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OPENING REMARKS:
Dr. Abrass, Chairman, opened the meeting with introductions,

summary of the committee’s purpose, and review of the 

agenda.

· Minutes of the September 28, 2000 GGAC meeting were reviewed and approved. 

· Review of agenda for the meeting.

UPDATE ON VA ACTIVITIES IN GERIATRICS AND EXTENDED CARE (Millennium Act Implementation; LTC Strategic Plan; FY 2002 Budget; Projected Workforce Shortages): Marsha Goodwin, RN, MSN, Acting Chief Consultant for Geriatrics and Extended Care, updated the members on the activities within the Office of Geriatrics and Extended Care.  Dr. Judith Salerno, Chief Consultant for the office, left VA to become

Deputy Director, National Institute on Aging, NIH.  Recruitment for new Chief Consultant is ongoing.  Recruitment is also taking place for an Executive Officer, vacant since January 2001, with retirement of Richard Olson.  Additional retirements in the office that are upcoming in January 2002 are Carolyn Babich, Chief, Education and Training; and Nan Stout, Chief State Home Per Diem and Training.  

The Office’s largest responsibility this year has been the continuing development of regulations and directives for implementing the mandatory portions of the long-term care provisions of the Veterans’ Millennium Healthcare and Benefits Act.  This includes implementing the pilot programs for assisted living and three all-inclusive long-term care (PACE-like) programs.  The interim regulations for state home construction grants were also completed.  Under the Millennium Act we were given authority for non-institutional respite care.  Three non-institutional services for inclusion in VA’s standard benefits for enrolled veterans have been published as interim regulations (outpatient geriatric evaluation, adult day health care, and home and community-based respite care).  These interim regulations also include extended care co-payments for non-service connected veterans above a certain income level and non-compensable service connected veterans.  We issued another directive on Resident Assessment Instrument Minimum Data Set in May 2001.  The RAI-MDS has now been implemented in all VA Nursing Homes.  The Directive on Eligibility and Expansion of Nursing Home Care for Veterans was reissued in November 2000 with more extensive guidance.  Directives on respite, hospice and palliative care are being developed.

NURSING – WORKFORCE SHORTAGES AS RELATED TO GERIATRIC POPULATION:
Dr. Cathy Rick, Chief Consultant for the Nursing Strategic Healthcare Group discussed workforce shortages.  Workforce shortages are expected to peak between 2008 and 2010.  With an increase in technology comes a need for additional resources (both financial and human).  Fewer people are going into the healthcare professions.  It is projected that by 2010 VA will lose up to 85 percent of its executive leaders (i.e., retirement eligibility projection).  Specific issues for extended care deal with where geriatric care will be provided and by whom.  Focus might need to shift towards creative initiatives (i.e., have family or significant others assist in acute care; tax incentives or reimbursement models).  Nursing services in VA has an approximate turnover rate of 9 percent.  Nationally the turnover rate is around 15 percent.  These figures are constantly changing.

BUDGET ISSUES:  Marsha Goodwin discussed the status of VA’s budget.  The Agency budget was passed in November.  The Medical Care budget is approximately $22 billion (that is less than a $1 billion increase and will not cover current services and cost of living increases for employees.

Congress added $20 million to the medical research budget.  This is very positive for ongoing and new grants.

The Secretary, Deputy Secretary and Under Secretary are reviewing the budget.  Travel is restricted and filling of vacant positions is also restricted.  VA has opened over 600 community-based outpatient clinics, increased the enrolled veteran population using VA services to approximately 4 million, and increased our workload.  The budget does not 

cover current services and that presents a problem.  The Secretary is expected to announce nationally in January 2002, how we will operate within the appropriated funds.  It was expected that we would have to restrict enrollment on Priority Group 7 veterans who do have to pay co-payments for care.  However, after the President and Mr. Principi met it was decided that because we are at war following the September 11th terrorists attacks on the United States, we would not restrict enrollment for any veterans.  The President promised to find the supplemental dollars.  VA is awaiting notice of when the funds will be forthcoming.  

The networks are revising their plans and everything will be discussed with the Secretary in early January.

REVIEW OF VA ACADEMIC AFFILIATIONS ACTIVITIES RELATED TO GERIATRICS: 

Dr. Stephanie Pincus, Chief, Academic Affiliations Officer, reviewed VA Academic Affiliations as they relate to geriatrics.  She gave a brief introduction of herself and her career.  The Committee briefly introduced themselves to Dr. Pincus.

VA is a leader in geriatrics and without the efforts of VA, there probably would not be geriatrics in this country.  One of the things we have begun to work on is both internal and external marketing of the role of the VA and the importance of VA in education in this country.

As part of the residence realignment and the drive to increase the number of primary care physicians, VA is now up to 174.15 at the academic fellow support in geriatric medicine.  This reflects various training programs in geriatrics across the country.  Additionally, we now fund 25 positions in geriatric psychiatry.

New to VA’s programs are specialized fellowships in advanced geriatrics awarded to 8 of VA’s Geriatric Research, Education and Clinical Centers (GRECC) sites.  (Handout distributed describing this and giving the website location).  We created a “hub site” which is the coordinating center for the program, developed curriculum that can be shared across the spectrum of the program, and mechanisms for how all the other sites  will relate to the hub site.  West Los Angeles is the hub site.

The program has been reasonably successful and the first group of fellows entered the 2-year advanced training program in July 2001.  Visa issues, which are relevant to recruitment, are also being addressed with ECFMG.

The office is developing a mechanism that will identify graduates from the geriatric residency programs who would be eligible for the special fellowship program.  For instance, if you are in Cleveland and you want a fellow, you might not know who is being training somewhere else around the country.

Dr. Pincus referred the committee to other programs on their website such as “TAPC, Training and Program Assessment for Palliative Care.”  

VA AGING RESEARCH REVIEW RELATED TO AGING: 
Dr. Susan Cooley, Chief, Geriatric Research & Evaluation/Dementia Initiatives addressed aging research review in VA.  The VA Aging Research Review Work Group was initiated in the spring 2001.  The original idea was for a five-year review of medical research, aging, and clinical geriatrics, by the Merit Review Subcommittee, which was established in 1994.  At the request of the Office of Research and Development, the work group is looking at all four of the research services (i.e., medical research, health services, rehabilitation, and cooperative studies.)  The focus has been on the merit review processes and outcomes for those four services in VA research, not only for aging but also for non-aging projects.

VA PATIENT CARE SERVICES ACTIVITIES RELATED TO AGING:

Dr. Thomas Holohan, Chief Patient Care Services Officer, discussed a number of initiatives within Patient Care Services.  These included the integration of primary care, mental health, and geriatrics through education programs and identification of best practices.  He also discussed the integration of spinal cord injury into a separate strategic healthcare group.  There are currently about 17,000 veterans in VA’s SCI Registry and with the medical advances that have occurred, these patients are surviving into older age.  Dr. Holohan noted that the Paralyzed Veterans of America believe that any veteran with SCI who needs nursing home care, should receive that care in a unit adjacent to a SCI program.  Dr. Margaret Hammond, Chief Consultant for SCI, believes it is in the interest of the veteran to receive that care closer to family and friends.  Currently, Dr. Hammond and Ms. Goodwin are reviewing a proposal to distribute LTC beds for SCI patients at different locations throughout VA.

Dr. Holohan discussed other collaborations between his various Strategic Healthcare Groups within Patient Care Services.  In addition to Mental Health and Geriatrics and Extended Care collaboration on the elderly in VA nursing homes with psychiatric problems, he discussed the VA’s National Pain Initiative being implemented by Acute Care and Geriatrics and Extended Care, with the latter office as the lead.  Jane Tollett, RN, PhD, is the national coordinator for this initiative and has been superb in this position.  To date, a practice guideline for acute postoperative pain has been published and a second guideline on long-term use of opioids in treating chronic non-malignant pain is in development.  A National Conference on Pain and End of Life was highly successful.  Current data on outcomes from specific pain clinics developed at VA facilities has been positive.  These programs have been particularly successful with treating chronic pain, 

such as chronic back pain.  VA is also embarking on a national survey to determine the effectiveness of alternative therapies, such as acupuncture, touch and aromatherapy, in pain treatment or end of life and palliative care.

Dr. Holohan provided a status report on recruitment for a new Chief Consultant for Geriatrics and Extended Care, which is one of the highest priorities.  He also reported the nomination of Dr. Robert Roswell as Under Secretary for Heath.  Lastly, he discussed the current budget and, although it was increased over the previous year, it will be difficult to meet current services and the number of unfunded mandates, including long-term care requirements of the Millennium Act.

GGAC DISCUSSION:

Dr. Whitehouse asked a question related to the recent news report relating amyotrophic lateral sclerosis (ALS) to serving in the Gulf War and whether this decision was based on evidenced-based research.  Dr. Fulmer inquired whether such decisions would lead to investigations of service-connection for ALS with veterans who served in WW II and other wars.  Dr. Holohan noted that there is limited information on the data but that decisions have been made by Congress in the past that were not based on scientific evidence.  Dr. Whitehouse voiced his concern that a non-peer reviewed paper would be used as a basis for decision making, particularly since VA has been on the forefront of looking at issues as rationally as possible and collecting evidence to make decisions.   Health conditions, such as Gulf War Syndrome and Hepatitis C, were discussed.  Dr. Holohan also noted a move for chiropractors to be primary care providers in VA in under debate in Congress.   

PHARMACY BENEFITS MANAGEMENT (Current Initiatives Related to Older Veterans):

Dr. Jeff Ramirez, Pharmacy Benefits Strategic Healthcare Group, discussed the responsibilities of his office in managing the pharmacy benefit in the Veterans Health Administration.   He discussed the National Formulary System and medical advisory panels that have been established and the process in place for selecting drugs to be on the formulary.  He pointed out the two Web sites that are available to all clinicians and the references available on those sites.  

Dr. Ramirez discussed the work they did with Geriatrics and Extended Care in developing guidelines for pain management.  He also discussed the collaborative work the two offices did on setting up a system to provided medications to eligible veterans in State Veterans Homes; a project that is ongoing.  Dr. Ramirez noted the number of VA’s Geriatric Research, Education, and Clinical Center (GRECCs) that have active geriatric pharmacy residency programs.  

For the remainder of the time, Dr. Ramirez provided a demonstration on the Pharmacy Benefits Management extract database and the data analysis tool called Proclarity.  This

demonstration stimulated much interactive discussion among committee members and Dr. Ramirez.  The amount of prescription data available and analyses that can be done was deemed very impressive.  

Discussion:  Several committee members inquired about representation of geriatric experts on the advisory medical panels and Network Formulary committees that make decisions on which drugs will be available on the formulary.  Dr. Ramirez said that the local VA Pharmacy and Therapeutics Committees should have such expertise but it is unknown whether this is the case system wide. 

Dr. Studenski made a recommendation that physicians and pharmacists with expertise on aging and medications be members of the panels making decisions on the formulary.         

GGAC AND CURRENT VA ISSUES (SECRETARY FOR DEPARTMENT OF VETERANS AFFAIRS (Anthony J. Principi):

Dr. Abrass introduced Secretary Principi to the committee members and thanked him for meeting with the group.  Mr. Prinicpi discussed a number of his priorities including continuing VA’s leadership role in geriatrics and being recognized for that leadership, preserving quality of care and patient safety, reducing waiting times, and addressing Congressional mandates within current budgetary constraints.  He specifically addressed the mandate to retain VA nursing home care census without consideration for what VA supports in contract community nursing homes and State homes.  The importance of home care, adult day health care, respite and geriatric evaluation and management services was also highlighted.

Mr. Principi asked the committee for their expert advice on what should be the mix of institutional long-term care and non-institutional long-term care.    

Dr. Studenski raised the issue of trying to meet the health care needs of veterans without adequate staff to support the care.  Mr. Principi acknowledged that VA has stretched its resources and is coming close to the breaking point.  He noted that enhancements VA has been mandated to provide are all wonderful but when the enhancements are not funded, some other aspect of care needs to be cut.  Usually it’s acute care, which is not acceptable, particularly since the need for acute care increases with an aging veteran population.  Again, quality of care and decreased waiting times for primary care services must remain high priorities.   Mr. Prinicpi encouraged committee members to meet with Congress and discuss these issues and provide their expert advice.  

Dr. Kapur noted the importance of VA’s comprehensive continuum of care, which does not exist in any other health care institution in the world.  He voiced concern that budget

limitations are impacting on needed services such as dental care for veterans in VA nursing homes.  Mr. Prinicpi responded that VA is a product of its own successes, developing high quality care, comprehensive services that have attracted large numbers of veterans to enroll in VA. 

Dr. Whitehouse reiterated that the committee wants to know how it can be most helpful.  He discussed issues that had been presented earlier in day related to public policies being made without appropriate evidence.  He stated that it is increasingly important to have evidence-based medicine contribute to policy decisions in times of budgetary constraints.  

Mr. Principi agreed that informed decision-making is critical and encouraged the committee to dialogue with members of Congress on this issue.

Dr. Abrass and Dr. Hanlon expanded upon the point made by Mr. Principi related to the need for increased public recognition of VA’s contribution to geriatrics.  Dr. Abrass noted VA’s contribution to the development and growth of geriatric medicine and geriatric education in the United States.  Dr. Hanlon noted VA’s contribution to providing medications for elderly veterans as a model that should be adopted by Medicare.  He noted that 44 percent of the elderly have no medication coverage and that medications comprise the largest out of pocket cost for the elderly.  Mr. Principi discussed current pressure for VA to just provide medications for veterans.  He voiced his concern that such a policy would negate the importance of a comprehensive approach to care. 

Mr. Principi briefly discussed the current high-level discussions being held with VA, DOD and HHS to address health care needs and better coordination of care.  

Dr. Abrass thanked Mr. Principi for discussing a number of important issues with the committee.  He assured Mr. Principi that the committee would have further discussions on how they can assist him in addressing a number of these issues.       

STRATEGIC PLANS FOR GGAC:

GRECC Site Visits and Updates:


Statutory GGAC Site visits Within 3 years of Designation of New GRECC: 

Cleveland and Pittsburgh GRECC site visits required by February 2002.  Usually 3 

GGAC members and one VA staff support person conduct the site visits.  Ms. 

Goodwin will coordinate the potential dates of the site visits with Cleveland and 

Pittsburgh.  Members provided dates they were available for the visits.  

Bronx/New York Harbor and Nashville GRECC site visits required by November 

2002. Birmingham/Atlanta GRECC to be site visited by November 2003.  These

site visits will be planned at a later date.  The GRECC Director at Bronx/NY Harbor, Dr. Christine Cassel, resigned from VA and Mt. Sinai to accept a position in Oregon.  The committee reviewed the request for approval of Dr. Mone Zaide as Interim GRECC Director.  The committee voted to approve the request and encourage active recruitment for a new GRECC Director.  

Ongoing Site Visits:  The Little Rock and the Madison GRECCs were on the list 

of existing sites to be visited.  Madison has recently recruited a new GRECC Director, Dr. Sanjay Asthana.  The committee decided to hold the Madison site visit until 2003, giving the new Director an opportunity to re-establish the program.  

Little Rock should be the first priority for site visit since Dr. Sullivan has now been GRECC Director for a couple of years and this GRECC has not been visited for several years.  

Sepulveda/West LA (Update): The GGAC site visited these 2 GRECCs in 1998 when integration of the 2 VA facilities was in progress.  The GGAC recommended integration of the 2 GRECCs over a three-year period.  Ms. Goodwin reported that the Network is still working with these GRECCs on the final integration plan.  The plan will be sent to the members once it is received.  Currently, the 2 GRECC Directors are rotating the Directorship on a yearly basis.  Dr. Abrass requested that the committee review the integration plan carefully when it is received.  The current practice of rotating the GRECC Director position may not be feasible on an ongoing basis.   

Boston (update):  Proposal from the Network Director, Dr. Jeannette Chirico-Post was discussed.  Neil Kowall, current GRECC Director at Bedford division has been very successful and willing to direct the entire program as the New England GRECC and also serve as the Director of the Bedford Division with Dr. Michael Gaziano as the Director at the Boston/West Roxbury Division.

The Boston/West Roxbury Medical Center Director, Mr. Michael Lawson, was not included in the package however Ms. Goodwin did receive his commitment earlier (i.e., the commitment to implement the recommendations, made by the GGAC 

when they site visited the GRECC, to fill some of the FTE’s and provide funding support).  This commitment was made in writing.  Dr. Gaziano, who is a strong epidemiological researcher with some aging and aging related publications, but has not participated in the geriatric/gerontologic community, has made a commitment to do so.

Dr. Abrass provided a brief history of the Boston/Bedford GRECC as follows:  

Initially there were problems and the Bedford VA component was not strong.  Positions were vacated at West Roxbury and were not filled.  In the meantime, Dr. Kowall assumed the directorship of the VA Bedford component with Alzheimer’s being the major focus.  Their science and clinical programs were superb.  

In the past couple of years Brockton/West Roxbury was integrated with Jamaica Plain VA, which has become more ambulatory care centered, with West Roxbury being the tertiary care center.  The West Roxbury VA and Brigham are affiliated with Harvard, with the clinical affiliation being with the Brigham.  There have been difficulties with recruitment (and commitment to filling the positions) at this division of the GRECC for more than 3 years. The clinical director at West Roxbury requested to be moved over to Bedford.  With the lack of geriatric leadership at West Roxbury, all of the Harvard/Brigham geriatric fellowship training had to be moved to Bedford.  Other changes at the Boston VA include the phasing out of VA’s normative aging study, and the eventual phasing out of the dental aging study at the Boston Outpatient Clinic.  The VA supported Normative Aging Study has been one of the two largest, longitudinal aging studies in the United States; the second being the NIA funded Baltimore Longitudinal Study.  

When the site visit team reviewed the program a couple of years ago, it was recommended that there be one director and that Dr. Kowall be considered as that director.

Boston/West Roxbury is seeking to recruit a GRECC deputy director (who may not be aging oriented) to lead that division and re-establish a commitment towards geriatrics.  The network director is urging the GGAC and VA’s Office of Geriatrics and Extended Care to move forward with the recommendation.

Discussion ensued regarding the director position and expectations of the position.  Dr. Abrass pointed out that GRECC staff in major administrative roles be at least half time.  Ms. Goodwin stated, “This GRECC, even though it’s been one GRECC with two divisions, has functioned as two separate ones.”  “On the organizational chart there are 17.5 FTE that are in the GRECC at the Bedford Division, the minimum staffing at a one-site GRECC being 12 FTE.  A two-division GRECC 

have historically had approximately 20 FTE.  The GRECC division at Bedford is unique in that it has had its own budget line item, which includes its clinical 

programs.  The GRECC associate director for education and evaluation will serve both of the divisions. 

The GGAC recommended the appointment of a New England GRECC Director, and recruitment for the existing GRECC vacancies.  It was agreed that the affiliate, Harvard/Brigham can recruit for a division head if they so desire, but not necessarily tied to the GRECC.  It was suggested that they be asked to identify the individuals currently in positions on their flow chart and the positions that are vacant.  All committee members present approved the recommendation.

Dr. Abrass stated this was all on the record and the GRECC will be asked to answer these questions.  A report and perhaps a conference call will be forthcoming on this.  The Committee will plan on doing a follow-up site visit in a year and a half.  In the meantime, it was suggested that a six-month progress report be solicited from the GRECC before their annual report.

GRECC Expansion:  Ms. Goodwin reported that the FY 2002 Appropriations Language encouraged VA to expand the GRECC program this fiscal year, with priority given to Networks that currently do not have a GRECC.  She stated that a White Paper in response to this language is in the process of internal review and is due to Congress in January 2002.   Ms. Goodwin said that currently there are 3 Networks without a GRECC; Upper State NY (3), Iowa/Nebraska (14) and Arizona/New Mexico (18).  She also stated that Network 14 is in the process of being integrated with Network 13 to form the Network 21.  The new Network 21 will have one existing GRECC (Minneapolis).  Ms. Goodwin asked for advice of the committee on the solicitation of new GRECCs.

Dr. Kapur asked if funding would be available for new GRECCs if a solicitation were initiated.  Ms. Goodwin responded that commitment of funds would be necessary. 

Dr. Studenski asked if the next solicitation would include a call for proposals from networks that do not have a GRECC and from networks that already have a GRECC.  Ms. Goodwin said that would be an option.  Since our current policy goal is to have at least 1 GRECC in each, a call for proposals could be limited, for instance excluding those Networks currently with 2 GRECCs.  Dr. Studenski raised the difficulty of having to prioritize applications if your primary target is a network without a GRECC.  

Dr. Abrass stated that all GRECCs have been selected on merit and that should remain the key criteria.  He also stated that a call for proposals should be very clear on the expectations and process for selection, including any form of prioritization.

Dr. Fulmer raised the question regarding whether a non-physician could be selected as a GRECC Director.  Ms. Goodwin provided the background on why an internal VA policy was made about 9 or 10 years ago to require an MD as director, primarily because of increased focus on clinical programs in GRECCs.

Dr. Fulmer asked that the policy be revisited.

Ms. Goodwin said that the committee members would receive copies of the RFP used in 1998-99 and the existing GRECC Program Guide.

GGAC Plans for 2002:

The GGAC CHARTER Renewal and MEMBERSHIP was reviewed:  The charter 

is submitted every two years and has been approved for continuation since the 

inception of the GGAC in 1980.  Reappointments and new appointments to the 

GGAC are still under review and likely will be held until the new Under Secretary 

for Health is appointed.  Dr. Abrass emphasized the importance of staggering the 

appointment terms so there will be continuity on the committee. 

In addition to the GRECC site visit discussed above, the following committee

activities were agreed upon:

· Write a letter to the Secretary and Under Secretary of Health recognizing the leadership role of VA in geriatrics and long-term care and the importance of maintaining the quality and comprehensiveness of these programs. 

· Develop a paper on importance of evidence-based policy decisions, with specific examples relevant to VA.  Dr. Whitehouse will take the lead and Dr. Cristofalo will collaborate.  

· Develop a paper on the appropriate mix of institutional and non-institutional long-term care services for veterans.  References for review include the draft VA LTC Strategic Plan and the Crossroads Report, both of which were distributed to the committee.  Dr. Fulmer, Dr. Kapur and Dr. Studenski agreed to work on this project.

· Address the shortage geriatric leaders.  Dr. Fulmer and Dr. Abrass agreed to discuss how to approach this issue.    
ADJOURN:  Dr. Abrass thanked the committee members for a productive meeting.  Dr. Wykle

was recognized for her many years on the GGAC and applauded by the other committee 

members, after which the meeting was adjourned.  

Itamar B. Abrass, M.D.

Chair, GGAC
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