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EVOLUTION OF VA-DOD COLLABORATION IN
RESEARCH AND AMPUTEE CARE FOR VET-
ERANS OF CURRENT AND PAST CONFLICTS,
AS WELL AS NEEDED REFORMS IN VA
BLIND REHABILITATION SERVICES

THURSDAY, JULY 22, 2004

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

The committee met, pursuant to notice, at 9:33 a.m., in room
334, Cannon House Office Building, Christopher H. Smith (chair-
man of the committee) presiding.

Present: Representatives Smith, Brown-Waite, Evans, Snyder,
Rodriguez, Strickland, Berkley, Udall, Davis, Ryan, and Herseth.

OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. The hearing will come to order.

Ladies and gentlemen, good morning, and thank you for being
here today. It is estimated there are about 157,000 veterans who
are legally blind, and that about 44,000 of them are enrolled in VA
health care. Slightly more than 2,000 of those veterans have re-
ceived treatment in the VA’s Blind Rehabilitation Centers. One
focus of today’s hearing is on changes that may be needed in the
VA’s approach to caring for blinded and visually-impaired veterans.

Last fall, Rob Simmons, the chairman of our Health Sub-
committee, requested that the General Accountability Office exam-
ine VA’s blind rehab programs. GAO found that as a consequence
of the growing number of veterans in need of blind rehab services
and VA’s reliance on care in 10 regional centers, the average length
of time veterans waited to be admitted to Blind Rehabilitation Cen-
ter is excessive. GAO reported to us, and VA agreed, that waiting
time management for blind rehabilitation needed to be improved.
VA has committed to make these improvements I am happy to say.
Today GAO will discuss how VA needs to reform its management
of the program itself and we look forward to that testimony.

The Committee is also very interested to hear VA’s plans to
make visual-impairment services more available to veterans where
they live, as opposed to forcing veterans to come to specialized cen-
ters themselves.

A second focus of today’s hearing is to learn more about recent
efforts on the part of the VA and the Department of Defense to im-
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prove care for veterans suffering the effect of traumatic amputa-
tion.

An interesting observation was contained in an October 1, 2003,
article that appeared in The Christian Science Monitor concerning
servicemembers wounded in our conflicts. The article reported that,
and I quote, “while combat deaths have been relatively low since
the Vietnam War, the ratio of nonfatal casualties to war fatalities
is increasing—from three to one in World War II to more than five
to one in Iraq. Beyond the human dimension, the costs of such cas-
ualties, which tend to be overlooked as part of the cost of national
security and foreign policy, will continue for decades as well.
Among those costs: rehabilitation, retraining, post-combat coun-
seling, long-term medical treatment and assisted-living care.”

Today’s hearing will examine several facets of the important
treatment being provided to these survivors and how this treat-
ment affects the lives of those who have been wounded.

While VA’s future course for providing rehabilitation to blinded
veterans may be uncertain, it appears that Army and VA care
givers responsible for meeting the needs of servicemembers with
traumatic amputation have made substantial progress in charting
a clear course for discovering and responding to the needs of this
seriously wounded population. They have done this through the
sharing of resources, the use of the latest technologies and by
adopting and working toward common goals. And we applaud
them.

VA and DOD are engaged in a remarkable and hopefully a pro-
ductive collaboration in research and innovation for a young, resil-
ient population. So resilient, in fact, that many of these soldiers
and Marines plan to return to their active duty assignments fol-
lowing rehabilitation, an option unheard of in prior generations of
warfare. We wish them Godspeed and we just salute them for their
courage and for their commitment. We also salute the professional
dedication of those contributing to this collaboration and wonder
what it would take to translate this quest for excellence to the rest
of the two department health care endeavors.

We will also hear how technological and medical advances are
changing the nature of rehabilitation for today’s servicemembers
and for tomorrow’s veterans. While highlighting these advances,
the hearing will also focus on providing the most appropriate care
to address rehabilitative needs of all of our veterans.

Let me just turn to our very distinguished chairman of the
Health Subcommittee, Rob Simmons of Connecticut, for any com-
ments he might have.

OPENING STATEMENT OF HON. ROB SIMMONS

Mr. SiMMONS. Thank you, Mr. Chairman, and thank you for fo-
cusing the attention of the full committee on this issue. In fact, it
is an issue that came up in our subcommittee proceedings, but by
agreeing to hold this hearing in full committee, I think it dem-
onstrates your interest and your leadership on this issue, and we
appreciate that greatly.

The issue of blindness for veterans is one that we often think of
in terms of either battlefield or service connected injuries and we
know that that can happen and that that can be a problem. But
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for me the issue of blindness comes because of the fact that my
mother, who is in her nineties, has suffered from macular degen-
eration. Again, an affliction that affects so many of our veterans
populations.

My mother, in every other respect, is perfectly healthy and very
active, but we noticed a few years ago that she was having what
seemed to be sight and coordination problems when she was driv-
ing, and it was only later that we realized that she was going
blind.

As our veterans population ages, as they benefit from the health
care that the VA provides, the issue of macular degeneration or
blindness as a consequence of the aging process becomes increas-
ingly important, and I think that if we have a concern for their
health and for their quality of life, then this is an important issue
for us to look at.

I am particularly pleased that among the witnesses today is
Penny Schuckers, from West Haven Veterans Administration Hos-
pital in Connecticut. She has a very distinguished career, having
studied at Moravian College, Temple University, and then the Uni-
versity of Alabama. She has taken leadership courses throughout
her VA career, to include leadership courses offered here in Wash-
ington, DC, and she served in the VA medical centers in Lebanon,
PA, Augusta, GA, and now has reached the apex of her career, of
course, in coming to Connecticut. So Penny, welcome, and we look
forward to hearing your testimony.

And Mr. Chairman, thank you again, and I yield back.

The CHAIRMAN. Thank you, Chairman Simmons.

The chair recognizes Mr. Evans.

OPENING STATEMENT OF HON. LANE EVANS, RANKING DEMO-
CRATIC MEMBER, FULL COMMITTEE ON VETERANS AF-
FAIRS

Mr. EVANS. Thank you, Mr. Chairman.

VA’s specialized programs for war wounds are said to be its rea-
son for being. With new combat injuries occurring almost daily
now, we have to coordinate these programs with state-of-the-art
health care services. And research is essential to ensure the best
quality outcome.

Programs to address the service disabled, such as blindness in
particular, have run full circle. Once designed to serve the needs
of young servicemembers, new VA programs now serve the aging
veteran populations who have survived with these acute traumatic
injuries. Veterans access these services for age related conditions
or problems associated with these conditions. These programs now
must be reassessed to ensure that we consider them again to meet
the basic rehabilitation needs of a new generation of veterans who
suffer from post traumatic stress disorder.

I think we will hear good news today regarding some important
innovations that are being developed to address blindness and
other disabilities in the VA and DOD. If necessity is the mother of
invention, then war is sadly the crucible for innovation in treating
traumatic injury. We have persons with us today who are providing
some of the inspiration for developing effective treatments and de-



4

vices to restore the functionality veterans have sacrificed for this
Nation.

Some of the investments the VA DOD and the private sector are
making in new technologies could revolutionize amputee care and
some of these advances may even have applications for veterans
with Parkinson’s and other neurological diseases. Unfortunately,
VA’}? rehab program has had problems and can’t resolve these over-
night.

Staff vacancies and the lack of innovation in services are just be-
ginning to be addressed by new leadership with VA’s programs for
visual impairment. Some veterans complain that VA’s reimburse-
ments are not the best to fund for prosthetics. We attempted to ad-
dress the needs of a new generation of veterans, but we can’t forget
those veterans of past conflicts.

Yes, I think we can help and we are encouraged by the recent
innovations and the dedication of VA and DOD to these missions.
Mr. Chairman, I look forward to the testimony and your witnesses
and I yield back to you at this point.

[The prepared statement of Congressman Evans appears on p.
65.]
The CHAIRMAN. Thank you, Mr. Evans. Dr. Snyder.

Let me welcome our first panel to the witness table, if you would.
I will begin with Ms. Cynthia Bascetta, who is a director of Vet-
erans Health and Benefits Issues at the General Accountability Of-
fice. For the past 4 years, she has led reviews of VA’s budget and
planning process and evaluations of specific programs in the Vet-
erans Health Administration and the Veterans Benefits Adminis-
tration. Before that she directed GAO’s work on Social Security Ad-
ministration’s disability programs. Ms. Bascetta joined GAO in
1983 after beginning her career at the U.S. Department of Labor’s
Occupational Safety and Health Administration, where she pre-
pared regulatory impact analyses of the major workplace health
standards and has been a frequent witness and very helpful to this
committee and to the Congress, I might add.

Dr. Michael Kussman was appointed Acting Deputy Under Sec-
retary for Health for the Veterans Health Administration of the
Department of Veterans Affairs effective April 6, 2004. After receiv-
ing his medical degree in 1968, Dr. Kussman began his military ca-
reer in 1970, serving with the 7th Infantry Division in Korea. Some
of his military decorations include the Distinguished Service
Medal, Legion of Merit with three oak leaf clusters and the Order
of Military Medical Merit. Dr. Kussman is board-certified in inter-
nal medicine and serves on the faculty of the Uniformed Services
University of Health Sciences.

We have already heard the introduction by Rob Simmons of
Penny Schuckers. I would just add that the program that she
heads was awarded a 3-year accreditation from the rehab accredi-
tation commission and was the first program ever, VA or non-VA,
to be surveyed under the Blind Rehabilitation Standards in 2000
and 2003 and was found with no deficiencies. She was recognized
this year as the distinguished Federal Manager, Connecticut Fed-
eral Executive Association.

We will then hear from Mr. Bruce Davis, who has been the Vis-
ual Impairment Services Team Coordinator for the Department of
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Veterans Affairs Medical Center in Gainesville, Florida since April
of 1986. He has 21 years of experience with the veterans center
there and is responsible for planning, developing, implementing,
and evaluating the VIST program. He received his master’s in so-
cial work from Florida State University in Tallahassee, Florida.

We will, finally, hear from Nancy Strohm, who is the Visual Im-
pairment Services Team coordinator at the VA Medical Center in
Lebanon, PA. She has nearly 13 years of experience in her field
and has previously worked at the medical center’s Nursing Home
Care Unit. Ms. Strohm received her master’s in social work from
Marywood College in Scranton, PA.

Ms. Bascetta, if you could begin with your testimony.

STATEMENTS OF CYNTHIA A. BASCETTA, DIRECTOR, VET-
ERANS HEALTH AND BENEFITS ISSUES, GENERAL ACCOUNT-
ABILITY OFFICE; MICHAEL J. KUSSMAN, ACTING DEPUTY
UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VET-
ERANS AFFAIRS; PENNY L. SCHUCKERS, CHIEF, EASTERN
BLIND REHABILITATION CENTER AND CLINIC, WEST HAVEN,
CONNECTICUT, VA MEDICAL CENTER; BRUCE W. DAVIS, VIS-
UAL IMPAIRMENT SERVICES TEAM COORDINATOR, NORTH
FLORIDA/SOUTH GEORGIA VA MEDICAL CENTER; AND
NANCY J. STROHM, SOCIAL WORKER, VISOR COORDINATOR,
LEBANON, PENNSYLVANIA VA MEDICAL CENTER

STATEMENT OF CYNTHIA A. BASCETTA

Ms. BASCETTA. Thank you, Mr. Chairman and members of the
committee. I appreciate the opportunity to be here today to discuss
our work related to VA’s rehabilitation services for legally blind
veterans.

I would like to start with an observation about the contrast be-
tween VA’s outmoded blind rehabilitation services and its state-of-
the-art work with DOD on prosthetics for soldiers seriously injured
in combat.

The mind-set at Walter Reed appears to reflect an intense focus
on individualized care, not one size fits all, and a commitment to
maximizing the capacity of injured soldiers to return to their nor-
mal lives. Certainly Blind Rehabilitation Centers, known as BRC’s,
remain a key delivery mode for blind veterans. Nevertheless, we
are recommending the VA also reflect a more modern view of dis-
ability by making outpatient services more widely available to help
maximize blind veterans’ potential more efficiently and effectively.
And I would like now to summarize the work that led us to this
conclusion.

As you know, VA developed its blind rehabilitation program in
the late 1940’s to offer comprehensive inpatient training to young
soldiers blinded in combat. Today, decades later, the demographics
have shifted dramatically to a much older population experiencing
gradual blindness caused by disease. As the veteran population
ages, these services will continue to grow in importance.

VA estimates that there are nearly 160,000 legally blind veterans
and about 44,000 of them are enrolled in VA health care. In 2003,
73 was the average age of veterans admitted for inpatient care at
BRC’s; 28 percent were over 80 years old. NIH cites age related eye
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diseases as an emerging major public health problem with those 80
years of age and older, accounting for 69 percent of blindness.

Could blind veterans benefit from outpatient services? We believe
so. During our review, we asked VA to examine the files of vet-
erans waiting to be admitted to five of its ten BRC’s. They found
that 25 percent of these veterans could potentially be better served
through outpatient services if such services were available. They
included healthy veterans who required only limited or specialized
training. Other veterans who are currently not being served in-
clude those who are frail and lack the stamina to participate in an
intensive and lengthy BRC program as well as those who prefer
not to leave their homes for long periods of time or who cannot
leave because they are primary care givers.

The needs of these veterans could also be met on an outpatient
basis closer to their homes or in their own homes. While VA made
impressive gains in moving from hospital based care to outpatient
care for its overall healthcare services, blind rehabilitation has
lagged behind. This has occurred even though VA’s own studies
laid out the potential benefits of outpatient alternatives and the
Congress and other stakeholders have noted the importance of in-
creasing blind rehabilitation on an outpatient basis. The math on
the highlights page shows the limited availability of these services,
which are described in more detail in my written statement.

VA’s past leadership of the blind rehabilitation program held a
long-standing belief that services should be provided primarily in
BRC’s. Continued reliance on the inpatient delivery model is still
evident in VA’s recently announced plans to build two new BRC’s
without parallel attention to expanding the continuum to include
outpatient care. Recently, however, VA has taken important steps
to begin expanding outpatient services.

This spring, for example, VA set a goal of removing from BRC
wait lists those veterans seeking admission for computer training
only. As of July 1st, 52 out of 674 veterans, almost 80 percent, had
been removed from BRC wait lists and scheduled to receive com-
puter training if they still wanted it from non VA sources.

Another key step is the drafting of a uniform standard of care
policy that calls for a full continuum of care, including more out-
patient services, by VA’s Visual Impairment Advisory Board. The
Board also noted its concern that allocations are insufficient to
cover the costs of outpatient blind rehabilitation and has been
working proactively with VA’s CFO to develop a new allocation
amount to better reflect the costs. This could provide additional in-
centives for networks and medical centers to expand their blind re-
habilitation outpatient services.

Mr. Chairman, this concludes my prepared remarks, and I would
be happy to answer any questions that you or the other committee
members might have.

[The prepared statement of Ms. Bascetta appears on p. 74.]

The CHAIRMAN. Ms. Bascetta, thank you very much for your tes-
timony and for the excellent report you have produced and we will
wait until all the panelists have concluded before we go to ques-
tions.

And Dr. Kussman, if you could proceed.



7

STATEMENT OF MICHAEL J. KUSSMAN

Dr. KussMAN. Mr. Chairman and members of the committee,
good morning. I am pleased to testify today on the VA’s blind reha-
bilitation program. VA’s blind rehabilitation program is recognized
as providing world class care to its veterans. It is a program de-
signed to improve the quality of life for blinded and severely vis-
ually impaired veterans through the development of skills and ca-
pabilities needed for independent living, emotional stability, and
successful integration into the veterans community and family en-
vironment.

Nonetheless, we are not without challenges to enhance and im-
prove our services to continue to meet the needs of visually im-
paired veterans of the twenty-first century. As the veteran popu-
lation ages, the demand for blind rehabilitation services has in-
creased and VA has developed and enhanced the strategies to meet
these growing demands. I know that a key interest of this com-
mittee today is how VA is meeting the blind rehabilitative needs
of returning from Iraqi Operation Freedom and Operation Endur-
ing Freedom service personnel with multiple energies such as trau-
matic brain injury, traumatic visual impairment and blindness.

As you know, VA clinical program offices are working collabo-
ratively with the Department of Defense to assist with the training
and integration services to meet the needs of all returning OIF/
OEF service personnel and I am relieved to report to you today
that the blind rehabilitative services that have been required by a
very small number of returning service veterans so far, blind reha-
bilitation care has been provided to 11 patients who were injured
in OIF/OEF time period. The number will undoubtedly grow and
we stand ready and committed to support the special blind reha-
bilitative needs of these young men and women.

During the capital asset realignment for enhanced services
CARES process, VA recognized the need for a change in its long-
term strategy for blind rehabilitative services given the aging of
the veteran population and the associated increase in demand for
blind rehabilitative services. The CARES initiatives addressed the
service provision needs and identified additional possible venues
for blind rehabilitation programs thereby creating the opportunity
to develop new strategies to reduce waiting times and waiting lists
for Blind Rehabilitation Centers.

The CARES commission recommended that VA optimize access
to care for veterans by continuing its commitment to inpatient pro-
grams while developing more outpatient based bond rehabilitation
opportunities. The secretary greeted and supported the strategic
emphasis on the importance of placing blind rehabilitation services
closer to populations and in outpatient settings.

These efforts will be included in future planning guidance and
will be incorporated into the fiscal year 2005 strategic planning
submission. In addition, the secretary committed to opening of new
inpatient Blind Rehabilitation Centers in Biloxi and Long Beach.

But we recognize that some access issues, such as waiting times
issues raised by GAO, cannot wait for the CARES implementation
process for resolution. Therefore, VA is working to improve access
through multiple venues, including the use of innovative tech-
nology.
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Computer Access Training, CAT program, is one example of that
innovation. CAT teaches blinded veterans how to use the computer,
e-mail and other automative assisted computer programs thereby
increasing independence and function. The Rehabilitation Strategic
Health Care Group and Prosthetics and Sensory Aid Services, SHG
or Strategic Health Care Group, are working collaboratively to
fund—to provide funds and contractors to bring CAT to veterans in
their home area where feasible. VA believes this to be a cost effec-
tive alternative, which will reduce waiting times, increase access
and benefit blinded veterans.

Blind Rehabilitation Centers are reviewing CAT enrollment lists
to ensure that CAT will be provided locally in veterans’ commu-
nities to ensure more timely access. VA also recognizes that a crit-
ical element to success in improving access in ensuring that there
is appropriate alignment of financial incentives.

VA is currently restructuring the veteran’s equitable resource al-
location of their model to recognize the generally higher costs asso-
ciated with blind rehabilitative care. We anticipate that this will
realign incentives to support improved outpatient access. A recent
GAO draft report recommended that VA improve the accuracy of
reported waiting times for inpatient blind rehabilitation services
and we concur with the report.

The report accurately conveys the current availability and com-
plexity of reporting waiting times for admission to our Blind Reha-
bilitation Centers. VA concurs with the GAO’s impression about
the need for a systems approach to data management, which could
reduce variability and provide greater consistency in reporting
waiting times.

VA was aware of the issues and is developing a computerized
blind rehabilitation national database that will track waiting times
for all inpatient and outpatient blind rehabilitation patients. This
database is in beta testing now and will be available system wide
by September 2005. We anticipate that the database will signifi-
cantly improve VA’s ability to manage waiting times by improving
the quality of waiting time data.

In the interim, VA has developed a compliance reporting require-
ment for Blind Rehabilitation Centers to improve accountability
and accuracy for current data entry by medical centers. This new
guidance will be published during the first quarter of FY 2005 and
Blind Rehabilitation Center staffs are fully aware of these revi-
sions.

Finally, I wish to bring to your attention VA’s action to establish
a vision for future rehabilitative care model for visually impaired
veterans. VA’s Visual Impairment Advisory Board, an Interdiscipli-
nary Board of Providers, Researchers, Network Representatives
and Consumers who advise the under secretary for health of mat-
ters related to the needs of veterans with vision impairment, has
identified treatment of severe visual impairment as a critical need
for the veteran population and has charted a path for VA to ad-
dress those issues.

We have comprehensive, internal census. We have done an inter-
nal census for existing eye care and rehabilitation processes, infra-
structure and staff. The primary focus of this effort was to conduct
a gap analysis. This preliminary report, which was delivered on
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July 8th, and the review board is now reviewing it. This review is
expected to be completed by mid 2005.

The VIRB, the review board, will then report its findings to the
health systems committee for further evaluation. The proposed con-
tinuum of care model of services enhances the quality of care and
VA’s ability to provide greater access to high quality vision reha-
bilitation services in the right place at the right time.

This continuum of care is the lynchpin of the VA’s blind rehabili-
tative care model that will directly address GAO’s recommendation
that VA define a standard of care for blind rehabilitative services.
The continuum of care model forms the foundation for the standard
of care and sets the vision for the future. The comprehensive vision
rehabilitation services being developed by the VA are a model for
national vision blind rehabilitation plans.

We are committed to providing the highest quality of care for
veterans requiring blind rehabilitative services. This concludes my
testimony and I welcome the opportunity to respond to your ques-
tions. Thank you.

[The prepared statement of Dr. Kussman appears on p. 94.]

The CHAIRMAN. Thank you very much, Dr. Kussman. Ms.
Schuckers.

STATEMENT OF PENNY L. SCHUCKERS

Ms. SCHUCKERS. Mr. Chairman and members of the committee,
it is an honor to speak with you today in my role as chief of the
Eastern Blind Rehabilitation Center. Thirty-five years ago a soci-
ologist named Robert Scott published his research on America’s
blindness system.

The CHAIRMAN. Pardon me. Would you just press the button on
your mike. Okay, go ahead.

GM;. SCHUCKERS. Thank you. Should I start over? Thank you.
ood.

At that time, he concluded that only the rehabilitation training
provided by the VA allowed nearly blinded adults to regain their
independence. In this way, it makes sense. These key techniques
and travel skills, now the international standard, were first devel-
oped in the VA system. Over the past 35 years, we are proud of
how our service to the blinded veteran has evolved in response to
the changing needs and technological advancements.

Coincidentally, the same year as Scott’s landmark publication in
1969, the Eastern Blind Rehabilitation Center became the third
blind rehab center to open. Last Thursday, the EBRC hosted an
alumni reunion to celebrate its thirty-fifth anniversary.

Today our 34 bed centers serve 16 states. We have 27 blind reha-
bilitation instructors and provide full-time nursing coverage. We
have three blind rehabilitation outpatient specialists stationed in
Boston, West Haven and Baltimore. Our regional consultant over-
sees the service delivery of 42 VIST coordinators. We pride our-
selves in our dedicated staff, strong programs and leadership in ex-
cellence to care for our blinded veterans needs in the most appro-
priate way possible.

In 1969 and through the early 1970’s, the EBRC served a vet-
eran population, which included young, totally blinded Vietnam
veterans. Many wanted to return to work or to school and to con-
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tinue to support their families. The state of blind rehabilitation
was limited. Low vision, electronic aids and computers were all but
non-existent.

As the 1970’s progressed, the Eastern Blind Rehab Center vet-
eran population technology and blind rehabilitation began to
change. Vietnam veterans returned for refresher courses and to at-
tempt the state-of-the art technology such as the now defunct sonic
guide for mobility. Low vision used the first closed circuit tele-
visions; our researchers worked with the private inventor named
Kurzweil who developed an experimental machine, which recog-
nized and spoke written text.

In the 1980’s, the age of the newly blinded veterans increased to
fifties and sixties. The majority, although still legally blind, had
some useful vision. More specialized optical aids were available in
low vision, braille was taught for labeling, not reading, as cassette
recorders were used for note-taking.

In the 1980’s, the EBRC’s average length of stay shortened to 3
months. In the 1990’s, our blinded veterans continued to get older,
averaging in their sixties and seventies, and more female veterans
appeared. Most were blinded from diseases related to aging. More
had severe physical impairments and many exhibited memory or
cognitive decreased memory or cognitive functioning. We increased
nursing staff to ensure 24 hour skilled coverage. Electronic and
computerized aids for the blind increased and the EBRC began to
evaluate and prescribe the most promising of these devices.

In 1993, we created a department devoted solely to this spe-
ciality, the computer access training program. Through the 1990’s,
the EBRC’s length of stay continued to shorten now averaging 2
months. There were modified techniques for wheelchairs and mobil-
ity challenged veterans and increased touch typing instruction to
better prepare the many veterans for those who wanted to continue
onto the computer access training program.

In 2000, the EBRC became the first blind rehabilitation in the
United States to receive full accreditation from the Council on the
Accreditation of Rehab Facilities. We also earned full accreditation
with no deficiencies again in 2003. In the past 3 years, the EBRC
experienced an unprecedented shift in its veteran population.

Never before have we experienced the age disparity of our inpa-
tient population. Many veterans are the oldest we have ever had,
in their eighties and nineties, but we also are seeing the youngest
in 25 years. Our talented staff is eager to provide rehabilitation
training concurrently to both the old and young veterans even
though they have extremely disparate needs and abilities.

We also refocused our local outpatient training to improve service
delivery. Some veterans are tracked directly into our outpatient low
vision training; some into more expanded BROS training to obviate
the need for inpatient training and some directly to admission to
the EBRC.

Quality, veteran choice, continuity of care, and increased inde-
pendence for each blinded veteran continue to be our foundation
and our guide for the future. At the EBRC, we will continue to ex-
plore and evaluate training alternatives and best practices for our
ever-changing veteran population.
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Thank you for this opportunity to present an update of our pro-
grams and quality improvements that are going on at the Eastern
Blind Rehabilitation Center. At 35 years of service, we are still in
our prime.

[The prepared statement of Ms. Schuckers appears on p. 105.]

The CHAIRMAN. Ms. Schuckers, thank you very much for your
testimony and for your fine work.

Mr. Davis, if you would proceed.

STATEMENT OF BRUCE W. DAVIS

Mr. DAvis. Thank you, Mr. Chairman. Mr. Chairman and mem-
bers of the committee. For the past 21 years, I have been the Vis-
ual Impairment Services Team Coordinator at the Malcolm Randall
VA Medical Center in Gainesville, Florida. The North Florida/
South Georgia Veterans Health System is committed to providing
quality services to our blind veterans. In 1983, we had identified
a total of 275 legally blind veterans. Those veterans were served
by two part-time VIST coordinators.

As of July 12, 2004, we had identified 1,114 legally blind vet-
erans within the North Florida/South Georgia veterans health care
system. They are currently served by three full-time VIST coordi-
nators, two part-time VIST coordinators and one full-time blind re-
habilitation outpatient specialist. My personal caseload is com-
prised of 454 legally blind veterans.

As the VIST coordinator at the Gainesville VA Medical Center,
I am responsible for coordinating the efforts of a multi-disciplinary
team to provide comprehensive medical and rehabilitative services
for the blind. We work to identify the legally blind veterans in our
primary service area and invite them to participate in the services
provided by the Department of Veteran Affairs. This is accom-
plished by an active outreach effort to local and state agencies that
work with the visually impaired as well as with other consumer ad-
vocate groups.

We also work with medical center staff to identify and refer vet-
erans with visual impairment to the VIST program. We invite all
veterans to participate in the annual VIST review, which is com-
prised of a medical examination, eye examination, hearing screen-
ing and a psycho social assessment.

During the VIST review, we assess the veteran’s adjustment to
vision loss, his or need for blind rehabilitation and his or her need
for adaptive equipment. We also review the veteran’s eligibility for
VA compensation, pension and other benefits. Based on these find-
ings, referrals are then made to VA blind rehabilitation programs,
local blind rehabilitation training with our BROS, low vision serv-
ices, veterans benefits, prosthetic and sensory aids, medical sub-
spec(iialties and other local and state benefits and services as indi-
cated.

I serve as the point of contact for the blinded veteran within the
medical center. I assist the veteran and their families with the es-
tablishment of primary care, coordination of appointments, pros-
thetics requests, pharmacy concerns, eligibility questions, VA bene-
fits, travel consults and other requests for services.

I run two support groups for blinded veterans to help them and
their families adjust to their vision loss. These groups meet month-
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ly at the Gainesville VA Medical Center and at the Florida Center
for the Blind in Ocala. We have a variety of speakers present infor-
mation on topics ranging from the causes of vision loss to veteran
benefits. We sponsor activities that allow the veterans to re-
integrate themselves into the activities which they may have given
up due to their vision loss. These have included an annual bowling
activity, support group luncheons and deep sea fishing trips.

As a subject matter expert on blindness within the medical cen-
ter, I conduct ongoing in-service training to eye care professionals,
nursing staff and other medical center personnel. I also meet regu-
larly with state and local agencies for the blind as well as fraternal
organizations, such as the Lion’s Club, to inform them of VA serv-
ices for the blind. I also provide ongoing consultation for the part-
time VIST coordinators at the Tallahassee and Daytona Beach out-
patient clinics.

In an effort to reach out to the community, we have sponsored
an annual visual awareness day open house. We invite agencies,
veteran service organizations and private vendors that work with
the blind to display their services and adaptive equipment.

We work closely with the State Division of Blind Services, WUFT
Radio Reading Service and the Bureau of Braille and Talking Book
Services to invite both legally blind veterans and other visually im-
paired citizens from throughout North Florida and South Georgia
to attend. The open house is also available to all VA employees and
allows them an opportunity to learn more about visual impairment
and the services that are available to assist the blind in leading
more productive and independent lives.

We are working with an aging veteran population. There is a
positive correlation between the incidents of blindness and age.
Sixty-nine percent of our legally blind veterans at this time are
over the age of 75. This shift in demographics has required our
VIST program to identify alternative methods of providing rehabili-
tation services for our veterans.

We currently have one blind rehabilitation outpatient specialist
who is providing training for those veterans who are unable to par-
ticipate in one of the VA residential blind rehabilitation programs.
She also works with those veterans who are returning from the VA
blind rehabilitation programs to help them reintegrate those newly
acquired skills into their home setting.

The North Florida/South Georgia Veterans Health System re-
cently funded a new full-time VIST coordinator position at the
Lake City Division to help meet the needs of the veterans in North
Florida and Southern Georgia. This has allowed these veterans to
receive services closer to their home instead of traveling to Gaines-
ville for VIST services.

The VIST program at the Gainesville VA Medical Center is work-
ing to implement enhanced services that will provide—that will im-
prove patient safety. We are working with the pharmacy and pros-
thetic departments to implement script talk which will allow blind
veterans to independently identify their medications. We are also
implementing a means to provide computer access training with
the local agencies for the blind and other vendors in an effort to
shorten the wait list for those services at the regional VA Blind Re-
habilitation Centers.
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Mr. Chairman and members of the committee, I have tried to
give a few examples of the spectrum of rehabilitation services that
we provide at the Gainesville VA Medical Center and I will be
happy to answer any of your questions.

The CHAIRMAN. Mr. Davis, thank you very, very much for your
testimony.

Ms. Strohm.

STATEMENT OF NANCY J. STROHM

Ms. STROHM. Mr. Chairman and members of the committee, 1
have been the Visual Impairment Services Team Coordinator at
the VA Medical Center in Lebanon for the past 9 years. I am here
to provide you with an overview of the visual impairment services
outpatient rehabilitation program, better known as VISOR.

The VISOR program was developed in response to the needs of
local veterans. In the summer of 1998, the leadership of the Blind-
ed Veterans of Pennsylvania, Incorporated, suggested that Lebanon
might open up a facility like West Haven. I sent them to Charlene
Szabo, CEO, who listened and asked for a proposal. After reviewing
it, she suggested that we might be able to develop a less costly al-
ternative that would still meet their needs.

Following the review of various service delivery models nation-
wide, an outpatient program with a residential component was pro-
posed. Our stakeholders and leadership in VISN 4 supported the
proposal. The VISOR program is the treatment segment of the
VIST program at Lebanon. Because each veteran has unique needs
and circumstances, there are three treatment modalities along a
continuum of care offered within the VISOR program. They include
the VISOR outpatient clinicc VISOR home care and VISOR
HOPTEL, an intensive 10-day residential program.

The VISOR team is made up of five professionally trained blind
rehabilitation specialists, including myself, who cover the core dis-
ciplines of blind rehabilitation. Certain members of our team are
also competent in social work and recreation therapy. Together, we
attempt to help veterans and their families return to activities they
participated in and enjoyed before vision loss became debilitating.

The three-part VISOR model ensures that veterans receive the
right care in the right place. Assessments, treatment and yearly
follow-up all take place within the clinic at the pace that is right
for the veteran. A total of 333 different veterans were treated in
the VISOR outpatient clinic so far this fiscal year. When necessary,
veterans may also be assessed and treated in their homes through
VISOR home care. So far this fiscal year, the VISOR team has
done 100 home visits.

To be eligible for the VISOR HOPTEL program, veterans must
be legally blind and capable of self care to safely occupy the
HOPTEL. They are also expected to be in good enough physical
condition to withstand the rigor of the intensive VISOR curriculum.
One hundred seventy veterans have completed this program since
July 2000. Veterans who do not qualify are treated with individual-
ized programs within the VISOR outpatient clinic.

The VISOR HOPTEL program begins on a Monday with family
involvement. The veterans and team work throughout the weekend
so that newly learned skills can be reinforced. Each day begins
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with group therapy and ends with some type of recreation. Vet-
erans are taught the core courses in groups, one to one and are
given independent assignments that help to enhance their sense of
self-esteem.

A support group on the ninth day includes former VISOR grad-
uates, which help participants to transition to an ongoing support
network. This type of group is run simultaneously for family mem-
bers as well. A typical veteran who participates in VISOR HOPTEL
has macular degeneration and is over the age of 74. Veterans have
reported that they are extremely satisfied with their care.

An analysis of data by the blind rehabilitation outcomes project
indicates that the VISOR HOPTEL model is efficacious for these
types of veterans. We are particularly proud of the rates of change
veterans make in the areas of reading mail or newsprint, paying
their own bills, assembling and measuring things, communicating
in writing and orienting themselves to unfamiliar environments
after completing the VISOR HOPTEL program.

Comments that are symbolic of sentiments shared by veterans
and family include: “This program gave us hope,” “It gave us a
sense of security and mobility,” “I have been able to do home re-
pairs that I wouldn’t have thought of doing before I came to
VISOR,” and “Thank you for giving our father back to us.”

Mr. Chairman and committee members, I have attempted to pro-
vide you with an understanding of the VISOR program and the va-
riety of interventions on the continuum of care that are needed for
veterans who are visually impaired to achieve independence, have
confidence restored, resume life roles and lead an enjoyable life. I
would be pleased to answer any questions that you may have.
Thank you.

[The prepared statement of Ms. Strohm appears on p. 109.]

The CHAIRMAN. Ms. Strohm, thank you very much for your testi-
mony, as well.

Let me just begin the questioning. Ms. Bascetta, some of the wit-
nesses who will testify later today expressed the grave concern
about the possible delusion of abilities at the BRC’s because of the
establishment of outpatient clinics.

As a matter of fact, Tom Miller, executive director of the Blinded
Veterans Association, makes it plain, and I quote him briefly, “The
reader of this report could be left with the impression that the BRC
is not the most effective model for service delivery. It is absolutely
essential to understand that the overarching purpose of the com-
prehensive residential BRC program is to assist the severely, vis-
ilally impaired veteran with acceptance and adjustment to vision
0ss.”

He goes on to say, “It has been clearly demonstrated over the
past 56 years that the comprehensive residential training environ-
ment facilitates the process of acceptance, adjustments and skill ac-
quisition. Any criticism BVA may have for long wait times or lists
should be in no way construed as minimizing the importance of or
the need for the comprehensive residential BRC’s.”

I raise that because I think there is a tension, it could be a con-
structive tension, it could lead to, you know, more of both. As you
pointed out, Doctor, there is already envisioned a CARE center, a
blind rehab care center for Long Beach and Biloxi in your testi-
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mony, and I think that it shows that there appears to be no back-
ing off from those very important centers.

But, you know, as we expand in other areas, I would hope that
there would not be any kind of diminution for the centers. You
might want to comment on that and Ms. Bascetta as well.

Ms. BASCETTA. Well, I would certainly reemphasize, as we did in
our written statement and as I said in my oral statement, that the
inpatient component is clearly critical. It is the most intensive com-
ponent on the continuum. We are simply making the point that the
lack of availability of services on the outpatient side creates ineffi-
ciencies and ineffectiveness in VA’s ability to treat more veterans
and to treat them in a more tailored way suitable to their specific
needs.

Dr. KussMAN. Mr. Chairman, I highly agree with your state-
ment, that clearly we are committed to expanding and continuing
the inpatient, but at the same time, the GAO is correct and we are
looking at expanding the continuum of care looking at the proper
level of care and the proper place at the proper time and that is
what part of our gap analysis is and we are confident that we will
be able to maximize the appropriate place for our patients along
that continuum of care.

The CHAIRMAN. I appreciate that. And you know, my concern
isn’t that necessarily it would be by design, but it might be because
of shrinking budgets or inadequate budgets that could lead to that.
And I think perhaps that is what Mr. Miller, who also wanted to
get across—at least as I read his testimony—that we fight for every
dollar for a veteran’s health care. We do it in a bipartisan way, but
difficult choices are made when you are left with insufficient re-
sources and then the choices might end up being that the centers
take a hit.

Let me just ask you, Ms. Bascetta, have you reviewed the VA’s
new approach to waiting time management? Do you agree that this
will solve the problem?

Ms. BASCETTA. I haven’t reviewed the new approach.

The CHAIRMAN. Okay.

Ms. BASCETTA. No, but I would be happy to do that.

The CHAIRMAN. Could you? And provide us as well with whatever
your analysis might be?

Ms. BASCETTA. Certainly.

The CHAIRMAN. I appreciate that. Let me just ask one final ques-
tion because we do have a large roster of members who I am sure
want to ask questions in four panels today. John Fales, the presi-
dent of the Blinded American Veterans Foundation makes the
point in his testimony that “Amateurs and new comers not attuned
to the field of rehabilitation and those who think they can save
public money with their so-called new ideas are actually going back
to the practices of the past that have consistently failed for dec-
ades. Years of decentralization have devastated the VA blind reha-
bilitation services by reckless local micro management.”

I wonder would any of you want to comment on that? Dr.
Kussman, you might want to take the first crack at it. Decen-
tralization, has it led to—are the VISN directors, are the medical
directors perhaps not doing all that they can do? I mean, we have
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three fine examples today of people who have made it a priority
and have done an exemplary job, but is that uniform?

Dr. KussMAN. With all due respect to the testimony you alluded
to, I believe that all the VISNs and the facility directors are com-
mitted to supporting our program. As I mentioned in my testimony,
we are trying to readjust the VERA allocation to be sure that more
dollars go to support, on an individual basis, support a blind reha-
bilitation. Obviously, as, Mr. Chairman, you mentioned before,
there are challenges in a resource constrained environment, but
clearly we are committed to doing that and the VERA, change in
the VERA allocation is a tangible evidence of that I believe.

Ms. BASCETTA. I would agree with that. I would simply point out
that as you know the VERA model is an allocation model, it is not
a reimbursement model, and that networks in the medical centers
have discretion to use their allocation as they see fit.

Florida is a good example of a network that despite the current
allocation model, has moved heavily into the outpatient area and
that would be, I presume, because the leadership in that network
has decided that that is a more appropriate way to serve those vet-
erans. But certainly in a resource constrained environment, those
decisions are being made by the networks and the medical centers.

Mr. Davis. I just wanted to concur with that. In VISN 8, the
Sunshine Health Care Network, we have been able to expand our
program adding two additional BROS in the Tampa as well as the
Orlando clinic and we are currently in the process of developing a
VISN 8 strategic plan, which will address those needs, the inpa-
tient as well as the outpatient.

Ms. SCHUCKERS. If I could, just quickly, part of my leadership
training that Congressman Simmons had talked about was a
project that worked with the VERA allocation for blind rehabilita-
tion. And in the research that I did and that was accomplished
with that, we found that the allocation model for the inpatient pro-
gram was fairly accurate and it worked, but the outpatient model
was not supported as well with the allocation. So we made a rec-
ommendation that that allocation be kind of shifted slightly. And
we think that it is going to be much better in terms of helping to
provide the initiative to support these kind of outpatient blind re-
habilitation programs. So we look forward to that.

The CHAIRMAN. Gotcha. Mr. Evans.

Mr. Evans. Thank you, Mr. Chairman. I think I will hold my re-
marks until the end and ask the same request.

The CHAIRMAN. Without objection, the opening remarks will be
made a part of the record.

Mr. EVANS. Thank you.

The CHAIRMAN. Chairman Simmons.

Mr. SiMMONS. Thank you, Mr. Chairman. I have a question for
Ms. Schuckers. In reviewing her testimony on pages 2 and 3, she
details a very dramatic improvement in technologies for dealing
with the blind. We start back in the 1970’s with what I would con-
sider the traditional mobility, braille and adjustment types of pro-
grams, and then as we progress through her testimony, we get the
computer access training program, we get voice recognition sys-
tems, digital recorders, stay at home training. I mean, it seems to
represent a rapid development of technology, which is very helpful
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in dealing with the multiple cases that we encounter with veterans
and blindness.

And I have a particular chauvinistic pride, I guess, in Con-
necticut and West Haven and I expect that they are doing these
great things, but then my question goes to the system. How are the
other VISN’s and some of the other blind centers keeping up? Are
they all at the same standard or is there a variation without the
system—throughout the system and do we need to focus a little bit
on how we can export some of this progress and some of this tech-
nology to other parts of the country.

Ms. SCHUCKERS. Obviously I can speak mostly for Connecticut
because that is the blind center that I work with, but I do know
that we work very closely with the other blind centers, the chief
state