, now loosing money because 
the services they built to serve a particular medical need in their community, including long-term veteran 
patients, are no longer economically viable due to the loss o f these patients causing other Alaskan patients 
to assume these losses. So, there are serious economic implications to VA policies that now ship more 
and more Alaskan veterans outside for medical services. Certainly if these services are not available in 
Alaska one can understand this. But when they are here, and the veterans are currently being served here 
in their home communities, there are other "costs” associated with these policies. Taking a veteran away 
from his/her family at a critical and vulnerable time, is clearly not in the best interests o f  our veterans, 
their families, or o f Alaskans as a community.

So, we are asking our State Legislature to direct the Commissioner o f Health and Social Serv ices to “talk” 
with the VA and see if there is something we in Alaska can do to better serve our veterans. That's all.

Now. what we would like the Commissioner to also do is gather information that should be reported back 
to you. We believe the Commissioner can prepare an assessment o f  these problems and their implications 
to veterans, our economy, and our community in a few months and provide it back to this and other 
committees o f the legislature so that we can begin to get a real handle on what is happening, what it all 
means, and why. We believe the Commissioner has it within his department's budget to gather a 
taskforce o f veterans, medical groups, and the VA and seriously, openly, look at the healthcare of our 
veterans in Alaska and what it w'ill mean over time. We believe you can do this with committee language 
in the appropriations bill for the Office o f the Commissioner of Health and Social Services.

“ N ev er w ill o n e  g e n e ra tio n  of v e te ra n s  a b a n d o n  a n o th e r .” That is the motto o f the Vietnam 
Veterans of America and the Alaska Veterans Foundation. Please remember that when we came home, 
not only did our nation, and our communities dishonor our service, most national veteran service 
organizations refused us membership. That is why the Vietnam Veterans o f America was chartered by 
Congress.

We have stood guard for America and human liberty in the jungles and deserts o f our world when you. 
our elected officials, have asked us to do so. We now stand before you and ask for your help. Help to 
ensure we receive the healthcare we have earned, is morally and ethically appropriate, and consistent with 
what is in the best interests of our families, our state, and our nation.

Thank you very much for your time and consideration.

Ric Davidge, President

Vietnam Veterans of America Alaska Chapter 904
3705 Arctic Blvd. #54X, Anchorage. Alaska 99503 Web Site: vvvvw.VVA904.org



In Service to America _

Alex Spector, Director 
Alaska VA Healthcare System 
2925 DeBarr Road 
Anchorage, Alaska 99508

Director Spector:

As you may know by now a group o f Anchorage legislators held an open forum on December 7lh, 2005 to 
open discussions with local veteran organizations on issues o f concent. A group of about 25 veterans and 
a dozen legislators showed up for the forum and the discussions were wide ranging, hot at times (both 
ways), and may have been productive in both informing state legislators about the various concerns of 
Aiaskan veterans and veterans getting to understand legislative interests in their concerns.

From this forum an informal working group was set up by some o f the participants that includes veterans, 
VA employees, politicos, hospital and medical clinic interests, etc. Although this working group does not 
have a leader per se, in an effort to give form to the chatter and get things down on paper. I've stepped 
forward to provide this service.

Attached is the product o f the working group so far. Two state legislative bills have been introduced in 
response to the issues outlined in the talking paper. As is pointed out in the paper, the paper is not the 
position o f the Veterans Foundation nor any particular veterans' organization, only the developing 
thoughts and concerns o f the working group and a growing number o f email contacts who have asked to 
be kept informed.

I'm  certain you are aware o f the continuing controversy o f Congressional funding or rather the lack 
thereof for Veteran Health Care. The competing efforts o f the Republicans and Democrats may, from 
time to time, align with the current administration. But, the bottom line, as expressed by our national 
office, Vietnam Veterans o f America, on behalf o f the nine national veterans organizations last year, is 
that Congressional appropriations have not kept up with the needs o f  veterans. If you do not have a copy 
o f the White Paper produced by the VVA last year that has some excellent graphic analysis of funding 
trends, I can get you one or you can access it on their web site www.vva.org.

As part o f the discussion o f the working group, we have tried to identify critical FACTS or DATA or 
questions that may or may not provide a basis for understanding the “Alaskan" situation. Those questions 
are contained in the last page o f the Talking Paper that I've enclosed for you.

We would appreciate your timely response to these sixteen questions. If they are presented by us in a 
manner that is not productive to the gathering o f data or inurm ation, please let us know. If you have 
questions about these questions, we are also mt-oi open to your thoughts.

Thanks for your attention to this ongoing debate;

February 17, 2006

Rie Davidge, President

Vietnam Veterans of America Alaska Chapter 904
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VA/AK VETERANS HEALTH CARE CONCEPTS/working DRAFT , r d » 2/5*6

This is a working draft of ideas/concepts crafted by Ric Davidge and a small working group toward defining 
solutions to the ongoing structural (service and funding) issues within our federal veterans’ health care system in 
Alaska. ultimate re-crafted solution(s) may have application in other states with Alaska functioning as a 
demonstration project. NOTHING in this working paper is final nor does tt represent the position of the 
Foundation or the other participants in this discussion. This paper is only necessary due to the complexity of 
these issues. We find it easier to outline things on paper so that there is clearer understanding by all parties as to

S tru c tu ra l Problem s:
1. Veterans Heath Care funding is not annually assured based 011 either our nations moral obligation 

to the men/women who have been injured in service or who have retired after 20 plus years o f 
honorable service. Funding levels are politically negotiated within the context o f annual budgets 
and political agendas without regard to veteran health care need or the quality o f service.

2006 General Accounting Office reports requested by the leadership o f both the Congressional 
House and Senate veteran's program oversight committees highlight the structural nature of these 
problems. Problems that can not be solved by opposing political parties, but by new ideas.

2. The old system of federal veterans hospitals, even when combined with active duty military 
medical facilities, is no longer efficient or capable o f meeting the location, medical, or mental 
health needs o f Alaska’s veterans and their families. This is especially true with regional federal 
medical service centers that require significant patient and employee travel (out o f state and 
within Alaska) with significant support costs that could be far more efficiently turned directly into 
medical service through existing Alaskan hospital and clinical services.

M ora l Im peratives:
1. In the face o f continued efforts by our federal government to reduce or otherwise restrict the 

levels and categories o f medical care for our veterans at a time o f growing demand by old and 
new veterans for services, w'hy should not a state, especially the richest state per capita in 
America with the highest per capita number o f veterans (72,000), step up to ensure that its 
veterans -  Alaska's veterans receive adequate and appropriate care in their community?

2. The quality and certainty o f veteran care must not be a partisan issue. It is an American 
obligation to those few citizens willing to voluntarily stand guard for America. If our federal 
government is politically unwilling or financially unable to provide adequate care for its veterans, 
then we - Alaskan's must step up to this obligation for Alaska's veterans.

Veterans Care at existing p riva te  A laskan hosp ita ls and c lin ics
1. In years past veterans in Alaska were treated at private health care facilities with VA employees 

working within these facilities. F.ven today close to $40 million is spent annually by the VA 
through local Alaskan hospitals and clinics. Our program extends this proven method and 
captures even more efficiencies while keeping our veterans at home for medical service.

2. Our program allows veterans, connected under the VA Health Care program, to receive services 
for either a service related injury or other health needs at any hospital or clinic in Alaska.

3. In our program the VA ID card works just like an insurance card. The veteran shows the card 
when paying the bill and the VA portion is billed, according to an approved schedule, is billed to 
the slate. The state then bills the VA for reimbursement. The state pays the provider within 30
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da,rs o f receiving the bill, again consistent with a negotiated reimbursement schedule for the 
specific procedure or service.

4. Alternatively, some argue that our veterans should be "covered" by an established national 
healthcare insurance company at the level o f care selected by the veteran and/or their family. 
Appropriate co-pay agreements could be structured based on the veteran s income level, however 
for any veteran with a service connected disability any related medical services for that disability 
would be fully covered. The insurance company bills the VA for reimbursement for all service 
related medical treatments. Veterans who have retired after 20 or more years of honorable 
service would receive full coverage possibly minus appropriate co-pay based on income.

5. Reimbursement schedules would be negotiated between the hospitals and clinics and the state. 
The state would negotiate with the VA. Any medical provider that wants to participate must be 
"certified” by the state to participate in the program. This is really no different then existing VA 
programs for some services and third party insurance procedures except that the state is a player.

6. Alaska VA receipts from third party billings (“other insurance” - insurance companies used by 
veterans now treated at VA clinics/hospitals) should be transferred to a state program in the 
Depanment o f Health and Social Services for veterans’ health care as a federal grant similar to 
what is done at the Indian Health Service. This sets up a potential federal matching block grant 
for state veterans’ health care, (this may requ’re federal law or regulatory changes) Look at 1HS 
or Public Health Service third party receipts programs for comparables. Also look at VA 
authorization to run "demonstration projects" in states.

7. This program will require state legislation to set up (authorize) the program, allow receipt of 
federal funds, receipt o f billings from medial providers, reimbursement payments to medical 
service providers, and approval o f some range o f reimbursement schedules as can be negotiated 
and annually adjusted and provided in regulations.

8. The state's reimbursement schedule should be the same or greater then the VA schedule.
9. The state is in a far more powerful position to negotiate with the federal VA for an appropriate 

reimbursement schedule for Alaskan communities then are individual medical service providers.
10. Based on increased efficiencies within the overall Alaskan based medical services industry, new 

economies o f scale should push reductions in the cost o f  services, (the more beds filled in 
Alaskan hospitals the lower the cost per bed. the more clients seen in a clinic the lower cost per 
client)

11. We effectively eliminate the need for a separate, with its own heavy administrative costs, federal 
medical service program in Alaska and push all o f  the efficiencies directly into the private sector 
where they are far more efficient.

W hy shou ld  the State o f A laska pu t itse lf in the m iddle?
1. Alaskans (National Guard and Reserve) are becoming more and more involved in fighting our 

wars. Even if Alaska's troops are federalized, the state has a moral and ethical obligation to 
ensure that Alaska’s veterans receive adequate and appropriate medical services after leaving 
active duty.

2. When an Alaskan (guard or reserve), who likely is fully employed in his/her civilian life and has 
a personal or family health insurance program linked to that job, is federalized/deployed - he/she 
will most likely loose his/her income from this nonmilitary employment for years, suffering a 
significant loss o f annual income, unable to pay the premiums for this private health insurance 
and his/her employer will likely not continue employer co-payments as the employee is gone - 
resulting in a loss o f personal health insurance for the soldier and their family. Then when the 
Alaskan returns to private life they will likely have to start their health insurance all over again in 
a new job, but NOT be able to apply any new private insurance to any military related injury or 
illness (known or unknown at the time) as it would be considered a “preexisting condition” under 
any new private insurance. We know that all service related injuries are not immediately evident 
upon separation from active duty. If the veteran is not "connected” to the VA Health Care 
program to cover these "service related” costs -  he/she is SOL. This is not in Alaska's best 
interest.
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3. This program should ensure that Alaska’s veterans receive adequate health care OUTSIDE o f the 
current federal appropriations processes. A process that, regardless o f need or the existence of 
federal laws, continues to reduce the per-veteran level o f federal services and the per-veteran 
level o f programmatic federal funds compared to the growing level o f need from our veterans, old 
and new, in Alaska.

4. Alaska should explore new medical service concepts for veterans that are far more cost effective 
then the building o f new VA hospitals/clinics especially in areas o f Alaska with small populations 
that do not enable the levels o f medical sendee efficiencies essential to compete in this market.

5. Alaska could be a pilot project in the evolution o f new national approaches to more efficient 
medial insurance/services for veterans. In fact, we may not be reinventing the wheel here, we 
may just be returning to an approach that some years past provided services in this manner.

Problem s Solved
1. Maximizes use of existing underutilized Alaskan hospital services/beds increasing the operational 

efficiency o f existing private facilities allowing lower service fees especially in rural areas.
2. By bringing back into Alaska's economy the tens o f millions o f "lost dollars” for medical service 

now required by the VA outside o f Alaska we can inject this significant cash flow through our 
existing private hospitals and clinics close to the homes o f Alaskan veterans.

3. The emotional cost to veterans and their families when the veteran is separated by thousands o f 
miles (now sent outside o f Alaska) for treatment. Veterans can be treated in Alaska allowing 
families to be by their side during these difficult times. This is often a critical component of a 
patient's recovery during medical or mental health care.

4. The cost [significantly reduced travel (air fare, hotel, taxi, meals) expenses] o f providing services 
to veterans should be reduced overall with the retention o f veterans in Alaska, and closer to their 
homes, for medical care.

5. New expensive Veterans Hospitals and clinics will not have to be built and operated by the 
federal government causing a drain on existing private hospitals and clinics.

6. The existing Military/VA Hospital at Elmendorf can revert to active duty service only. Elmendorf 
will not have to adjust their fence/perimeter to put this hospital outside o f the existing security 
zone. Saving money, time, manpower, and enhancing on base security while at the same time 
providing services to veterans in a far more friendly and efficient way. This action is also 
responsive to the general desire o f veterans to receive their medical services within their 
community.

7. Veterans will be allowed/enabled to use existing private facilities based on cost and quality of 
service in Alaska and in their own communities.

8. No additional land will need to be developed for new hospitals in areas with little land available.
9. Existing VA Clinic employees could shift to other medical service providers, but should remain 

under VA employment (if they choose) status as their principle area o f service is veterans within 
those facilities.

10. The VA Clinic could be relocated to an existing medical campus such as Providence or Alaska 
Regional rather than moved to Elmendorf providing better professional services integration 
within the medical communities that exist. Additional efficiencies can be realized with the 
consolidation of all VA servi es at one medical campus (now live (5) commercial spaces are 
under "fair market value” lease by the VA in Anchorage alone).

11. Existing medical service providers who offer services in demand by veterans can enhance their 
practices and increase their cost efficiencies.

12. Veterans are allowed to "shop” for their service related medical care/services based on quality of 
service and, with existing co-payment requirements, cost. They are empowered in their choice of 
medical services whereas currently they are given no service or service that may not be at the 
same level or in their community or state.

13. Services can be responsive to demand within established local or state health service markets.
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1. How many Alaskan veterans are sent out o f  state for medical/mental health services? What is the 
average number o f Alaskans per year over the past ten years?

2. How much does the VA spend annually (in air fare, taxi, hotel, meals) to send veterans outside 
for medicaL mental health services? ANSWER: $2,057,222for airfare alone in 2004.

3. How much does the VA spend annually (in air fare, taxi, hotel, meals) to bring veterans from 
outside o f Anchorage to Anchorage for some level o f medical services?

4. How often are Alaskans flown in for medical services only to find out that the service is not 
available because the VA doctor (often flown in from out o f state) is not available?

5. What medical/mental health services/treatments are veterans receiving outside o f Alaska?
6 . What is the total cost/value o f these “outside” medical services to the VA annually? ANSWER: 

S17,000,000 in outside healthcare. Number not yet verified in writing.
7. If these services are available in Alaska, why does the VA send the veteran out of state?
8. Does the VA provide any family assistance to spouses/families to be close to a veteran when sent 

out of state for medical services? Is there some gradation based on seriousness o f condition?
9. How many veterans in Alaska are classified as having a service related PTSD claim? How many 

of them receive regular treatment in Alaska? How many receive treatment outside o f Alaska?
10. How many veterans are served annually instate at VA clinics and hospitals?
11. What is the total cost o f medical services (do not include VA Administration) provided by VA in 

Alaska? ANSWER: $38,681,991 in part.
12. How many veterans receive medical services at private or other than VA facilities in Alaska 

annually?
3. What is the total cost o f medical services received by veterans in Alaska at other than VA 

facilities?
14. What is the nature o f these medical services?
15. What is the cost per patient ratio for VA medical services in Alaska?
16. How many facilities in Alaska currently have reimbursement schedules with the VA?

Q uestions fo r the  VA/AK:
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