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Mandatory Funding For United States Department of Veterans Affairs Health Care System

On April 27, 2004, the Committee on Veterans Affairs will explore issues related to efforts to institute a mandatory funding mechanism in the United States Department of Veterans Affairs (“VA”) Health Care System.  Invited to testify are representatives from the New York Regional Office of the VA and veterans services organizations.

 Background


In 1996, Congress passed and the President signed into law the “Veterans Health Care Eligibility Reform Act of 1996” (the “Reform Act”), which allowed the VA to offer hospital or medical services to all veterans for such services.
  The Reform Act also required the VA to establish an enrollment process to manage the expected increase in demand for such services.
  In response, the VA instituted a system wherein all veterans were deemed eligible to access the VA’s health care facilities.
  Additionally, veterans were prioritized into an eight tiered system based on the degree of their disability.
   Monies authorized to be spent by the VA were allocated through a discretionary funding mechanism, whereby funding levels must be determined each year through appropriations bills.
  Under this framework, veteran’s health care is subject to intense competition for scarce dollars with other discretionary programs.

In recent years, the VA’s patient population has increased dramatically from 2.9 million patients in 1996 to 6.8 million in 2003, a 134 percent increase.
  At the same time, funds appropriated to the VA’s health care system increased a mere 44 percent.
  The resulting strain on the healthcare systems’ resources has forced the VA health care system to forego modernization of many of its facilities and purchases of state-of-the-art medical equipment.
  Indeed, VA per capita health care expenditures for enrollees has decreased by 30 percent from 1996 to 2004 at a time when national per capita health care expenditures have increased by 54.
  VA doctor/patient ratios have increased by more than 58 percent over the same period.

 In January 17, 2003, the VA Secretary suspended new enrollments for the lowest priority veterans, non-compensable zero percent service-connected and non-service connected veterans,
 in order to meet the increasing demand for services.
  These changes raise questions about the adequacy of discretionary funding as a means of meeting the nations obligations to its former soldiers.  Veterans groups argue for the institution of assured funding at 1996 levels of funding- the year of passage of the Veterans Healthcare Eligibility Reform Act of 1996- indexed for medical inflation.

In 2003, the President empanelled the President’s Task Force to Improve Health Care Delivery for Our Nation’s Veterans (the “PTF”), which was given the mandate to explore issues related to deficiencies in the VA’s health care system.
    In its final report, the PTF noted that there is a significant mismatch in the VA medical system between demand and funding for services.  Furthermore, the PTF found that the best way to address this “mismatch” was to introduce a mandatory funding mechanism into the VA health care system budgetary process.

During the current 108th Congress, two bills have been introduced, H.R. 2318 by Congressman Lane Evans and S.50 by Senator Tim Johnson, both of which would fund the VA health care system on a mandatory basis.
   The intent of these measures is to institute a system that will guarantee adequate annual health care funding for all veterans who are seeking care from the VA system.
  Veterans groups believe that if these or similar measures were passed, the year-to-year uncertainty regarding VA health care funding would be eliminated, enabling the VA to adequately plan for and meet the growing health care needs of veterans who enter their system for treatment.

Veterans groups have pointed out that mandatory funding of the VA health care system would not create a new entitlement, but would only change the manner in which funds are allocated to the system.
  They also point out that mandatory funding would not result in run-a-way costs.  Rather sufficient resources would always be dedicated towards the care of our veterans.
  Additionally, they note that Congress would not surrender any oversight authority over the VA health care system if such system were to receive mandatory funding.

With respect to broader medical and policy concerns, veterans groups state that obligatory funding for veterans health care would allow the VA system to proactively address the unique concerns faced by the nation’s veterans.  For example, the VA healthcare system could develop epidemiological databases that would allow testing for particular conditions and toxic exposures that may affect the health of a veteran who served in a particular conflict.
  Such data could also allow the VA to more effectively identify occupational illnesses and diseases that may be connected to a veteran’s military service.

In New York, a major issue facing veterans has been the proposed closing of the Manhattan VA hospital, as initially recommended by the CARES Commission.
  While March 3, 2004 recommendations of the Commission have called for a feasibility study as to the possibility of closing the Manhattan VA hospital, veterans in New York and the surrounding tri-state area are faced with the closure of a facility that provides veterans with a highly specialized and respected network of medical care, training and research that has been in service for five decades.  The possible closing of the Manhattan VA hospital vividly illustrates the ramifications of uncertain and declining funding for veterans health care services.  New York area veterans may soon be faced with long commutes to reach outlying VA facilities with diminished access to specialized care.

The Veterans Committee intends to explore broad questions of the need for mandatory funding of the VA health care system, with particular attention to the implications of discretionary funding for veterans accessing health care in the New York area.
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