Senate Standing Committee on Foreign Affairs, Defence and Trade

Budget supplementary estimates 2006–2007; November 2006

Answers to questions on notice from Department of Veterans' Affairs

Question 4

Outcome: Output 2.1
Topic: Gold Card Announcement
(Written Question on Notice)

Senator HURLEY asked

On September 4, just eight days before this announcement, the Department admitted that 388 specialists had written to the Department saying that they were no longer willing to provide services to veterans due to a lack of adequate funding.

· As a result of this announcement has this number now dropped?

· As of today how many specialists or other health care providers are there that are still not willing to provide services to veterans or war widows under the gold or white cards?

· Does the Department have an estimate of the number of additional health care providers that will become available to veterans because of this announcement? If yes what is it and on what was this estimate based?

Answer
All 15,000 specialists who treat veterans and the group of 388 who had written indicating their concern about fee levels have been sent a letter outlining the new fee arrangements.
Since the announcement, no correspondence has been received from providers indicating that they are unwilling to provide services to veterans or war widows under the gold or white cards.

Question 13

Outcome: Output 2.1

Topic: Repatriation Prescription Benefits Scheme (RPBS)

(Written Question on Notice)

Senator HURLEY asked

What is the cost/savings analysis of the co–payment for the Repatriation Prescription Benefit Scheme (RPBS) for each year since it came into being and especially for each of the past two financial years when Veterans were required to pay increased charges?

How many increases have occurred over the last ten years in the RPBS, what were they, when were they?

Answer
The PBS patient co-payments were introduced in 1991.

The arrangements for the RPBS are consistent with those of the Pharmaceutical Benefit Scheme (PBS) and the outcomes are also consistent. 

The following table is an approximation of the co-payment revenue and the Pharmaceutical Allowance payments for the specified financial years.  The allowance and the co-payment safety net effects are done on a family unit basis and this means that the calculations below are indicative.  The approximate nature of the data makes it difficult to provide figures prior to 2002.

	Year
	Average

Co–payment

$
	Prescription volume
	Receipts from

Co-payments

$M
	Pharmaceutical

Allowance

$M
	RPBS

Expenditure

$M

	2002-03
	3.65
	15 365 722
	37.5
	25.7
	417.3

	2003-04
	3.75
	15 631 510
	39.2
	25.3
	458.9

	2004-05
	4.20
	15 748 611
	44.3
	24.6
	474.1

	2005-06
	4.65
	15 178 886
	47.2
	23.9
	465.7


Over the last ten years the changes in the patient co-payment and Pharmaceutical Allowance were:

	Date
	PBS Concessional and RPBS 

patient co-payment

$
	Pharmaceutical allowance

$

	1/01/1996
	2.70
	2.70

	1/01/1997
	3.20
	2.70

	1/01/1998
	3.20
	2.70

	1/01/1999
	3.20
	2.70

	1/01/2000
	3.30
	2.70

	1/07/2000
	3.30
	2.80

	1/01/2001
	3.50
	2.90

	1/01/2002
	3.60
	2.90

	1/01/2003
	3.70
	2.90

	1/01/2004
	3.80
	2.90

	1/01/2005
	4.60
	2.90

	1/01/2006
	4.70
	2.90


Question 22

Outcome: Output 2.1

Topic: Health and Medical Research Grants Program

(Written Question on Notice)

Senator HURLEY asked

1. What is the rationale for phasing out this program?

2. For the last financial year what was the list of projects funded under this program?

3. How will future research proposals be considered?

4. Will the Department have any avenues in the future to consider uncommissioned research proposals?

Answer
1. DVA decided to concentrate on funding applied research projects that have a more direct and immediate benefit to the veteran community.

2. As the Health and Medical Research Grants program was phased out in 2004 there was not any funding allocated during the 2005-06 financial year.

3. Through the Health and Medical Applied Research Program, proposals are considered against the following criteria:

· demonstrated relevance to the DVA Strategic Research Directions;

· demonstrated relevance to the business of the portfolio;

· appropriateness of the proposed methodology;

· value for Money;

· relative merit in relation to other research proposals; and

· availability of funds.

4. The Health and Medical Applied Research Program allows uncommissioned research proposals, provided that they fall within scope of the alphabetically listed priority areas of:

· ageing including dementia;

· mental health;

· post deployment health issues;

· preventive health;

· quality use of medicines;

· rehabilitation;

· use of technology; and

· women’s health issues.

Question 23

Outcome: 2.1

Topic: Health Research into Psychosocial Functioning of Partners

(Written Question on Notice)

Senator HURLEY asked

1. What research projects that are currently examining the health (psychological and other) of partners of veterans are currently being undertaken?

2. What quantitative value is given by DVA to the carers of Veterans? (recognised and unrecognised carers)?

3. In regards to the research proposal by Gail MacDonnell and Nigel Marsh for research into the psychosocial functioning of Partners of Australian Combat Veterans;

· Why would a research proposal such as one like this be unsuccessful given that it would address major issues and broaden how we think of these problems,

· This proposal failed apparently due to other similar studies being conducted.  What are the “similar studies” already being conducted,

· In considering proposals given the wide ESO/Veteran support for this research, what weight is given to community support,

· Is the Department aware of any overseas research into this topic?  If yes, what is this research?

Answer
1.
None.  The Department has not conducted any health study on the health of partners of veterans.

2.
Whilst DVA acknowledges and supports the significant contribution made by carers to veterans, DVA has not examined the quantitative value of this role.

3.

· This proposal was unsuccessful as it did not meet the selection criteria as adequately as other proposals. All proposals were considered against stated Selection Criteria which were:

· demonstrated relevance to the DVA Strategic Research Directions;

· demonstrated relevance to the business of the portfolio;

· appropriateness of the proposed methodology;

· value for money;

· relative merit in relation to other research proposals; and

· availability of funds.

· This project was not funded as, following consideration against the Selection Criteria, it was considered that other projects had higher priority.  Further the Intergenerational Health Outcomes of Service in the Military study was considered to be more comprehensive as it will take into account other factors which may impact on the health of sons and daughters, such as the mother’s role, that of other family members and other environmental influences. 

· Known community interest may be taken into account in so far as it relates to the Selection Criteria for the Applied Health Research Program. 

· Yes. Some recent research includes:

Calhoun, P.S., J.C. Beckham, et al. (2002). "Caregiver burden and psychological distress in partners of veterans with chronic posttraumatic stress disorder." J Trauma Stress 15(3): 205–12.

Chrysos, E.S., C.T. Taft, et al. (2005). "Gender, partner violence, and perceived family functioning among a sample of Vietnam veterans." Violence Vict 20(5): 549–59.

Cozza, S.J., R.S. Chun, et al. (2005). "Military families and children during operation Iraqi freedom." Psychiatr Q 76(4): 371–8.

Creamer, M., P. Morris, et al. (1999). "Treatment outcome in Australian veterans with combat-related posttraumatic stress disorder: a cause for cautious optimism?" J Trauma Stress 12(4): 545–58.

Dansby, V.S. and R.P. Marinelli (1999). "Adolescent children of Vietnam combat veteran fathers: a population at risk." Journal of Adolescence 22(3): 329–40.

Davidson, A.C. and D.J. Mellor (2001). "The adjustment of children of Australian Vietnam veterans: is there evidence for the transgenerational transmission of the effects of war- related trauma?" Aust N Z J Psychiatry 35(3): 345–51.

del Valle, L.E. and J. Alvelo (1996). "Perception of post traumatic stress disorder symptoms by children of Puerto Rican Vietnam veterans. "P R Health Sci J 15(2): 101–6.

Dirkzwager, A.J., I. Bramsen, et al. (2005). "Secondary traumatization in partners and parents of Dutch peacekeeping soldiers." J Fam Psychol 19(2): 217–26.

Evans, L., T. McHugh, et al. (2003). "Chronic posttraumatic stress disorder and family functioning of Vietnam veterans and their partners." Aust N Z J Psychiatry 37(6): 765–72.

Figley, C.R. (2005). "Strangers at home: comment on Dirkzwager, Bramsen, Ader, and van der Ploeg (2005)." J Fam Psychol 19(2): 227–9.

Glenn, D.M., J.C. Beckham, et al. (2002). "Violence and hostility among families of Vietnam veterans with combat-related posttraumatic stress disorder." Violence Vict 17(4): 473–89.

Jensen, P.S., D. Grogan, et al. (1989). "Father absence: effects on child and maternal psychopathology." J Am Acad Child Adolesc Psychiatry 28(2): 171–5.

Jensen, P.S., S.N. Xenakis, et al. (1991). "The "military family syndrome" revisited: "by the numbers"." J Nerv Ment Dis 179(2): 102–7.

Jordan, B. K., C. R. Marmar, et al. (1992). "Problems in families of male Vietnam veterans with posttraumatic stress disorder." J Consult Clin Psychol 60(6): 916–26.

Le, T.N. and A. Johansson (2001). "Impact of chemical warfare with agent orange on women's reproductive lives in Vietnam: a pilot study." Reprod Health Matters 9(18): 156–64.

Lyons, M.A. (2001). "Living with post-traumatic stress disorder: the wives'/female partners' perspective." J Adv Nurs 34(1): 69–77.

Maconochie, N., P. Doyle, et al. (2003). "The study of reproductive outcome and the health of offspring of UK veterans of the Gulf war: methods and description of the study population." BMC Public Health 3:4.

Merrill, L.L., C.E. Newell, et al. (1999). "Childhood abuse and sexual revictimization in a female Navy recruit sample." J Trauma Stress 12(2):

211-25.

Michalek, J.E., A.J. Rahe, et al. (1998). "Paternal dioxin, preterm birth, intrauterine growth retardation, and infant death." Epidemiology 9(2): 161–7.

Motta, R.W., J.M. Joseph, et al. (1997). "Secondary trauma: assessing inter-generational transmission of war experiences with a modified Stroop procedure." J Clin Psychol 53(8): 895–903.

Peach, H.G. (2005). "Further support for the families of Australia's war veterans requires a broad research strategy." Med J Aust 183(3): 147–50.

Rosen, L.N., M.W. Bain, et al. (1992). "Health problems among Army children." Mil Med 157(2): 85–8.

Rosenheck, R. (1986). "Impact of posttraumatic stress disorder of World War II on the next generation." J Nerv Ment Dis 174(6): 319-27.

Rosenheck, R. and A. Fontana (1998). "Transgenerational effects of abusive violence on the children of Vietnam combat veterans." J Trauma Stress 11(4): 731–42.

Ruscio, A.M., F.W. Weathers, et al. (2002). "Male war-zone veterans' perceived relationships with their children: the importance of emotional numbing." J Trauma Stress 15(5): 351–7.

Ryan-Wenger, N.A. (2002). "Impact of the threat of war on children in military families." J Pediatr Health Care 16(5): 245–52.
Sherman, M.D., F. Sautter, et al. (2005). "Mental Health Needs of Cohabiting Partners of Vietnam Veterans With Combat-Related PTSD." Psychiatr Serv 56(9): 1150–2.

Steinhausen, H.C., E. Edinsel, et al. (1990). "Child psychiatric disorders and family dysfunction in migrant workers' and military families." Eur Arch Psychiatry Neurol Sci 239(4): 257–62.

Wen, W.Q., X.O. Shu, et al. (2000). "Paternal military service and risk for childhood leukemia in offspring." Am J Epidemiol 151(3): 231–40.

Westerink, J. and L. Giarratano (1999). "The impact of posttraumatic stress disorder on partners and children of Australian Vietnam veterans." Aust N Z J Psychiatry 33(6): 841–7.

Zeff, K.N., S.J. Lewis, et al. (1997). "Military family adaptation to United Nations Operations in Somalia." Mil Med 162(6): 384–7.

Question 26

Outcome: Output 2.1
Topic: Vietnam Veterans’ Cancer Incidence and Mortality Study
(Written Question on Notice)

Senator HURLEY asked

1. Did the Centre for Veterans and Military Health work on this report?
2. If so in what capacity?

3. How much did the studies cost?

4. Why did these studies not investigate the morbidity of Vietnam Veterans?

Answer
1. No.

2. Not applicable.

3. The studies cost $428 000.
4. These studies did not investigate the morbidity of Vietnam Veterans as the terms of reference were to conduct a mortality and cancer incidence study.  A morbidity study had been completed in 2001.

Question 31

Outcome: Output 2.1
Topic: Health Care of War Widows
(Written Question on Notice)

Senator HURLEY asked

Can we have a detailed breakdown of the expenditure line items by age cohorts of war widows with gold cards?
Can we have this expenditure separated into public and private expenditure?

Answer

The following table details the breakdown of the expenditure line items for the 2005/06 financial year by age cohorts of war widows with gold cards.

	Treatment Service Category 
	Age Group 


	Number of War  Widows  *
	Total (Paid Amount) **

$

	Allied Health

 

 

 

 

 

 

 

 

 

 

 

  
	30–34
	6
	5,026.85

	
	35–39
	32
	23,597.45

	
	40–44
	73
	70,745.77

	
	45–49
	175
	172,055.12

	
	50–54
	442
	416,964.61

	
	55–59
	1,030
	1,001,197.67

	
	60–64
	1,390
	1,403,075.35

	
	65–69
	2,300
	2,129,008.53

	
	70–74
	5,311
	4,952,937.41

	
	75–79
	19,137
	16,892,368.22

	
	80–84
	33,371
	28,331,324.89

	
	85–89
	21,987
	18,061,609.69

	
	90–94
	7,553
	5,608,646.09

	
	95–99
	1,335
	833,339.30

	
	100 +
	147
	84,713.04

	Total Allied Health
	 94,289
	79,986,609.99

	Community Nursing


	Under 50
	4
	16,025.32

	
	50–54
	6
	4,524.17

	
	55–59
	27
	54,089.53

	
	60–64
	43
	67,225.40

	
	65–69
	125
	255,037.98

	
	70–74
	421
	892,310.86

	
	75–79
	2,035
	4,642,922.68

	
	80–84
	5,085
	12,700,894.75

	
	85–89
	4,421
	11,826,009.12

	
	90–94
	1,918
	5,757,280.85

	
	95–99
	336
	1,039,087.80

	
	100+
	45
	189,809.80

	Total Community Nursing
	 14,466
	37,445,218.26

	Medical


	Under 35
	9
	4,425.50

	
	35–39
	45
	47,509.05

	
	40–44
	90
	80,119.27

	
	45–49
	233
	218,190.52

	
	50–54
	577
	642,739.54

	
	55–59
	1,283
	1,883,328.11

	
	60–64
	1,703
	2,907,688.65

	
	65–69
	2,849
	5,433,152.59

	
	70–74
	6,478
	14,800,533.79

	
	75–79
	23,091
	57,336,992.94

	
	80–84
	40,193
	103,336,974.69

	
	85–89
	26,913
	67,027,532.83

	
	90–94
	9,719
	21,643,946.42

	
	95–99
	1,923
	3,641,689.85

	
	100+
	270
	410,867.48

	Total Medical
	 115,376
	279,415,691.23

	Other 
	Under 40
	7
	625.60

	 
	40–44
	10
	1,159.05

	 
	45–49
	19
	1,478.60

	 
	50–54
	69
	7,720.95

	 
	55–59
	152
	15,403.02

	 
	60–64
	195
	20,858.58

	 
	65–69
	348
	36,858.22

	 
	70–74
	905
	90,803.21

	 
	75–79
	3,749
	325,282.84

	 
	80–84
	7,700
	654,231.46

	 
	85–89
	6,143
	546,075.02

	 
	90–94
	2,386
	218,492.19

	 
	95–99
	441
	48,684.25

	
	100+
	45
	4,413.13

	Total Other 
	 22,169
	1,972,086.12

	Pharmacy


	Under 35
	10
	473.24

	
	35–39
	39
	6,607.94

	
	40–44
	76
	28,341.71

	
	45–49
	204
	96,391.05

	
	50–54
	542
	381,231.40

	
	55–59
	1,200
	1,002,583.99

	
	60–64
	1,619
	1,893,943.76

	
	65–69
	2,678
	3,322,823.30

	
	70–74
	6,177
	8,693,707.54

	
	75–79
	22,234
	33,157,391.77

	
	80–84
	38,941
	59,457,216.77

	
	85–89
	26,256
	39,136,337.88

	
	90–94
	9,500
	12,895,067.60

	
	95–99
	1,881
	2,096,700.86

	
	100+
	257
	219,585.59

	Total Pharmacy
	111,614
	162,388,404.40

	 Private Hospitals

 

 

 

 

 

 

 

 

 

 

  
	35–39
	12
	41,062.96

	
	40–44
	21
	76,592.63

	
	45–49
	32
	55,548.88

	
	50–54
	107
	470,617.96

	
	55–59
	295
	1,518,619.00

	
	60–64
	450
	2,365,073.63

	
	65–69
	784
	4,960,499.55

	
	70–74
	2,115
	13,885,055.24

	
	75–79
	7,960
	58,540,438.35

	
	80–84
	14,101
	107,208,708.82

	
	85–89
	8,967
	77,077,939.75

	
	90–94
	2,923
	26,408,844.40

	
	95–99
	484
	4,265,821.73

	
	100+
	52
	442,809.53

	Total Private Hospitals 
	38,303
	297,317,632.43

	Veterans’ Home Care

 
	40–44
	4
	4,373.66 

	
	45–49
	6
	13,753.05 

	
	50–54
	20
	15,201.51 

	
	55–59
	77
	75,972.41 

	
	60–64
	129
	112,819.95 

	
	65–69
	381
	363,201.66 

	
	70–74
	1,332
	1,345,999.42 

	
	75–79
	6,451
	6,659,036.70 

	
	80–84
	14,016
	15,241,002.53 

	
	85–89
	9,538
	11,040,775.10 

	
	90–94
	2,854
	3,745,764.56 

	
	95–99
	404
	611,400.60 

	
	100+
	38
	75,217.27

	Total Veterans Home Care
	 

35,250
	39,304,518.42

	Public Hospitals
	Under 55
	177
	625,109

	
	55–59
	160
	688,990

	
	60–64
	393
	1,338,157

	
	65–69
	1,401
	3,227,084

	
	70–74
	3,184
	11,001,123

	
	75–79
	10,909
	41,060,930

	
	80–84
	16,642
	81,086,857

	
	85–89
	10,453
	59,392,345

	
	90–94
	4,126
	23,641,115

	
	95–99
	719
	4,818,144

	
	100+
	40
	190,405

	Total Public Hospitals
	 48,204
	227,070,259

	Total Health 
	Under 35
	26
	10,007.29

	Expenditure
	35–39
	134
	119,321.30

	per age cohort (includes
	40–44
	276
	275,243.79

	public and private
	45–49
	671
	559,530.84

	hospital expenditure)
	50–54
	1,940
	2,564,109.14

	
	55–59
	4,224
	6,240,183.73

	
	60–64
	5,922
	10,108,842.32

	
	65–69
	10,866
	19,727,665.83

	
	70–74
	25,923
	55,662,470.47

	
	75–79
	95,566
	218,615,363.50

	
	80–84
	170,049
	408,017,210.91

	
	85–89
	114,678
	284,108,624.39

	
	90–94
	40,979
	99,919,157.11

	
	95–99
	7,523
	17,354,868.39

	
	100+
	894
	1,617,820.84

	TOTAL EXPENDITURE
	 479,671
	1,124,900,419.85


* The number of war widows does not reflect the number of war widows alive at any point of time during 2005–2006. Accounts paid in the 2005–2006 financial year include accounts in respect of services provided to war widows who died.  

** These expenditure figures are incomplete as not all accounts will have been received or reconciled. In addition, they do not include payments attributable to residential aged care facilities, the Rehabilitation Appliances Program, Vietnam Veterans’ Counselling Service, health related transport or non-specific funding, which cannot be directly attributed to an individual.

Question 33

Outcome: Output 2.1
Topic: DVA Eclipse software
(Written Question on Notice)

Senator HURLEY asked

1. Are you aware of the requirement of the DVA/Medicare online CA5.6 Eclipse software?

2. Does DVA/Medicare CA5.6 specifically require information describing the actual reasons for medical consultations to be completed and sent to DVA before a doctor or medical centre can use the online claiming facility?
3. Is it possible to transmit any claim via DVA/Medicare online CA5.6 Eclipse enabled software unless most or all text fields are filled in?
4. Could the reasons for medical consultations include information like PAP smear, Hemorrhoids treatment, Sexually transmitted diseases and AIDS be transmitted in the text fields required by CA5.6?

5. Is there a provision in the software which allows the information required by Gold Card holders and White Card holders to be differentiated?

6. What information does the Department require to process these bills for

a) White Card Holders?

b) Gold Card Holders?

7. Is it true that many doctors using the DVA/Medicare online CA5.6 Eclipse software may not be aware of this issue and are still completing the text field demanded?
8. Can the Department confirm that the information required for all DVA clients is significantly more than is required for all other Australians?
9. How many GPs have raised concerns about this system?

10. What were these concerns and when did they raise these concerns?

11. When did the Local Medical Officer Advisory Committee meet in regards to this issue?

12. When was the decision made to revise the information requirements?

13. Isn’t this decision an admission that there has been a failure on behalf of the Department in its implementation of this system?  

14. Why these information requirements weren’t reviewed prior to the introduction and design of the Eclipse system under the Ministers apparently strict provisions protecting privacy?

15. Was there any consultation with the LMOAC prior to the system’s implementation?

· If yes were any concerns raised at this time?

16. Was there any consultation with medical groups including the AMA prior to the introduction of this system?

· If yes were any concerns raised at this time?

17. What was the cost of implementing the Eclipse system, including design costs, in October 2005?
18. What is the cost of providing the update to the system that took place on 1 November 2006? 

19. Are there any further updates that will be required to the system in relation to privacy concerns? What is the proposed cost of any further updates?

Answer

1. Yes.
2. For White Card holders, DVA has always sought information on veterans’ medical conditions to ensure payment is being made for disabilities accepted for treatment by the relevant Commission. The initial release of DVA/Medicare CA5.6 mistakenly required this information for Gold Card holders but a work around has now been put in place for CA5.6.

3. There are a number of text fields in the DVA Paperless function of the CA5.6 software. Some are mandatory. Others are conditional and are required to be filled in under certain conditions, while others are optional.

4. The reasons for medical consultation are only expected to be supplied if the veteran is a White Card holder. The reasons would also be expected to be supplied on the paper voucher if the provider was to claim manually and the veteran was a White Card holder. The conditions stated would need to be related to the White Card holder’s accepted disability.

5. Yes.

6. a) For White Card holders providers are require to supply the details of the veterans medical condition, in addition to the servicing provider number, the date of service, the item number of the service provided, the veterans identifying details and any other information related to the claim i.e. if the service was provided in an Aged Care facility, or in the veterans home, or if the provider had to travel to provide the service they can claim for the number of kilometres they had to travel. The information supplied will vary depending on the service provided, where it took place or if it needed referral details or other special considerations. 

6.
b) For Gold Card holders DVA accept responsibility for all treatment costs therefore details of the veterans medical condition is not required and a workaround has been put in place for the software. All other details in the claim would vary in the same manner as they do for White Card holders.

7. DVA is not aware of any providers that are supplying the details of the medical condition treated for Gold Card holders. As stated previously, for White Card holders, providers are required to supply the details of the veterans medical condition. All LMOs have contractual obligations to report this information to DVA for White Card holders and they are aware of their obligations to do so.
8. DVA can confirm that there are more data requirements for DVA claiming than requirements for all other Australians. The legislation governing DVA is different from the legislation governing Medicare. 

9. DVA has received only one letter in relation to the CA5.6 and this was from a practice that did not use the DVA function.

10. There were some initial concerns about the privacy of the information required to be provided in the electronic claiming. Once it was highlighted that the same information is currently required to be supplied on the paper vouchers to DVA these concerns subsided.  Providers are responsible for the protection of their patients privacy and who they disclose the patient information to, and they take this responsibility seriously. A letter to allay concerns around privacy was sent to LMOs on 19 June 2006. This letter referenced the legislation by which DVA is bound and provided links to the LMO Notes under which providers are contracted.
Other concerns were:

· the volume of data that was required—as all information previously supplied on the paper vouchers was now required to be included in the electronic message it appeared to be a substantial difference, 

· the need to fill in some of the text fields.

These issues were discussed at the LMOAC whose membership includes AMA representation on 8 September 2006.

11. The LMOAC meeting on 8 September 2006 discussed the above issues.

12. As soon as DVA was aware there were technical issues with the software it undertook to address the concerns and issues and determine a way forward.  It was the software vendors that assisted in identifying the technical issues. The initial workarounds were advised to software vendors on 28 July 2006. Concerns from the providers were initially raised with DVA in August 2006.  

13. No. All new major systems releases are affected by technical limitations which don’t necessarily become evident until full scale operation.

14. The information requirements were reviewed and there are no privacy issues with the claim data. In addition, the claim data is protected by PKI encryption during transmission and both Medicare Australia and DVA have appropriate privacy and security arrangements in their respective organisations to uphold a veterans privacy.

15. The LMOAC was not consulted prior to the systems implementation as the changes being made were system changes. There were no changes made to the information being collected it was simply in a different format, i.e. electronic.

16. The AMA was not consulted prior to the introduction of the system as the changes being made were system changes. There were no changes made to the information being collected it was simply in a different format, i.e. electronic.

17. The initial HIC Online DVA development took place in December 2002, DVA paid approximately $1.5 million for the development. No additional monies were paid to Medicare Australia by DVA for the 2005 development of the CA5.6 product. 

18. No cost.
19. There are no updates planned in relation to privacy concerns.  
Question 40

Outcome: Outputs 2.1 & 2.2

Topic: Younger Veterans’ Taskforce

(Written Question on Notice)

Senator HURLEY asked

Has the taskforce finalised its inquiry?

If yes what were its major findings?

Was a report produced, if so can we have a copy?

Answer
The Taskforce has no formal reporting timetable. Its role will be ongoing until such time as all issues are highlighted and effective responses by various areas of the Department are identified and progressed. Many initiatives to the issues raised are in progress.

No report has been produced.
Question 42
Outcome: Output 2.1 & 2.2

Topic: Health and Lifestyle Review

(Written Question on Notice)

Senator HURLEY asked

What were the findings of the review?

Did the review prepare any reports?

If yes can we have a copy of these reports?

Answer

While a broader review of health and lifestyle programs has not yet been conducted, a Heart Health Program review was conducted in 2003–04. This review was not published.

The review reported that the major outcomes of the Program were:
1.
improved heart health functioning;

2.
increased level of social interaction; and

3.
sustainable lifestyle improvements associated with maintaining the Heart Health Program regimes.

Improved self–esteem and life participation can also be inferred from the qualitative data and improved mental health scores.

The ongoing Heart Health program evaluation is continuing. As Heart Health Programs run for a 12 month period the findings of this evaluation will not be available until June 2007.

Question 47
Outcome: Output 2.1
Topic: ECLIPSE
(Hurley/Hansard Proof, 1 November 2006, p.117)

Senator HURLEY asked

Would you be able to give me copies of what the paper claim used to require and what the electronic form requires?

Answer

Yes. Medicare Australia has undertaken a mapping exercise to identify the relationship between the paper vouchers and the electronic message.

A copy of the paper claim form and the fields from the ‘On Line Form’ is attached. 

[Also available in electronic format on the Committee's estimates website.]

Question 50

Outcome: Output 2.1

Topic: Gold Card and White Card Health Care Programs

(Hurley/Hansard Proof, 1 November 2006, p.127)

Senator HURLEY asked

Outline a history of the increases in fees for providers treating veterans over the last 10 years, including the dates when the increases were announced.

Hansard Extract – (Mr Sullivan:  We will give you the budget announcements for as long as we can go back).

Answer
Year

Initiative
1997–98
Increase in anaesthetists fees

2003–04
Budget Announcement—Introduction of Veterans Access Payment (VAP) for LMOs

2004–05
Budget Announcement—Increase in Veterans Access Payment (VAP) for LMOs

LMO Fee Increase



Specialist Fee Increase

2005–06
Anaesthetist Fee Increase



Dental Fee Increase



Allied Health Fee Increase

2006–07
Maintaining the Integrity of the Gold Card

Links to the media releases for all increases since 2003 are:

12 September 2006—$600M Package to further boost veterans' health care

http://minister.dva.gov.au/media_releases/2006/09_sep/va093.htm
9 May 2006—Budget acknowledges the past and prepares for the future

http://minister.dva.gov.au/media_releases/2006/05_may/budget_mr1.htm
10 May 2005—Budget delivers on veterans' services

http://minister.dva.gov.au/media_releases/2005/05_may/va037.htm
10 May 2005—Budget strengthens veterans' health services

http://minister.dva.gov.au/media_releases/2005/05_may/va038.htm
23 December 2004—Positive start to 2005 for veteran community

http://minister.dva.gov.au/media_releases/2004/12_dec/va094.htm
11 May 2004—Improved care for veterans'

http://minister.dva.gov.au/media_releases/2004/05_may/va039.htm
11 May 2004—Veterans' continue to benefit under Howard Government

http://minister.dva.gov.au/media_releases/2004/05_may/va038.htm
28 April 2003—Government delivers certainty for veterans' health

http://minister.dva.gov.au/media_releases/2003/04_apr/va039.htm
Question 51
Outcome: Output 2.1
Topic: Community Nursing Services Tender
(Hurley/Hansard Proof, 1 November 2006, p.128)

Senator HURLEY asked

Has the Department received any complaints with regard to the service delivery of community nursing providers following the tender?

If there is only a small number can you please provided details of the States/Territories in which these providers are located?

Answer

The Department has received a small number of complaints with regard to the service delivery of community nursing providers following the tender.

The complaints were received in the following States over the period
1 May 2006 – 7 December 2006:
New South Wales – one
A veteran complained that he was assessed as not requiring nursing care, only domestic assistance and respite.  DVA confirmed the validity of the assessment.  

Victoria – four
Following the receipt of four complaints, generated by the unfamiliarity of new nursing staff with veterans’ pre-existing routines, the providers have taken steps to resolve the issues. 

Tasmania – two
One complaint was received about the disruption to a veteran’s daily routine caused by a change to a new provider; the provider undertook to discuss and resolve the matter with the patient.

In the second complaint, the veteran, while satisfied with his care, was concerned that it was not delivered by a Registered Nurse. DVA established that this was satisfactory as the care was provided by a specialised health care worker under the supervision of a Registered Nurse.

Queensland – four
Providers moved to resolve issues raised in four complaints. All are of a similar nature and generated by the unfamiliarity of new nursing staff with veterans’ pre-existing routines.  

South Australia – four
Four complaints received about a contracted nursing provider which underwent a major re-structure resulting in disruptions to patients’ normal regimes, all of which were satisfactorily resolved. 

West Australia – five

Four complaints were received regarding a provider’s irregular arrival times and uncoordinated service delivery, all were resolved. 

Another complaint concerned medication administration difficulties with a different provider which was resolved.
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