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Travel for treatment
Q. How manyveteranstravelledinterstatein 2005—06 to accesstreatmentwith specialists,
andwhy? Whatwasthecostofthat travel in 2005—06?Howdoesthecostofthis travel
comparewith whatthecostwouldbe Wtheveteransweretreatedcloserto home?What
action, Wany, is DVA taking to addressthesituation?

A: With theexceptionof Tasmania,DVA doesnotkeeprecordsofinterstatetravel brought
aboutbecauseofanunwillingnessby local specialiststo accepttheGold Card. Most
interstatetravel fortreatmentis believedto relateto thenon-availabilityoftreatmentlocally
andis thereforeunavoidable.Tasmaniais a statewheretherehasbeenan issuewith
availability in somespecialties.In 2005/06,sevenveteranstravelledto Melbournefor
treatmentthat specialistswereunwilling to providelocally. Thecostofthis travelwas
$10,000.

Theneedfor veteransto travel out oftheirlocal areato accessspecialisttreatmenthasnow
beenaddressedby therecentfundingpackageofmorethan$600million overfive years.This
will allow arrangementswith all providergroupsto be strengthened.

Treatment for veterans and non-veterans
Q. Whatis thecostdWferencebetweenprovidinghealthservicesfor veteranscomparedto
non-veterans,on thebasisofthefeefor an individualserviceandDVApayscomparedto
whatispaidforan over—75equivalent?

A: DVA’s feearrangementsin relationto theprovisionofmedicalservicesto veteransareas
follows:

• GPswhoareregisteredasLMOs receive115%oftheMedicareBenefitsSchedule(MBS)
feeplusaVeteranAccessPayment(VAP) ofeither$4.10or $5.65peritem.

• Specialistsarepaidat 115%oftheMBS feefor consultationsand 120%for procedures.

• DVA paysthefull costfor theseservices;thereis no co-paymentby theveteran.

In relationto thegeneralcommunityaccessingservicesunderMedicare,patientsarerequired
to pay thefull feesetby thetreatingdoctorandclaim theapplicableMedicarerebate.The
patientpaysthedifferencebetweenthedoctor’s feeandtheMedicarerebate.

From 1 November2006,DVA feearrangementswill beasfollows:

Specialists
Out of hospital 135%for consultations

140%for procedures
In hospital Feessimilar to thosepaidby privatehealthinsurers

GPs Moveto align VAP with Medicarebulk billing
Allied Health Alignmentofrelevantfeesto MedicareGP fees
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Dentists Increaseto near-marketfees
Pathologists
Optometrists Moveto 100%ofMBS

In general,thiswill introduceamoremarket-basedfeestructurethat will ensuretheongoing
viability oftheGold and Whitecardarrangements.Thenewarrangementsarearesultofthe
recentlyannouncedGovernmentinitiative thatwill inject an extra$600million towards
treatmentcostsoverthenext five years.

Co-payments
Q: Whatserviceshavea co-paymentandhowmuchis eachco-payment?

A: As indicatedatthehearing,pharmaceuticalsandVeterans’HomeCareattractco-
payments.In addition,therearearrangementsaroundcertainexpensivedentaltreatments.

PHARMACEUTICALS

Thecurrentpatientcontributioncharge(co-payment)forRPBSprescriptionsis $4.70anitem
until thesafetynetlimit is reached.Prescriptionsarethenfreefor therestofthecalendaryear
althoughsomeparticularbrandsofproductsmayattractpremiums.

For PBSprescriptionstheco-paymentis $4.70at theconcessionalrate,orup to thegeneral
rate.Oncethesafetynet limit is reached,prescriptionsarethenfreefortherestofthecalendar
yearfor concessionalbeneficiaries.

A pharmaceuticalallowanceof$5.80a fortnight, perfamily, is paidto eligible veteransto
compensatethemfor thepaymentfor eachRPBSprescriptionitem.

VETERANS’ HOME CARE

Veteransarerequiredto payasmall feeto serviceprovidersfor homecareservices,other
thanrespitecare:

• Personalcare:$5 perhourto amaximumof$10perweek
• Domesticassistance:$5 perhourto amaximumof$5 perweek
• Homeandgardenmaintenance:$5 perhourfor eachhourofservice
• Respitecare:noco-paymentapplies.

ServicessuchasMealsonWheels(deliveredmeals),communitytransportandsocialsupport
areprovidedunderarrangementswith StateandTerritorygovernmentsandaresubjectedto
separateco-paymentarrangements.

EXPENSIVEDENTAL TREATMENTS

Certainexpensivedentaltreatments,includingcrownsandbridges,aresubjectto anAnnual
MonetaryLimit (AML). Thismeansasetamountpercalendaryearis contributedtowards
thesetreatments.For the2006calendaryearthis amountis $2,118.

How thisworks in practiceis thatDVA paysthetreatmentfee, assetout in theDVA Dental
FeeSchedule,orpartthereof,until theAML is reached.WheretheAML only coverspartof
thetreatmentfee, theveteranmaybe askedfor aco-paymentby thedentist.OncetheAML is
reached,DVA makesno furthercontributiontowardsthecostoftreatment.Any further
treatmentundertakenin thecalendaryearmustbepaidfor by theveteran.

However,anumberofveteransareexemptfrom theAML, including:
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• veteranswhoseScheduleC dentaltreatmentis for awar-causedinjury ordisease(thatis,
an AcceptedDisability)

• veteranswhoseScheduleC dentaltreatmentis for aconditionassociatedwith malignant
neoplasia;and

• formerprisonersof war.

Veterans’ Home Care
Q.~ Aresomeveteranshavinghomecareremovedor havingdfficulty increasinghomecare
hours?If so, whatis thereason?

A: As indicatedat thehearing,spendingon Veterans’HomeCare(VHC) increasedfrom $80
million in 2004—05 to $92 million in 2005—06.This occurredat atimewhenveterannumbers
weredecreasing.Theincreaseis designedto meettheservicerequirementsfor homecare.
(SeeAttachmentA for additionalbackgroundinformationon theVHC Program).

Hospital agreements
Q: Pleaseprovidea copyofthetemplatesfor privatehospitalcontractsandpublichospital
agreements.ProvideexamplesofhowDVA usestheseagreementsto leverageimprovements
in healthoutcomesfor theveterancommunity.Are thereanyprovisionsin theagreementsfor
DVA to leverageimprovementsin mentalhealthfor theveterancommunity?

A: Templatesforprivate andpublic hospital contractsincludemechanismsfor ensuring
qualityhealthoutcomesfor theveterancommunity,asindicatedatthehearing.Excerptsfrom
acontracttemplaterelatingto quality assuranceis atAttachmentB and copiesofthecontract
templatesarealsoprovided.

Specialists
Q.~ Whatis thetotalnumberofspecialiststo withdrawfrom theDVA systembecauseoffees
issues?Isspecialistwithdrawalmoreprevalentin anyparticulargeographicalor regional
areas?Ifso, what is happeningto ensurethatveteransin thoseareasarestill gettingthe
healthservicestheyneed?Regardingspecialistfees,whatis thescaleofdWferencebetween
whatDVApaysandwhatspecialistswouldwantto charge?

A: TheDepartmentis awareof388 specialistswho havewithdrawnorrestrictedservicesto
veterans.Withdrawalshavebeenpatchyandhaveprobablyoccurredmostfrequentlyasa
proportionoftotal specialistsin somerural andregionalareasin Tasmania.This wasoutlined
atthehearing.

This issueis beingaddressedby therecentfundingpackageofmorethan$600million over
five yearsthatwill allow arrangementswith specialiststo be strengthened.Underthesenew
arrangements,specialistswill bepaidatratesequivalentto thosepaidby thehealthfundsfor
thesametreatment.

Table at Attachment I of submission
Q: Pleaseprovidean updateto thetable atAttachment1 ofthesubmissionshowingthecost
ofmajorDVA healthexpenditureitemsby servicetypefor 2004—05.

A: The costofmajorDVA healthexpenditureitemsfor 2005—06is shownin thefollowing
updatedtable.
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Health ServiceType Cost2005—06
$ million

Privateandpublic hospitaltreatment 1529.313
Residentialcare 806.489
Consultationsandmedicalpractitionerservices 734.556
Veterans’pharmaceuticalservices 468.363
Allied HealthServices 130.941
Travel and subsistence 10 1.959
Rehabilitation Appliances Program 89.03 5
Veterans’ HomeCare 91.351
Community nursing 79.847
Dental 83.520
Other (including VVCS) 37.358
Total 4,152,732

Aids and appliances including footwear
Q.~ Whatis theprocessinvolvedin providingmedicalaidsandappliances,including
footwear?Areveteransbeingrequiredto travel longerdistancesto getthosethings?Ifso, is
DVA monitoringthecostofthetraveland theimpactit mighthaveonfrail veterans?How do
currentarrangementscomparewith thesituationprior to thenewarrangementscominginto
effect?

A: New contractswith footwearsuppliersarenow in placefollowing arecentreviewand
tenderprocessfor thesupplyofmedicalgradefootwear(MGF) to eligibleveterans.Thenew
supplyarrangementsremovesomeanomaliespreviouslypresent,suchasincorrectsupplyof
non-MGFfootwearandinconsistencybetweenproviders.DVA now hasin placeanational
registerof approvedfootwear,which will ensurethat technicalcriteriaaremetto a high
standardandthereis consistencyacrossStatesandproviders.Thenewarrangementsmean
thatmedicalgradefootwearproductsandservices,andthefootwearsupplierswho are
contractedto DVA to providetheseservices,all meetthesehighstandards.Thereis no
evidencethatveteranshavebeenrequiredto travel longerdistancesasaresultofthenew
arrangements.

As part of its footweararrangements,DVA hasdevelopedcriteriato differentiateMGF from
normal,everydayfootwear.MGF is treatmentunderDVA’s healthcarearrangementsand
clinical needis determinedby afootwearprescriber.If a veteranhasno clinical needandcan
weareverydayfootwear,theydo not needMGF. In suchcases,veteransareresponsiblefor
purchasingtheirown shoes.

Thereis no changeto thepoliciessurroundingprovisionoffootwearnorto entitlementsfor
eligible veterans.Veteranswill nothaveto moveto anewsupplierif theircurrentoneis on
thelist ofDVA-approvedsuppliers. This is thecasefor mostveterans.
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Veterans’ Home care Program ATTACHMENT A

VETERANS’ HOME CARE PROGRAM

• The Veterans’ Home Care (VHC) program providesa rangeoflow level homecare
servicesdesignedto supportveteransto remainathome. VHC is not intendedto meet
medium or higher level long term supportneeds,howevertheprogramis ableto caterfor
short term higher levelsofcare such asfollowing dischargefrom hospital.

• Thereis no set,orpre-determined,level ofservice. VHC servicesaredeterminedon the
basisof assessedneedby VHC assessmentagencies,whichareindependentorganisations
specifically contracted by the Department for this purpose. DVAdoes however issue
agencies with gnidelines regarding the appropriate service levels.

• Where a veteranor warwidow/widowerhashigherneedsthancanbeaccommodatedby
the VHCprogram in the longer term, the assessment agency mayprovide referrals (with
the person’s consent) to other DVAprograms (e.g. community nursing) and / or other
government programs and community agencies that are best placed to meet their needs.
For example, the agency mayrefer a veteran with higher needsfor an Aged Care
Assessment Team(ACAT) assessment which is required for access to Community Aged
CarePackages(CACPs),ExtendedAgedCareat Home(EACH)packagesor residential
care. Veterans are identified as a special target group for access to many non-DVA
programs.

VHC program funding, veteran numbers and servicesprovided

• VHC program funding increasedfrom approximately $79 million for 2004-05 to $92
million for 2005-06.Theincreaseis dueto the2004electionfundingcommitmentto
provideadditionalfundsto theVHC programof$13.1 million per year,which expiresin
2007-08. As aresultofthis funding,thenumberofveteransprovidedwith VHC services
hasincreasedfrom approximately66,000in 2004-05to nearly71,000in 2005-06andthe
numberofservicesprovidedhasincreasedfrom approximately2.02 to 2.22 million.
Also, duringthis periodtherewasa2.5percentincreasein theaveragehoursofdomestic
assistanceprovidedanda 4.6 percentincreasein theaveragehoursofpersonalcare
provided.

VHC program review

• The VHCprogram has been enormously successful since it wasestablishedin 2001,with
over 143,000veteranshavingbeenassessedfor servicesduringthatperiod.

• However,theGovernmentacknowledgesthat theveteranpopulationis ageingand
becomingmorefrail, andconsequentlyrequiringhigherlevelsofservicefrom theVHC
program. To this end,the Governmentis proposingto conductan independentreviewof
theVHC programin 2007to identify any changesnecessaryto ensuretheprogram
continuesto meettheneedsofveteransandwarwidows/widowersoverthecomingyears.

BACKGROUND

Veterans’HomeCare(VHC) is aDepartmentofVeterans’Affairs (DVA) programthathelps
Australia’sveterans,warwidows/widowerswith low careneedsto remainin theirownhomes
for longer.VHC is not an entitlement-basedprogramlike mostotherveterans’programsbut a
fixedbudgetprogram. It is similar to theHomeandCommunityCare(HACC) program,and
providesarangeofhomecareservicesfor eligible membersoftheveterancommunity. The
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Veterans’ Home Care Program ATTACHMENT A

programis partof abroaderDVA strategyto ensureveteransandwarwidows/widowers
maintainoptimalhealth,well beingandindependence.

VHCservices are not intended to replace existing arrangements with family, friends and
community-basedgroupsorto substitutefor otherprivateserviceprovision.

Services

Veterans’HomeCareprovides:

domesticassistance:assistancewith domestictaskssuchashouseholdcleaning,dishwashing,
clotheswashingandironing, shoppingfor theveteranandbill paying.

personalcare. includesassistancewith daily self-caretasks,suchaseating,bathing,toileting,
dressing,grooming,gettingin andout ofbedand movingaboutthehouse.

homeandgardenmaintenance:mayincludetaskssuchasreplacinglight bulbsandtap
washersor othertasksthat you andtheserviceprovideragreeupon. The focusofhomeand
gardenmaintenanceservicesis to assistin keepingthehomesafeandhabitableby minimising
environmentalhealthandsafetyhazardsthat mayimpacton you in andaroundyourhome.

Homeandgardenmaintenancedoesnot includemajorhomerepairssuchasgntter
replacement,landscapingandgardentaskssuchasbranchlopping, treefelling ortree
removal. Nor doesit includeroutine,cosmeticor ornamentalgardeningservicessuchas
maintenanceofflowerbedsandpruningofroses,unlessthereis asafetyhazard.

Veteransareresponsiblefor thecostofmaterialsrequiredandany additionalcostsassociated
with providingthe service,suchashire ofspecialequipmentorremovalof largequantitiesof
rubbish.

respitecare. temporary relief provided to veterans who are carers or carers of veterans.

Meals on Wheels(deliveredmeals),communitytransportandothersocialsupportservices
areprovidedthrougharrangementswith StateandTerritorygovernments.

Assessmentfor services

Access to services is not automatic. Eligible veterans must be assessed asneedinghome care
assistance before receiving these services.

Whois eligible to beassessedto receiveservices?

To beassessedfor Veterans’HomeCareservicesapersonmustbe:

• aveteranoftheAustraliandefenceforces,or
• awarwidow orwidowerofaveteranoftheAustraliandefenceforcesoranAustralian

mariner,

andhave:

• aRepatriationHealthCard—forAll Conditions(Gold Card)or
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Veterans’ Home care Program ATTACHMENT A

• aRepatriationHealthCard—forSpecificConditions(WhiteCard).

Servicesfor veteransof Commonwealthand Allied forces

Commonwealth or Allied veteranswith a White Card maybe eligible for respitecare,but
only where it relatesto yourwar-causeddisabilities.Theyarenot eligible for otherVeterans’
Home Care servicesthrough DVA, butmayreceivesimilarservicesunderthe HACC
program.

Servicesfor partners and carers

Partnersorcarersofeligible veteransorwarwidows/widowersmayreceiverespitecare.They
are not eligible for Veterans’ HomeCare services unless they have their own Gold or White
Card. Servicesmayhavea flow-onbenefitto partnersandcarersand assistthemin their
caringrole.Partnersandcarersmayalsobe eligible for HACC services.

Veteranswho transferred from HACC

Veteranswho transferredfrom theHACC programbefore1 November2002 continueto
receivethesameservicesandpaynomorefor thoseservices.This applieswhile theyremain
in similarhousingcircumstances,orunlesstheyagreeto achangewith theirassessment
agency.If theirhousingcircumstancechange,theassessmentagencymaynegotiatenew
service levels with them.

VHCassessment, service and co-payment arrangements apply to all veterans who enter the
program from 1 November 2002.

H
VHC servicesand co-payments

Veterans are required to pay a small fee to service providers for home care services, other
than respite care:

• Personalcare: $5 per hour to a maximum of $10 per week
• Domesticassistance:$5 per hourto amaximumof $5 perweek
• Homeand garden maintenance: $5 per hour for each hour of service
• Respitecare:noco-paymentapplies

Services such as Meals on Wheels (delivered meals), community transport and social support
areprovidedunderarrangementswith StateandTerritory governmentsandaresubjectedto
separateco-paymentarrangements.

Accessto services

Assessments can be arranged by calling the Veterans’ HomeCare Agency on 1300 550 450.

I
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Excerpt from Tier I (Private Hospitals) Agreement Template ATTACHMENT B

APPENDIX III: QUALITY STANDARDS

General

ThePartieshaveagreedthat qualitymanagementunderthis Agreementshouldbe aimedat
continuouslyimprovingtheeffectivenessofEntitledPersons’hospitalcareandhealthcarein termsof
its accessibility,appropriatenessandefficiency,continuity,andEntitledPersonsatisfaction.
ThePartieshaveagreedto the introductionof aPayfor Performancecriteriawhichwill beusedto
assesstheHospital’sperformanceandwill accordinglyadjustthe indexationoffer madeunderclause
7. The detailsof thesecriteriaaresetout in clause7.4. The ContractingEntity will incorporate
relevantelementsinto its six monthlyquality reportsas outlined in clause11.5.2.
TheContractingEntityagreesto ensurethat staffinvolved in thedeliveryof careto EntitledPersons
are madeaware of DVA’s Values and Service Charter and undertake to treat Entitled Persons with
respect,courtesyandunderstanding.

Accessibility

EntitledPersonaccessto theHospitalwill betimely andin accordancewith medicalneed,recognising
establisheddoctor/patientrelationships.
TheContractingEntitywill providepreferentialaccessfor EntitledPersons,providedcareof other
patientsis not impaired.
The Contracting Entity shallprovideHospitalServicesto EntitledPersonsthatarenot lessin any
materialway thantheservicesprovidedto otherpatientstreatedin thehospital.
While the Partiesmayagreeto focuson otherquality indicatorsfrom timeto time, theContracting
Entitywill develop,monitorandreportto DVA (seeclause)on agreedindicators.

Accreditation

Within twelvemonthsoftheCommencementDateofthis Agreement,orsuchotherperiodasagreed
with DVA, theHospital is to achieveformal qualityaccreditationor certificationby anappropriate
bodyacceptableto DVA, notingthat hospitalsthat arecurrentlyaccreditedthroughtheACHS’
EvaluationandQuality ImprovementProgram(EQuIP),will be deemedto havemet thisrequirement.
Considerationof otherthanACHS accreditationwill be conditionalon theContractingEntityalso
nndertakingto purchasereportingfacilities from theACHS enablingthe Hospitalto reportto boththe
ACHSandDVA againsttheACHS“AustralianHospital-WideIndicators”. WhereRehabilitation
and/orSub-andNon-acutecareis provided,additionalreportingis requiredagainsttheACHS
“RehabilitationMedicineIndicators”andtheACHS “Internal MedicineIndicators”.

PerformanceMonitoring

Responsibilityfor performancemonitoringrestswith theHospital , whichis to ensurethat:

a) systemsto monitorselectedclinical indicatorsarein placeandoperating;

b) Entitled Personsareseparatelyidentifiedin therelevantdatacollectionand
analysisie HCP data,complaints,dischargeplanning;and

c) results are reportedregnlarly to DVA in accordancewith clauseof this
Agreement.

Clinical Indicators (Applicable to all hospitals)

The Hospital will aim to achieve outcomes for the applicable clinical indicators based on whole of
hospitalpopulationas isrelevantto its casemixandlistedbelowthat arebetterthantheaverageresult
(rate ornumber)reportedby ACHS forthe correspondingperiodandwill reporton theresult in
accordancewith clause11.5:

a) patientfalls (HospitalWide IndicatorArea 5);

b) unplannedreadmission(HospitalWide Clinical IndicatorArea 2);
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Excerpt from Tier I (Private Hospitals) Agreement Template ATTACHMENT B

c) unplannedreturns to operatingroom (Hospital Wide Clinical Indicator

Area 3);

d) hospital-acquiredinfections(Infection Control IndicatorAreas1-6);

e) medication prescription and drug monitoring, including adverse drug
reactions (AdverseDrug ReactionsIndicator Areas1-2 andHospitalWide
Indicator Area 1); and

f) woundmanagement/pressureulcers(HospitalWideClinical IndicatorArea
4).

The specific indicatorsareidentifiedby numberin theDVA qualityreporttemplateandare
sourcedfrom the ACHS ClinicalUserManual2005.

Sub-acuteand Non-acuteCare Indicators

Additional Indicatorsapplicableto hospitalsthatprovideRehabilitationMedicineServices,and/or
Sub-andNon-acuteCare
ForEntitledPersons,theContractingEntity will aimto developoutcomesfor eachof the
RehabilitationMedicineIndicatorAreas 1 —4 thatarewithin the 95%confidenceinterval associated
with the averageresult(rate or number)reportedby ACHS for thecorrespondingperiod,andwill
reporton theresult in accordancewith clause:
The ContractingEntitywill monitorandreport to DVA on furthersub-acuteindicatorsin theareasof:

g) geriatriccare(InternalMedicine1 Area 4 - GeriatricMedicine1 and2); and

h) any Entitled Person Rehabilitation length ofstaygreaterthan35 days.

The specific indicators are identified by number in the DVAquality reporttemplateand are
sourced from the ACHSClinical User Manual 2005.

Continuity of Care

The Contracting Entity shall at all times in and about the provision of the Hospital Services promote
continuity of care through linkages with other health services and LMOs.
The Contracting Entity agrees to use best endeavours to incorporate the Australian Pharmaceutical
Advisory Council’s Guiding Principles To Achieve Continuity in Medication Management July 2005
into the Hospital’s quality regime and discharge planning processes.

DischargePlanning

The Hospital shall have in place for the term of the Agreement a comprehensive discharge planning
programconsistentwith ACHS Equipstandard“ContinuumofCareCriterion 1.4.1” to facilitatethe
effectivedischargefromhospitalof all EntitledPersons.Theprogramshall:

a) be basedon a multi-disciplinary approach,involving where appropriate,the
treatingdoctor,nursing and otherhospital staff, Local Medical Officer, allied
health providers and community support service providers;

b) ensure that each Entitled Person and all involved health care providers have a
documented discharge plan compiled with the assistance of the current version
of theDischargePlanningResourceKit (including the checklist)publishedby
DVAat httj://www.dva.gov.au/media/vublicat/2003/dj,rk/index.htm; and

c) have an effective strategy in place to ensurethe implementationof the
discharge plan, including involvement and written notification of the patient’s
carers and LMOprior to the discharge.

Onrequest, the Contracting Entity will make available to DVAa copy of its discharge planning
protocols, together with copies of all discharge policy, planning and procedural documentation.
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Excerpt from Tier I (Private Hospitals) Agreement Template ATTACHMENT B

Entitled PersonSatisfaction

The ContractingEntitywill establishandmaintainacomplaintshandlingmechanism,underwhich
EntitledPersonpatientcommentsaredocumented,addressed,retainedandreportedto DVA in
accordancewith clauseError! Referencesourcenot found. andthePayforPerformancecriteriain
clause7.4.

ThePartiesagreethat, fromtime to time,DVA will appointanindependentagencyto undertake
randomsurveysof EntitledPersons,carers,relatives,andreferringdoctorsor hospitalsto establishthe
level of satisfactionwith respectto quality, dignity,privacy,efficacy, andcommunicationassociated
with theHospitalServicesprovidedby the ContractingEntity.
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