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PREFACE

This policy history of the Veterans Independence Program, Canada s national home care
strategy for veterans, isbased primarily on an exploration of 85 linear feet of archiva
records pertaining to the program’ s origins and subsequent devel opment over the past
quarter century, a collection currently housed at Veterans Affairs headquartersin
Charlottetown PEI. The archival research was supplemented by interviews with 25
individuals who played important roles in the program’ s history as policy-makers,
administrators, district counselors, external advisors, or representatives of veterans
organizations. During the summer of 2003 Veterans Affairs provided me with wide
access to the rich body of correspondence, policy memoranda, reports, background
studies, and minutes of meetings which constitute the historical record of the VIP.
Department officials and others involved with the program were also generous with their
time in granting me interviews to discuss their recollections of formative momentsin its
evolution. | am particularly grateful to Darragh Mogan, previously Director-General of
Health Services for Veterans Affairs, and David Pedlar, Director of Research for the
department, for their commitment to the writing of a history of the VIP, to the assistance
of Stephanie Larter in the department’s Records Centre, to Michael Zinck and Mary Scott
of its Research Directorate, to Johanne Nault, formerly of Veterans Affairs Canada, and
to Peter Neary for his advice and encouragement.

The importance of devising effective home care strategies for arapidly aging

Canadian population has never been more apparent or more widely discussed. Almost



twenty-five years ago Veterans Affairs Canada began the task of ensuring that aging
veterans could live in comfort, security, and dignity in their own homes for aslong as
possible as an dternative to ingtitutionalization. Exploring the significance of that journey

is the purpose of this study.
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INTRODUCTION

‘By the end of the first decade of the twenty-first century, Canada as a whole will
face the same pressure for a diversity of age-related support services now faced by
Veterans Affairs. Departmental experience in this area could form the basis for
preparing age-related health and social services for all Canadians.’

-- Veterans Services Headquarters Management Review,

Aging Veterans Program - Extension, 15 June 1984

In recent years the cost of caring for an aging society has risen to the top of the Canadian
political agenda at both the federal and provincial level. Ballooning health budgets,
overcrowded emergency rooms, lengthy waiting lists for institutional care and the
patchwork nature of home care are regular staples of media coverage of Canada s health
care landscape. These same issues aso loom large in the recent Romanow Report,

Building on Values. the Future of Health Care in Canada, commissioned by the federd

government. Although the causes of a perceived ‘crisis' in health care are complex, the
relationship between population aging and rising health care expenditure is an ongoing and
often ‘alarmist’ feature of current policy and media debate. Increasingly, it has aso driven
discussions around the need for a national home care strategy as a more cost effective
aternative to the potentially crippling burden of institutional care, over the next three
decades, for Canada’ s burgeoning population of seniors.

A quarter of a century ago the Department of Veterans Affairs confronted similar

concerns as it faced the demographic consequences of its aging population of First and



Second World War veterans and veterans of the Korean War. By the end of the First
World War the Government of Canada had created a network of fifty hospitals and
sanitoriato provide 10,754 beds for veterans across the country. By the 1960s the
number of veterans hospitals had shrunk to eleven with atotal capacity of 6871 beds.
Faced with an aging population of increasingly indigent and elderly First World War
patients, and growing difficulties in attracting doctors and nurses to work in what were
becoming ‘rest homes with obsolescent facilities' the Department of Veterans Affairs
decided to get out of the hospital business atogether. Over the course of the 1970s 10 of
its 11 veterans hospitals were turned over to the provincesin return for agreements
guaranteeing space in provincial facilities for Canadian veterans requiring institutional bed
care.

Although with the exception of St. Anne’sin Montreal the department was no
longer running hospitals or, more accurately, long-term care facilities itself, it still faced a
substantial and ill-defined financial commitment to the much larger cohort of amillion
Second World War veterans, with an older age profile compared to the general
population, who were now entering their retirement years. Through a gradual series of
regulatory changes in veterans treatment benefits stretching from 1928 to 1966, veterans
serving overseas in time of war gained the right to institutional bed care, financed by
Veterans Affairs, in along-term care facility. Out of the imperatives of this moral and
fiscal commitment emerged a remarkable social policy experiment: Canada s first and to
date only national home care initiative, the Veterans Independence Program. Launched in
April 1981 as the Aging Veterans Program - the ‘VIP', asit was renamed in 1986, has

become one of Canada’ s least known but most successful examples of community-based



home care as an alternative to ingtitutionaizing the elderly.

The purpose of this historical policy review of the VIP istwofold. First, the story
of the program’ s origins, evolution, and pioneering work on behalf of elderly veteransis
an important chapter in the still underdevel oped history of Canada’ s response to an aging
society in last quarter of the twentieth century. Aswill be shown in the pages to follow,
through the Veterans Independence Program, the Department of Veterans Affairs
anticipated the needs of an aging population and developed coherent, effective, and
cooperative policy models for the delivery of community-based home care, abeit for a
select clientele, from one end of the country to another long before debates around the
need for a national home care strategy emerged in force during the 1990s. The VIP, asan
earlier in-house evaluation argued, was ‘ one of the few programsin Canadato fully
experience the demographic aging of its clientele before [similar] impacts [were] felt at the
national level.” It was also one of the first to embrace gerontological perspectives on the
aternatives to ingtitutionalization as well as the needs of caregivers. Its history thus
provides a remarkable success story which deserves a wider audience as Canada as a
whole now confronts similar challenges posed by arapidly aging population over the next
three decades. Second, asthe VIP approaches its first quarter century and the numbers of
its principal clientele of Second World War veterans have begun to shrink, it istimely to
look back on the key decisions, turning points, and significant debates within the
program'’s history to discover what can be learned from a policy cycle which saw its
caseload grow from 300 to more than 87,000 veterans over its first decade before entering
into a period of gradual decline in the 1990s.

Finally, the story of the VIP is also part of amajor cultural and policy transition



within the Department of Veterans Affairs itself which has moved increasingly away from
a heavily benefit-driven or pension focus to a more client-centred and needs-based
approach to serving veterans and their families. As historian Julian Zelizer argues, ‘ by
showing specific links between the past and present, [policy history] can provide
policymakers with strategies for success. Explanations of how conditions stifled or
supported previous initiatives can be instructive to those who design new programs.’ It is
to be hoped that, along similar lines, this policy history of the VIP sfirst quarter century
will prove instructive to decision-makers within Veterans Affairs as the department once

again charts a course for dealing with the needs of a changing clientele in the 21% century.



Chapter 1

ORIGINS OF THE AGING VETERANS PROGRAM

In the late autumn of 1957 Dr. E.B. Convery, Adviser in Geriatrics for the Department of
Veterans Affairs penned a‘ Charter for our Aged Veterans which he forwarded to senior
officials within the department. ‘ The time has come to develop a concentrated,
coordinated programme to deal with the many facets of the problem of the ageing veteran
(citizen),” Convery argued. By doing so the department could utilize its * preferred
position’ to take the lead in Canadian gerontological research and policy development. It
had hospitals, doctors, nurses, psychiatrists, and social workers, ‘the very core of
professiona staff that could, in team work, point to a better understanding...and a
thoroughly practical approach to the Ageing veteran (citizen) problem.” Moreover, its
clientele faced a host of ‘ gerontological problems’ including age discrimination, an
extremely scarce supply of suitable homes ‘which elderly people can afford’; mounting
incidence of chronic and degenerative diseases that were ‘ block[ing] beds in the hospitals
and creating an ‘alarming increase in the institutionalized aged’, and a growing need for
rehabilitation services due to the *physical and emotional disabilities affecting an increasing
number of older people.” Convery called upon the department to launch a program for
aging veterans that would include day care in its hospitals, meals on wheels, rural home
care, socia and welfare visiting, regular health examinations, and close cooperation with
the Legion and other veterans and senior citizens organizations in order to develop
recreational and educational programs for Canada’ s aging vets. Such a‘ Charter’ that built

upon the ‘ experience we have gained,” he argued, ‘would be an added inspiration to the



whole field of Gerontology throughout the country.’

Convery’ s vision was premature by almost a quarter of a century. But it
remarkably foreshadowed many of the core ideas and initiatives which would ultimately
inform the Aging Veterans Program launched in April 1981. The more immediate
influences on the origins of the AV P, however, are to be found not in Convery’s memo
but in the pioneering work of Dr. Jack MacDonell, one of the ‘founders of geriatric
medicine in Canada . In 1967 MacDonell started a geriatric ‘day hospital’ for aging
veterans and their caregivers, the first of its kind in Canada, at Deer Lodge, the veterans
hospital in Winnipeg where he was head of geriatrics, and his wife Asa, also a physician,
was the assistant administrator. Prior to joining the medical staff at Deer Lodge
MacDonell had traveled throughout Europe in 1960, with the aid of a fellowship from a
Winnipeg women'’s group which, as he recalled, ‘allowed meto visit geriatric unitsin the
United Kingdom, Holland, Belgium, and Denmark where the organized care of the elderly
was ten years or so ahead of North America.’ During histime in the U.K. MacDonell met
Ferguson Anderson, Marjorie Warrens and Lionel Cozins, giants of British geriatricsin
the post Second World War era. Anderson and Warren made a particularly strong impact
on the young visiting physician from Canada. Their experience working as physiciansin
British Poor Law hospitals, amidst the degradation and misery of the indigent bed-ridden
elderly, convinced them to develop a system of ‘home assessments' so that the health and
socia conditions of the aged, which often resulted in their unnecessary institutionalization,
could be seen in abroad social context. Anderson’s starting principle for geriatric
medicine was that ‘ older people are happier and healthier in their own homesiif they are fit

enough to be there and so desire.” He also stressed the importance of a team-based



approach to care for the elderly which involved ‘the close collaboration of medical doctors
and other professionals such as socia workers and chiropodists.’” Bad feet, severe
constipation or impacted ear wax - conditions all easily treatable at home - could
frequently lead to misdiagnosis and unnecessary institutionalization of the aged. Home
assessments could reveal the roots of such conditions as well as determine the capacity of
family membersto provide care.

The importance of both home-based assessments and multi-disciplinary team-based
care were critical insights MacDonell brought back with him to Winnipeg. Before joining
Deer Lodge as head of geriatric medicine in 1967, he experimented with these ideas at
Municipa Hospitd, initially a Winnipeg TB and polio treatment facility which, by the early
1960s, had transformed itself into mainly a chronic care hospital for the elderly once
medical breakthroughs such as Salk vaccine and antibiotics had progressively eliminated
the numbers of patients suffering from polio and TB. The treatment and discharge of
patients with these diseases had aways involved close consultations with family members
concerning conditions for care in the home. At Municipal Hospital MacDonell began to

develop asimilar strategy for discharging the elderly.

Then came the matter of sending them back home. Who was there? How capable
were they to look after the elderly client? We had to interview family and look at
the entire home environment. Were there stairs up to the front door? How easy
was it to get to the bathroom? Do they have to climb stairs to get to bed? Could
they dress themselves? Were they continent? Could there be continence training?

When we went through that program and thought they were ready to go home,



we d be in contact with family al along, and then we' d say ‘we would like to have
atria discharge, for maybe two weeks or a month, and see how things go.” And
then we'd call on the VON to drop in at regular intervals... That was the basis of
the program. And in a surprising number of casesit was possible to reduce the

demand on long-term beds by at |east 60 per cent.

Once he started work at Deer Lodge, MacDonell with the help of hiswife Asa,
launched a similar but far more ambitious program targeted at the hospital’ s aging veteran
population. His first task was to create an assessment unit to discover who among the
long-term care patients could be sent back to their homes. An empty ward was equipped
with beds with sawed-down legs which could alow elderly patients easier accessto
getting in and out of bed and to bathrooms by themselves as part of a new program of
continence training. He also began to feed patients, wherever possible, at shared tables
rather in their beds, something which ‘ caused quite aruckus.” MacDonell established
multidisciplinary patient assessment teams, the first of their kind in Canada, composed of
an occupational therapist, a physiotherapist, a pharmacist, a nurse, a doctor, and a social
worker or Veterans Affairs welfare officer as well as one or two non-professional hospital
staff members, who often knew the veterans best. * So it was a program...We' d have team
meetings on every patient....At these team meetings each one of these team members had
examined the patient or gone to their home....And then from this assessment ward they
were streamed either to long-term care or to home, with or without support.” In another
innovation, some were streamed to visit the new geriatric Day Hospital MacDonell had

established at Deer Lodge.



They didn’t come in every day. They came sometimes twice aweek or three times
aweek. They got a hot meal ... They were assessed medically to see how they were
getting along. They socialized. And thisis what we found too, that many of them

were quite lonely, and so a recreational system was set up at the day hospital.

Once the Day Hospital up and running MacDonell then launched his fourth
initiative, borrowed from his experiences with Ferguson Anderson and Lionel Cozinsin
England: a readmission program to provide respite care for the veterans wives. ‘| don’t
think the readmission program would have been started had we realized that the women
needed so much support,” Asa MacDonell recalled. ‘What the team found was that the
wife...could stand it maybe for two months. And then she needed rest, so we'd bring them
in, to give the wife arest and aso for usto have the chance to reassess the patient.” The
biggest obstacle was convincing women, whose husbands had often lived in Deer Lodge

for years, to take them back home.

They were skeptical To get the first few patients back home we promised that if
something happened we' d take them back. After the program started...our phone
rang literally day and night for two solid weeks. About 2:00 o’ clock some poor
wife, you know, saying ‘I can’'t do this, | can’t control it. You got to take him
back.” And invariably we'd pick him up in an ambulance and ‘whish’ he was in the
hospital. Well then word got around that * hey they really believe in what they’re

doing. They really will help us.” So the program was a success....But if we hadn’t



said, ‘yes, that’s fine, we'll pick him up,” and create some trust in the system, it

wouldn’t have gone far.

When wives reported difficulty in lifting their husbands in and out of the bath, Deer
Lodge either paid for VON nurses to go into the home or brought the men into the Day
Hospital twice aweek to have baths. MacDonell’ s staff aso assessed the physical layout
of the veteran's home, before he was sent back. ‘Isit on one floor or two floors. How are
the kitchen facilities? How far is the bathroom? If they were not convenient we would see
what we could do to make that patient more mobile and able to cope. If that wasn’t within
the realm of possibility, we would ask, ‘how can we alter the physical setup in the home in
order to make it compatible with day by day care? A wheelchair pool was established
which could be accessed by families so that the veterans could be moved about more
easily. The MacDonells also created a system of social transportation to get the veterans

to and from the Day Hospital.

We had two ambulances and at least five cars...and we used to use taxis if things
got too busy. So we always brought the patients to the hospital, which was the
way of home care. Medicine was provided. Prostheses were provided. Canes and
crutches were provided. So before home care started, we had a program. It wasn’t
called home care. But that’ s the kind of support that, through the Day Hospital,
we were able to provide. And maybe that’ s where the Veteran’ s Independence

Program got the idea.



It isapoint confirmed by a number of individuas central to the early development
of the VIP. ‘Jack MacDonell’ s work was the beginning of a huge era of change, not just
within DV A, but with respect to the health system, especially in Manitoba,” Jeannette
Edwards, director of Winnipeg's Regional Health Authority argues. ‘ He was far ahead of
histime.” MacDondll’ s prescient innovations in geriatric day and respite care were all the
more remarkabl e because they were financed through a combination of administrative
savings imaginatively captured from within the Deer Lodge staffing budget by his wife
Asa, through research support provided by Winnipeg's Age and Opportunity Centre, and
through volunteer donations by the Winnipeg branches of the Canadian Legion, which
purchased a van to help transport veterans and their caregivers to and from the Day
Hospital. No additional direct funding for the Day Hospital initiative came from the
Department of Veterans Affairsitself.

Winnipeg, acity of vibrant ethnic neighbourhoods and strong traditions of political
and community activism, was fertile ground for such policy innovation in home care. In
1957 the city’s Social Planning Council launched the Age and Opportunity Centre, one of
first attempts in Canada to coordinate area planning and research on seniors’ needs. It
would become a springboard for devel oping programs in support of ‘aging in place’ within
the city. The polio epidemic of the 1950s, which hit southern Manitoba particularly hard,
also created an early interest in developing home care programs among hospitals treating
its victims including Municipal Hospital where Jack MacDonell had worked. ‘We didn’'t
want to see these young people forced to live the rest of their livesin institutions,” Signe
Hansen, one of MacDonell’ s colleagues at Deer Lodge, later recalled. In 1968, the Age

and Opportunity Centre would recruit Evelyn Shapiro, aleading researcher on



community-based home care as its director. Through her work at the Centre as well as at
the University of Manitoba, Shapiro helped to support Jack MacDonell’ s innovations
through the geriatric Day Hospital at Deer Lodge. Five years later she would be invited by
Manitoba s NDP government to help design and implement Canada s first provincial long-
term care program in which home care became the single point of entry. ‘We were the first
province to treat nursing home beds as a scarce resource’, Shapiro recalls. ‘ In other
words, you went through the home care program. If you couldn’t manage on home
care...then you became a candidate for the nursing home...But nobody was going to go in
unless they really couldn’t be managed. That was a big, big push to start ahome care
program. And it started as a single entry system.’

Winnipeg was also the centre for the Aging in Manitoba project, one of North
America s most ambitious longitudinal research studies on the health and well being of the
elderly. Begun in 1971 by Betty Havens, a professor in community health sciences at the
University of Manitoba, the study (which continues today) involved almost 9000
Manitobans over the age of 60. Havens, who like Shapiro would become a key advisor to
Veterans Affairs in developing the Aging Veterans Program, explained Winnipeg's
pioneering role in community-based home care in thisway. ‘ The right people [were] in the
right place at the right time...Sometimes you get a critical mass of people who have
similar philosophies or ideologies or concerns and because they are in the same place at
the same time [they] can move things forward with great strides...[more] than would be
possible for any of those people in any other situation.” The mutually reinforcing
leadership of Jack and AsaMacDonell, Evelyn Shapiro, Betty Havens, Signe Hansen,

Y etta Gold, along with many others in Winnipeg's health and social services sector,



helped to make that city afoca point for developing innovative community-based
alternatives to institutional care, ideas which would aso feed into Canada' sfirst provincia
home care system launched by Manitoba’ s NDP government in 1974. * And because they
worked here,” Havens pointed out, ‘in a sense you were selling VAC and others a product
you could show them, not just that you talked about.’

By the mid to late 1970s Veterans Affairs was increasingly anxious to find such a
product. Pressure came from two directions. On the one hand veterans organizations, such
as the Canadian Legion, were lobbying intensively for the federal government to develop a
national program to deal with the needs of aging veterans. And the solutions they favoured
looked expensive. Pointing to long waiting lists, in the hundreds, for veterans seeking
admission to chronic and domiciliary care in Department of Veterans Affairs institutions
across Canada, the Legion appointed a committee, in 1976, to ‘study programs for aging
veterans and to recommend future policies.” High on their list for government action was
the construction of ‘ special ingtitutions for domiciliary or extended care for the aging
veteran who is not enjoying normal health’ aswell as programs that would ‘ enable them to
continue to reside in their own homes.” Pointing to Sunnybrook Hospital in Toronto, the
Legion noted in 1975 that despite a recent $11 million major expansion and renovation of
that facility, ‘its 400 beds are filled, there’s an overflow of nearly 200 in a nearby building
and along waiting list. Most of the patients are First World War veterans. Others are from
the Boer War. Asyet, few WW Il vets have checked in.’

This was the prospect which truly dlarmed V eterans Affairs officials as they
contemplated a potential doubling of applications for contract beds once the Second

World War cohort, twice the size of its First World War counterpart, began reaching age



65 in the 1980s. Similar concerns about the costly over-institutionalization of Canada's
elderly were emerging in discussions at the national level on health care reform. A 1976
federa-provincia Working Group on the Study of Health Services for the Elderly, for
example, argued that *60% of the elderly presently residing in nursing homes could be
maintained in the community with a minimum of support services.” In response to the
Legion's keen interest in the problems of its aging clientele, emerging national discussions
around home care, and Veterans Affairs own recognition that the ‘ dynamics of aging in
the veteran population were...different from those related to the total population,” the
department commissioned a study, early in 1977, on ‘treatment policy options' for the
next decade. Its report recommended that the department should ‘ provide the necessary
medical treatment, care, and ancillary benefits and...arrange and/or finance delivery of
those services...in the veteran’'s community environment, either at home or within an
ingtitution’ in order to ‘ enhance the health and social well-being for eligible aging veterans
and their spouses.’” The study also recommended that, in accordance with * current
geriatric care philosophy’, the department’s ‘ client base. .. be broadened by the addition of
eligible...spouses.’

In December 1977 the Minister of Veterans Affairs endorsed the strategy of
providing ‘aminimum standard of geriatric care and health services for al eligible
veterans...arranged and/or financed by Treatment Servicesin the veteran’s community
environment at home or within an institution.” Home care dimensions of this policy would
include ‘home medical, other professional and non-professional support services, [and]
home maintenance, modification and repair.” However, al such services should first be

linked, where available, to existing universa provincia home care programs ‘ without



financial obligation’ for Veterans Affairs. Where such services were non-existent, the
department would purchase them for igible veterans. Any new veterans' community and
home based care strategy should incur no additional financial liabilities for the department,
should integrate veterans into provincia long-term care systems, should not provide better
services for veterans than were provided through provincia programs, and should assume
that the purchase of home care services by Veterans Affairs would end whenever they
became universally available through provincial health care plans. Such a strategy would
also be contingent upon the provinces agreeing to the department’ s entry into ‘the home
support and community bed fields.’

A small working group led by the department’ s program medical advisor, Dr. Blair
Mitchell, was struck early in 1978 to begin consultations with the provinces over how
such a home care strategy might be integrated with their emerging home care programs.
Prior to beginning these discussions Mitchell’ s group was strongly advised by the Privy
Council Officeto drop all references to including spousesin any Veterans Affairs home
care scheme on the grounds they were a provincia responsibility. Ironically, even though
the department was counting on the rapid development of provincial home care services to
minimize its own level of involvement, the Privy Council Office also warned that some
provinces might not look favourably on a veterans home care strategy lest it ‘result in
creating pressures from other Provincia residents for the establishment of a universa
program.’

By mid-summer 1978, however, revised estimates predicting that the demand for
Type 1 and Type |l institutional care beds for veterans would jump by only 20 per cent

between 1978 and 1985 rather than the 62 per cent originally forecast caused officialsto



put on the brakes and recommend that the department ‘ suspend development of home
support services for the balance of 1978 in order to monitor provincia services.’

Ottawa’ s switch to block funding of provincial health care, through Established Program
Financing in 1977, had also freed up money alowing provinces to fund the devel opment
of ‘short and long-term home and related support services . Given these circumstances,
the development of a separate Veterans Affairs home support service was deemed
unnecessary. A more appropriate strategy was ssimply to wait and see what the provinces
did, and to ‘identify... opportunities for initiatives when provincia programs are
stabilized. Unquestionably, the Canadian Legion will continue [to] intensify their
representations for departmental action in this sphere.’

Other Veterans Affairs officials were less convinced there would not be arapid
growth in need for institutional beds, if home care alternatives were not quickly put into
place. Veterans facilities charged only $120 a month for domiciliary care, arate which had
not changed since 1949. ‘ They were just like a magnet to draw in people who either had
some degree of physical impairment...[or].. who didn’'t have affordable housing,” Darragh
Mogan, one of the principal architects of the Aging Veterans Program later recalled.. ‘We
would have had to build alot of facilities. And so we looked at aternatives. This was the
birthplace of the Aging Veterans Program. It was a community-based home care oriented
alternative to the warehouse. That’s exactly what it was.” The most critical pressure came
from internal forecasts, undertaken in 1978, which aso predicted a‘ geriatric crossover’
occurring in 1985 at which point the number of veterans over age 65 (330,000) would
exceed the number under 65 for the first time in the department’ s history. The aging of

this group was ‘increasing faster than in the general population which is a provincial



responsibility.” By late 1978 it had also became clear to most department officials that the
‘provinces won't act as rapidly as we need too.’

Asaresult, atask force, composed of Dr. Blair Mitchell, Stu Tubbs, Darragh
Mogan, Duncan Conrad, and Signe Hansen, was formed to devise a new and less
expensive strategy for coping with the anticipated surge in demand for institutional care.
Tubbs, a specia advisor to the assistant deputy minister for Veterans Services, was a
Second World War vet and amputee who had a longstanding interest in the needs of
veterans caregivers. Mitchell was the department’ s program medical advisor. Conrad had
a background in social services and had worked as an area counselor for Veterans Affairs
in Halifax. Hansen, previoudly the coordinator for Jack MacDonell’s Day Hospital at Deer
Lodge, was now a program advisor in gerontology at departmental headquartersin
Ottawa. Mogan, described by colleagues as the ‘ godfather of the VIP' had aso been an
area counselor for the department in southwestern Ontario during the 1970s before
transferring to Veterans Affairs headquarters in Ottawa. He was not impressed by the
bleak institutional lives of aging First World War veterans he had encountered during his
days as a counselor. ‘ There was no choice for them. Y ou were either at home or you were
put in the warehouse....That was the choice. And the warehouse was not a place you
would put any friend, in my view,” he later recalled.

The most important ideas shaping their work came from Manitoba, in particular
the Deer Lodge Day Hospital where Hansen had worked prior to her move to Veterans
Affairs headquarters. The task force traveled to Winnipeg to meet MacDonell and to get a
first hand look at his Day Hospital. Through MacDonell they also encountered in action

some of the key home care principles of Sir Ferguson Anderson. Anderson had been ‘a



good friend of the DV A for along time' and provided ‘ generous assistance’ as an advisor
to the department in the early development of its Aging Veterans Program. In 1979 task
force members also attended a four day conference on ‘ Alternatives to Long-term Care’
hosted by the University of Manitoba, and met with Evelyn Shapiro and Betty Havens
who were instrumental in designing Manitoba's Long-term Health Care Program, with its
central focus on home care.

Additional influences on their work came from British Columbia, which had
recently launched its own home care system; Quebec’s new Centres Local de Sante
Communautaire; Dr. Rory Fisher’s geriatric day clinic at Sunnybrook Hospital; and
initiatives being pioneered by Doug Rapelje, director of Homes for the Aged in the
Regional Municipality of Niagara Falls. Rapelje was also experimenting with coordinating
housekeeping and groundskeeping services to the elderly in their homesin order to
provide aternatives to institutional care. The stress upon the importance of housekeeping
and groundskeeping, which embodied core ideas of Ferguson Anderson, would become a
cornerstone of the AVP. In the background loomed the presence of the Canadian Legion
which was now embarked on its own active seniors housing and geriatric care initiatives
for its 500,000 members. The Legion had recently formed an ‘ action committee on the
care of the aging’ which was lobbying Veterans Affairs aggressively for a new national
program for aging veterans. ‘ Next summer, at their Dominion Convention, they will
attempt to light afire under usif that seems necessary,” deputy minister Bruce Brittain
warned.

In December 1979, after almost two years of the study, the task force released an

initial report. Its core message was summarized succinctly by Brittain in a memorandum



sent to his minister. The Department of Veterans Affairs policy towards aging veterans

simply ‘ignoresreality’, he argued.

[At] present... the department is getting into an indefensible position because

[our treatment] policy is badly outmoded, highly discriminatory, and

inequitable. It is expensive and not cost-effective; to alarge degree it dmost
totally ignores the severe plight of many aged veterans and their spouses. A

very significant number of veterans are in (expensive) hospital beds, not because
they need to be but because we' re unable to do the things that need to do be done
to keep them in the community...It is clear to nearly everyone that the unnecessary
institutionalization of old people contributes to their deterioration and hastens the
progress of senility. What we are doing now, it is clear, will provoke increasing

criticism and pressure on the department for change.

It was a convincing argument. Brittain was given the green light to move forward
in developing a full-fledged policy proposal to take to cabinet. Six months later, in early
June 1980, a draft proposal was forwarded by Veterans Affairs to the federal
government’ s interdepartmenta Social Development Committee for discussion. In his
presentation to the SDC Brittain once again underscored the demographic urgency
underpinning his department’ s proposal for a new aging veteran’s policy centred around a
community- based home care strategy. Over the next five years the veteran population
over age 65 would jump by 53 per cent reaching 330,000 and would peak at 455,200 in

1991, more than double the number in 1980. Since geriatric experts calculated that the risk



of losing self-sufficiency ‘ doubles with each successive five-year age group’ past 65, the
potentia spike in the costs of providing institutional care for the veteran population, were

truly alarming.

Our present way of dealing with thisloss [of self-sufficiency] since 1924, has been
to warehouse the casualties in departmental and contract hospitals. Thisway is
badly outmoded. It does not recognize better ways of helping nor that they have
been developing in all parts of the country, admittedly somewhat fragmented and
uneven. If we keep on the way we are going, the increasing pressure of need is
going to force us into substantial costs to convert acute beds into nursing home-
type, whose operating costs are substantially higher than in community-specialized

facilities.

The department’ s alternative was for a‘more effective and less costly way’ in
meeting this need through a set of programs designed to ‘ embrace support services
delivered at the patient’s home.” No longer should treatment of aging veterans be available
only within Veterans Affairs hospitals or in designated contract beds. Instead, personal,
supervisory, and nursing care would be provided through community facilities. In addition,
the proposed Aging Veterans Program would also include the delivery of professional and
health-related services in the veteran’s residence, as well as home modifications necessary
to support his ability to age in place, and social transportation to get veterans to and from
out-patient or day hospital facilitiesin order ‘to maintain or restore capacity for self-

sufficiency.” The goal was to ‘make certain that they live, aslong asis possible in their



own homes, in as happy and as healthy a state as can be.” Eligibility initially was to be
applied to al veterans with overseas service or pension entitlement. For veterans with a
pensionable condition requiring such care, the department would pay ‘the full cost’. For
other overseas ‘entitled veterans and civilians' it would ‘pay costs not met by provincial
programs to the extent necessary to protect income for ordinary needs at the [War
Veterans Allowance] level.” By selectively ‘topping up’ provincial home care coverage for
eligible vets, the department hoped to * disengage gradually and as opportunity affords
from our present direct provision of care at the nursing home level...leaving the actual
operation of health systemsto provincia jurisdictions.” In other words, a new engagement
in the lower level of home care would allow for a progressive retreat from the higher
levels of nursing home care. In any case, since their clientele was aging faster than the
genera population, the department could not wait for the provinces to improve their long-
term care programs. ‘We must anticipate provinces won't act as rapidly as we need to.’
By including veterans with both pensionable and income qualifications in their proposal
department officials estimated that, through their proposed Aging V eteran Program, over
the next five years ‘amost 27,000 will benefit in varying degrees out of atotal of 260,000
aging veterans in these categories, at atotal cost of $153.4 million.

In discussions with Treasury Board and the Ministry of State for Socia
Development that July, however, the initial reach of the Aging V eterans Program was
scaled back dramatically. Treasury officials expressed alarm about the ‘ uncertain economic
climate’ and the program’s ‘potentia for spiralling costs particularly for new home care
services never before supplied by the federal government, some of which, such as

grounds-keeping or home modifications, were smply not available under provincial home



care programs. The scope of the AVP proposal also suffered at Treasury Board hands
because it was coupled with the department’ s requests for ‘ significant improvementsin
benefit levels under the Pension Act and the War Veterans Allowance Act’ which took
higher priority. As aresult, instead of a home care program reaching 27,000 clients, the
target group for the AVP pilot project over the next four years was scaled back to only
3000 to 3500 overseas services veterans who, regardless of their income, could relate their
need for home care services directly to a war-related pensionable disability. Its budgetary
allocation was a modest $21 million spread over this same time period. Since disabled
pensioners were ‘commonly perceived by veterans organizations to have first call on
services it was not surprising that they became the initial clients of the AV P, especialy as
their relatively smaller numbers guaranteed lower start-up costs. By using them as a pilot
project, the department could ‘gain first hand knowledge of the costs and benefits of these
services without creating irresistible pressure for immediate expansion of the program.” As
Jacques Boisvert, chief of treatment benefits for the AV P when the program was launched

in 1980, later recdlled:

There was aways a pecking order in how benefits came out in Veterans Affairs.
And the pecking order generally dealt with pensionersfirst, pensioners being those
who actually suffered some form of war-related disability in service...And then
after that you went down the line and got into income dependent veterans...So
there were always two streams for al your benefits. pensions and
allowances....Thefirst ones off the mark would have been the pensioners, and

then, in order to narrow the focus, to be able to control this program, because we



really didn’t know where this thing was going to go, the potential was lots of
money, lots of need, lots of interest. So you wanted to narrow it down and one of
the ways to do that was to link the benefit to a very specific pension condition. So
if you were pensioned for something wrong with your legs, and you were unable to
walk as result and push alawnmower, well you had to make that kind of a link:
disability to need to benefit. That’'s the way it started off....I would say it was very
specifically because of the pecking order of the traditional way benefits were rolled
out with pensionersfirst. And secondly, to try and control a program where we

really didn't know costs- we marketed it as a program that would save money.

Nonetheless, the decision to start the AVP by relating ligibility solely to the
pensioned condition created tensions within the program between the entitlement created
by war and the needs generated by aging which would persist over the next two decades.
As Jack MacDonell warned, based on his extensive experience at Deer Lodge Day
Hospital, Veterans Affairs medical officers would have ‘difficulties...in determining
whether conditions [requiring care] are related to pensionable disabilities or not.” Other
staff argued that * AV P benefits are meant to respond to normal aging-related needs. Given
that aging can never be considered a pensionable disability, how can this digibility
criterion apply? The decision was a ‘ very subjective matter of interpretation’, department
officials conceded, which would create ‘a constant conflict between the [department]
counselor...trying to address the need of the client, and the pension condition which was
set out by the pension people.” Dr. A.J. Davies, Program Medical Adviser for Veterans

Affairstook asimilar view. Eligibility for the AVP should be on the basis of need for



assistance and not tied to a relationship to the pensioned condition. * As our veteran
population gets older their problems become more complex and varied and thus difficult to
relate to a specific problem. This situation cannot be solved to anyone’ s satisfaction and is
unfair to the veteran.’

Despite the restrictive initial eigibility conditions and small start up population,
senior department officials nonetheless argued that the AVP was ‘afoot in the door’ and
that they hoped to ‘ expand the scope of the program to include all needy veterans and
civilians with qualifying service at such future time as the fiscal climate may permit.’

Among district office staff there was ‘a strong reaction against restriction of
eligibility to disability pensioners, and the need to relate AV P to disability rather than
simply to the needs of the aging veteran.” Others expressed ‘ shock and dismay’ or
grumbled that the decision to severely pare back its scope was the result of ‘ perceptions of
aclutch of more or less senior functionaries at the centre of the [federal] bureaucracy’
who seem to have forgotten that ‘even in times of fiscal stringency’ veterans programs
enjoyed widespread popularity among the general public. Opinion polls showed that
sympathy for their clients far outranked support for refugees or people on welfare. ‘It is
veterans who most Canadians would like to receive more assistance.” Over the next two
decades, the department would be proven right.

When the AVP, in its pared-down version, received approva-in-principle from
cabinet during the summer of 1980 three goals were defined as critically important if it
was to be judged a success. The first was cost avoidance. Money for the program was to
be found within the existing departmental budget. Its number one objective was to

‘contain the increasing adverse effects of aging in Canada’ s veteran population more



effectively and at reduced case cost.” Care in the home would ensure an ‘improved and
less costly response to the needs of individual veterans, offset risks of increased federa
involvement in the operation of the health care....and facilitate use of emerging provincia
extended health care programs.” The second goal, one which would receive increasing
prominence as time went on, was ‘to maintain the self-sufficiency of a spouse whose
marital partner requires extended in-patient care.” Since the wife was usually the veteran’'s
primary care-giver, ‘her health statusis of concern to the Department.” Relieving some of
her burden through contributions for home support or respite care was therefore in the
department’ s long-term interests. A third objective was to ensure that veterans across
Canada had more equal accessto persona and nursing care, resources which, at present,
were regionally skewed. Of the total of 6600 care beds available to the department only
2400 were suitable for domiciliary or chronic care and these were *‘located in centres
where dightly less than half the veterans live.” Asaresult, most could get help ‘only at the
risk of trauma following separation from family, friends and familiar surroundings.” A
home and community-based care strategy would greatly decentralize the accessibility of
support services across the country, athough it would also likely uncover even more
unmet needs. For every two veterans in an institution, department officials estimated there
were three ‘remaining in their homes who need support services to offset diminished
capacity.” At the same time they also estimated that 35 per cent of existing institutiona
beds were * occupied by persons who could continue living at home with modest support
services” To rely solely on institutions as a response to an aging clientele would cost the
department an estimated $36 million dollars in increased capital and operating costs over

the next four years alone, long before the post 65 veteran population reached its expected



peak in 1991.

V eterans organizations, with ‘650,000 card-carrying members’, however, viewed
the guarantee of along-term care bed as ‘avirtua right, earned by contributions to the
national interest in wartime.” Any perceived attack on this entitlement would provoke a
‘quick and unfavourable reaction’, department officials warned. The Aging Veterans
Program, if successful, offered away out of this dilemma. Reducing reliance on expensive
contract beds ‘would likely be more acceptable if offset by...more use of community
facilities and home-delivered services.” Thiswould become the key political rationae for
AVP.

On November 6 1980, after amost three years of background discussions, the
Aging Veterans Program was officially announced in the House of Commons by acting
Minister of Veterans Affairs, Gilles Lamontagne. Its scheduled start was 1 April 1981.
The program’s key purpose, Lamontagne stated, was to provide financial aid ‘ so that
eligible veterans can continue to live independently and comfortably in their own homes.
When thisis no longer possible, the Department may assist veterans to meet costs of care
in anursing home in their home communities, so that they may be near their families and
friends.” Although half of Canada’ s 800,000 veterans would be over 65 by 1985 the
fledgling AV P, Lamontagne stated, was targeted only at those, among the group of
100,000 or so disabled pensioners, whose ability to live independently could be affected by
their war injuries. As mentioned previoudy, department officials estimated that, among
thisinitia group, the AVP would actually reach less than 3500 veterans during its first
four years as a pilot project, and no more than 1650 at any one time. Despite its limited

scope, they saw tremendous potential for the program in the years ahead. ‘With AVP we



have taken the first step towards a health service without parallel in this country,” assistant
deputy minister James Smith predicted.

Veterans clamsfor digibility would be assessed by new multidisciplinary health
care teams, composed of a doctor, a nurse or other health care professional, a counselor,
and an administrative and entitlement officer, to be established in each of the department’s
31 district offices, These new teams would ‘ perform an in-depth assessment of the
veteran's environmental, financial, and clinical situation, design a comprehensive
intervention program...and assist in the implementation of the intervention plan.” Services
to be offered would include ‘ grounds keeping, home modifications, friendly visiting,
meals-on-wheels or wheels-to-meals, homemakers, nursing assistants, nurses,
physiotherapy, occupationa therapy, attendance at day hospitals, day care,’ and when this
was no longer enough, the veteran would be ‘assisted in obtaining admission to an
appropriate ingtitution in the community of his choice.” The goal was to ‘ keep the veteran
as independent, active, and in the community for as long as possible and proper.’

The provisions for housekeeping and groundskeeping, under the category of home
care services, were particularly trail-blazing and embodied one of the key insights of
program advisors Sir Ferguson Anderson and Y etta Gold (of Winnipeg's Aging and
Opportunity Centre) namely that preserving the dignity of the elderly was essential to their
ability and willingness to live independently. As Darragh Mogan put it, ‘ People can be sick
asal hdl, but if their dignity in the community is maintained, in other words if they
maintain themselves more or less to the standard of the community, they’ll do aheck of a
lot to stay home. If the surroundings and environment begin to fall apart, they will too.

They’ll give up. Both Y etta and Ferguson Anderson really stressed that. Hence the



groundskeeping, housekeeping element which are by far the most popular components of
the program, even now.’

Under AVP regulations, the program would pay for “ housekeeping and
groundskeeping services including al those domestic duties and chores necessary and
incidental to a) the upkeep of a home or domestic establishment on a day-to-day basis, and
b) the maintenance of lawns, flowers, and vegetable beds, shrubs, hedges, and trees and
the removal of leaves, debris, ice and snow from the walks and roadways of a home or
domestic establishment.” No provincia home care program then or now provides an
equivaent service. The AVP assessment model borrowed heavily from Jack MacDonell’s
team-based assessment process pioneered at Deer Lodge. Almost al of the 14 treatment
services which would be available twenty-three years later were present at the program’s
creation. For those disabled pensioners who qualified, the AVP would provide up to $45
per day for adult residential nursing home care; $4300 per year for home care, $500 per
year for ambulatory care, and $2500 per year for home modifications. The program’s
emphasis would be placed on personal choice, independence and community living. As
one of the first publicity brochures for the AVP put it, ‘ Veterans Affairs aimsto help you
to carry on and improve your way of life. Thiswill alow you to live in your own
neighbourhood - if possible in your own home - in as happy and healthy a state as
possible...Since the program is a voluntary one, your agreement is needed and you may
decide at any point to drop out of the program.’

Between Lamontagne’' s announcement in November and the April 1981 start date
the AVP pilot project implementation team, spearheaded by Darragh Mogan, criss-crossed

the country meeting with regiona and district offices to finalize details of the program. An



AVP pilot project was also launched out of the Kingston district office to test some of the
proposed delivery strategies. A number of issues of particular concern arose asthe AVP
moved closer towards implementation. The first was training for district counselors. The
original cabinet proposal estimated that the AV P would generate possibly a 20 per cent
increase in workload over the next five years. The hope was that this could be contained
without any increase in actua staffing levels through training in gerontology and geriatrics
and by improvementsin ‘ systems and procedures . This expectation posed large
challenges for district counselor staff, many of whom were veterans themselves with little
training in the casework and gerontological assessment skills which would be required by
the AVP. As Duncan Conrad, former chief of training and standards for the department

explained:

In those days...the area counselor’ s job was to fill out applications...and
monitoring to make sure there weren’'t overpayments...For the most part [they]
really went out of their way to look after clients and to provide services to them.
But the expectations were that you were going to complete your annual reports
[and]...make sure that the clients were really meeting the needs as dictated by the
department in terms of digibility standards...[Many saw the AVP] as an additional
burden. Something that was being added on to an aready full workload. Many of
them felt...poorly equipped to deal with the kinds of things we were asking them
to do....We were asking them to take some of their aready full days and to add to
that this very intricate and complicated team process in which they would have to,

instead of working independently in their own area, work with a nurse and ateam



and go through a very complex process for them. And so | think that alot of them
felt threatened by that process. A number of our managers felt that they wouldn’t
have the resources to do it and that the resources they did have were really not

skillfully equipped to do what we were asking them to do.

The department did propose to develop a ‘National Training Perspective’ for
district counselor staff in order to meet the anticipated needs arising from the AVP. Given
the newness of the skill sets required of Veterans Affairs staff and their supervisors, it
started with an eleven day ‘ Training the Trainor’ workshop. The initial reaction ‘ranged
from cool to hostile’ but over time the process improved with the development of a
‘reusable training package.” The second phase was ‘on the job training’ to provide staff
with ‘individual and team skills in the nuts and bolts of team work.” A third phase, down
the road, provided access for district counselors to university and college gerontology
programs in order to promote the ‘acquisition of sensitivity and skills in the counseling of
older clients' . These opportunities would prove far more popular. As one staff member at

that time recalled:

It took us along time to get to the point of looking at the person first and the
benefit later. But it was a clearing house for alot people. And for those that didn’t
want to leave...it was just paradise. Y ou kind of fell into two categories, ones that
just wanted to do the bureaucratic work, and they didn’t like it at all and cleared
out. But some, they just loved it. We sent them on gerontology training. | took it

for awhile myself. It was offered to people at head office too so that we gave



people an opportunity to change. If they didn’t have a social work background, we
gave them training in the elderly. That was back when the elderly were the focus of
our attention. And counseling too. Excellent professors. The courses | took were
law, institutional care, psychology of the elderly. There were all kinds of different

courses.

Regional offices within Veterans Affairs expressed concerns about ‘ maintaining
work output while people are undertaking training.” *How much additional workload can
be absorbed and in what frame before there is adrop in productivity asit applies to other
traditional areas of service? Frankly we don’t know....We are some time away from being
able to develop and implement procedures and work patterns that will free up substantial
amounts of counsellors’ time, if indeed this will be possible,” one regional director pointed
out. Others were concerned about convincing district counselors to buy into the program.
‘That caused afew hiccups,” Jacques Boisvert recalled. ‘ Obviously when you are making a
shift in hiring practices you have alot of people who are already on board. It cut off alot
of avenues that people had hoped to aspire to. People who were within the department
and had aspired to become counselors in the traditional manner were sort of cut off. And
so that created a bit of heartache...But it certainly did bring in alot of more qualified
counselors across the country over a period of time.’

Five other issues aso surfaced in the discussions around the AVP prior to its April
1981 implementation date which would continue to resonate throughout the next two
decades, and so are worth exploring here. The first was a somewhat fractious discussion

with the Canadian Pension Commission to resolve a key area of duplication between



disabled pensioned veterans receiving an ‘ Attendance Allowance’ through the CPC to help
defray the costs of personal home care and similar provisions to support personal carein
the home which would be delivered to disabled pensioners through the AV P. The tasks of
personal care were similar and in many cases applied to the same veterans, but the
underlying philosophy and methods of payment between the two programs were quite
different. The attendance allowance, which dated back to World War 1, was an
entitlement which provided a monthly cash payment from the CPC to disabled veterans
which could range from $78 to $489 per month, depending on the degree of their injury.
In theory the money was to be used to purchase needed personal care to assist them in the
activities of daily living in their own homes. In practice, particularly where there was
already a spousal caregiver or family member in place providing this labour at no cost, the
money often was viewed as Ssmply a direct supplement to family income. The AVP, in
contrast, was a contribution, or conditional grant, paid by Veterans Affairs to veteransfor
specific home care services which had to be delivered and for which receipts were required
in return for payment.

Within Veterans Services the degree of overlap between the AVP and the CPC's
Attendance Allowance came as somewhat of a surprise to some senior officials. ‘1 cannot
accept that identical services be provided under two separate acts,” assistant deputy
minister James Smith complained to his officials upon learning of this duplication from the
chairman of the CPC. ‘Please tell me that | have got my facts wrong and that, in
developing [the AVP] we liaised with CPC and are fully aware of the benefits contained in
their Act.” Since the AVP was the ‘broader’ program, alogical solution would have been

simply to incorporate the ‘ attendance alowance’ within it, thus avoiding any duplication



of services or payments. However, this ran against the territoriality of the Canadian
Pension Commission and the financial interests of veterans aready in receipt of the AA.
To deduct AV P home care costs from the lump sum monthly entitlements already being
paid out by the CPC could leave some individual pensioners with less than $10 remaining
out of their previous $300 to $400 monthly attendance allowances. As CPC Chairman
A.O. Solomon tartly asked, ‘will [we] tell aveteran that for his own good we will reduce
hisincome, but arrange for someone to come in and give him a service, such as...abath or
doing his laundry or cleaning his living quarters? It is possible that the veteran (and his
wife) might prefer the extraincome and forego a weekly bath or be content to live the way
he does.’ Nor would veterans organizations, protective of pension entitlement claims,
likely contemplate such a change with equanimity. As Jacques Boisvert, chief of treatment
benefits for Veterans Services at that time later recalled, ‘ after long and sometimes pretty
bitter discussion it was made very clear to us that regardless of what we thought as
duplication, we were not going to be touching that program. We would have to design our
program around...the Attendance Allowance in some other way. So that’s what we did. It
wasn't amatter of choice.” Asacompromise, it was agreed that veterans in receipt of
Attendance Allowance could receive up to one day aweek of housekeeping services, plus
one additional week of homemaking care a year, provided through the AVP, in order to
‘give the wife some respite from her duties.’

A second issue was deciding how to monitor consistency in administering the AVP
within the five regions and 31 districts which made up the administrative structure of
Veterans Affairs. Since veterans were a national responsibility, there was a clear need for

establishing national standards for delivering the AVP. However, provincial home care



services which the AVP was designed to ‘top up’ varied dramatically from coast to coast
ranging from almost none in the four Atlantic provinces to rapidly developing home care
programs in Manitoba and B.C. Who would decide what needed to be done in setting and
monitoring the consistency of standardsin delivering the AVP at the district level? ‘Head
Office felt strongly that [they] should have this responsibility...Regional Office felt just as
strongly that this was [their] responsibility.” For the time being it was agreed that * by
leaving implementation strategies to the Regional Directors...there would be the
advantage of reinforcing the notion that differences between provinces necessitate
individualized approaches to implementing AVP.

But this approach also raised concerns at departmental headquarters among those
central to the program’s original design. ‘ Unfortunately | am beginning to pick up atheme
that all standards of operation should vary from region to region, perhaps even district to
district, Darragh Mogan complained. ‘While thisin DVA hasalot of historical validity, it
isthe very mire of inconsistency we are attempting to escape from...In my view there
must be meaningful standards of process...Such standards assure a consistent, evaluable
program that can meet its national objective.” Assistant Deputy Minister R.C. Adams
agreed. As he reminded regiona directors, ‘ differences among provincia and local
services, aging patterns, geography and historic expectations all complicate our task and
must be taken into account. But we must bear clearly in mind that we are operating a
national program.” Tensions between regiona and national perspectivesin delivering the
AVP would remain an ongoing concern within the program over the next two decades.

Related to this issue was the question of monitoring outcomes for the delivery of

‘safe, efficacious, and high quality care’ to pensioners now that Veterans Affairs was



moving ‘from a position of direct delivery of care and treatment...to an indirect
involvement.” A specia background study commissioned on this theme concluded that any
attempt to develop direct monitoring or regulation of service provision through the AVP
was unfeasible. Even at the provincial level ‘the development of home care standardsis
gtill initsinfancy.” Since wherever possible the AV P would be topping up such provincial
services, the best it could hope for was simply ‘to accept completely the existing
provincia standards of care.” Nationa monitoring of service delivery was aso antithetical
to another key principle of the program: that veterans would self-manage, as much as
possible, the contracting of their own services. It would also ‘go against the

[department’ s| and Federal policy of decreased involvement with direct delivery...of
health care’

A fourth issue was deciding how strictly to interpret the relationship between a
pensionable disability and the need for AVP, adilemma at the heart of tensions between
war-related entitlement and human need within the program. During planning meetings
prior to launching the AV P it was agreed that the program would be available ‘only to
disability pensioners who required aid because of their disability and related conditions.’
This could be a difficult judgment call. As Jack MacDonell pointed out, there would
always be problems in “determining whether a‘condition’ was related to the pensionable
disability...”Related” means any condition that is found to be present.” If this were the
case, MacDonell warned, the AVP might well ‘ cost a great deal more than has presently
been alocated.” Other staff complained that the exclusive focus on disability ‘ medicalized’
the entire approach of the AVP since it applied to health conditions only. ‘ That means an

interest, quite exclusively for the health professional.... The multidisciplinary team



becomesin spirit and in terms a unidisciplinary one: the Health Care Team.” Why not
simply cal it the * Pension Veterans Program’ if social needs related to aging were not the
first priority?

A fifth controversy would arise over the decision, made at the outset of the
program, to provide veterans eligible for the AV P with access to the full range of
treatment benefits such as eyeglasses, hearing aids, denta care, and drugs, which were
already available to veterans receiving institutional care. The decision was intended to
remove any economic incentive for veterans to choose domiciliary over home care. ‘On
the surface this proposal appeared to be areal seller and was received with great
enthusiasm by most of the [Head Office] and field personnel who reviewed it,” Jacques
Boisvert, chief of treatment benefits pointed out. But he, along with others, wondered
whether the department could ‘justify paying for a veteran’s dentures or possibly even
greater expense like home modifications as a result of the fact that we are paying
contributions only on the basis of providing housekeeping or groundskeeping
services?...What are we opening the door to if we take alook down the road at extending
the program? Soon after the AV P began, some of Veterans Affairs financial watchdogsin
Ottawa also implied that the department had attempted to “’ sneak one by’ by hiding this
treatment rights provision” in the general regulations rather than ‘highlighting it.” Darragh

Mogan objected strenuoudly to thisimplication:

We were, at least sufficiently ‘up front” with central agencies to provide them with
an estimated cost of the treatment rights provision - they did not, as | recall,

quibble with either the amount or the concept. So far as the thinking behind such a



proposa went, we did examine possible means of offsetting the potential problem,
i.e. ‘getting awalk swept’ as a backdoor route for full treatment
eligibility...During discussions on this matter it became apparent that it was an al
or nothing situation given the requirement to establish equity... In addition, the
AV P assessment process... hopefully eliminatefd] any possibility of using AVP
contributions for other than their intended purpose....As many as five to eight
different individuals would have to agree on the contribution arrangement before it

[could] be consummated.

Despite Mogan’ s assurances, the use of AVP and subsequently VIP by veterans as
a backdoor into treatment benefits would remain an ongoing issue. As another senior steff
member within the department recalled, “in many cases what people wanted [was] not
[AVP] but treatment benefits. It was a gateway...It didn’t take very long to figure it out:
‘| don’'t really need somebody to do my housekeeping but | sure would like somebody to

pay for my glasses, my dental and all the other benefits that follow.’”

NOTES



Chapter 2

THE AVP ‘PILOT PROJECT’ 1981-1983

During itsfirst two years of operation the Aging Veterans Program was characterized as a
‘pilot project’ by senior officials of Veterans Affairs. This description aptly captured a
number of constraints under which it operated. The most important were its highly
restrictive eligibility conditions as a program targeted only to disabled pensioners rather
than to awider pool of overseas service veterans as the department had originally
recommended. This narrow client base estimated to reach no more than 3500 veterans
over the AVP sfirst four years reflected, as previoudly argued, the traditional hierarchy
surrounding veterans' rights in which disabled pensioners, although “not [the] veteransin
greatest need...historically had the political ‘first call’” on any new benefit program. More
importantly, it also was linked closely to ‘serious reservations within the central agencies
in Ottawa as to whether the Veterans Affairs could control the AVP s costs. As Deputy
Minister Bruce Brittain told a Legion convention two years after the program began, ‘in
obtaining the initial authorization for alimited program it was abundantly clear that
Treasury Board and the Socia Policy Committee Secretariat were not at al convinced that
we could reasonably accurately forecast costs; could control costs; and could estimate the
take-up rate for such aprogram.” Darragh Mogan was blunter. When asked, years later,
whether central agencies initially believed that AVP could be a cost effective alternative to
ingtitutional care he replied ‘ They never believed it. Absolutely, never, never. They

thought it was just a boondoggle. And that bedeviled us. That attitude has changed. But



there was a belief, avery very strong belief, almost a preoccupation with the fact that the
V1P should be gutted, that it was a joke.’

The knowledge that the AV P was under intense Treasury Board scrutiny created a
climate of caution and fiscal restraint among program administratorsin its early years
which led to tensions both within departmental headquarters and among the five regions
and 32 district offices charged with interpreting and delivering the new program. Since
low income WV A recipients rather than disabled pensioners had the ‘ greatest
demonstrated need for AVP services...by virtue of their age, health and poverty level,” the
department’ s top priority from the beginning was to win approval for extending eligibility
for the program to them along with other overseas service veterans as soon as possible.
Central agency approval of this expansion, however, would be contingent, over the next
four years, on keeping AV P expenditures and caseload forecasts strictly within previously
approved limits. As aresult, publicity for the program was deliberately kept ‘low profile
in the program’ s first two years so as not to encourage more applications than the
department could handle or fund. The first reference to the AVP in the Legion magazine,
for example, did not occur until January 1982, well over ayear after the program was
announced in the House of Commons. The first advertisement by Veterans Affairs for the
AVP inthe Legion was not placed until July 1982. When field staff complained about the
absence of publicity, senior officials commented privately that ‘the fundamental fact which
we clearly cannot tell the field, is that we wanted to avoid publicity and went to great
lengthsto do it.’

Asaresult, theinitia take-up rate for the AVP - only 275 recipientsin itsfirst year

- was far below the target of 1000 forecast in the original proposal. These low numbers



drew unfavourable attention from the Opposition benches in Parliament. According to
department officials the key factor explaining the program’ s low take-up was not lack of
publicity so much as the ‘narrowly defined eligibility criteria of the AVP itself which
limited applications only to disability pensioners who could prove that their need for help
in living independently was related to their war disability. The program was ‘ so
constrained as to be aimost non-existent,” assistant deputy minister James Smith
complained eight months after it had begun. ‘In practice it has been nearly impossible to

help veterans who require AV P type of services due to their pensionable disability...[T]he

present program is not achieving its objective.” Other staff pointed to an almost complete
lack of coordination between the Canadian Pension Commission and Veterans Servicesin
promoting the AV P as another factor reducing applications. ‘ After al, the clients are
disability pensioners.” Management also found it ‘difficult to develop any enthusiasm for
the AVP among district counselors who ‘ despite training and briefings felt they were
being asked to discuss a program and benefits with clients without being too specific and
without commitment.’

Since veteran apathy was as threatening to the AVP s future as potential cost
over-runs, department headquarters soon reversed direction and instructed regional offices
and district counselors in the fall of 1981 to pursue a vigorous program of what
department officials termed ‘ ascertainment.” As the program’s chief medical advisor put it,
‘since they may not come to us, we will go to them.” The original idea of ascertainment, or
a‘deliberate, pro-active, out-reach strategy,” was developed months before the AVP even
began by Darragh Mogan and Don Coates at head office. They argued the Veterans

Affairs should seek out ‘high risk veterans who would not normally come to our attention



and therefore not normally receive health care and/or social and economic supports.” Early
detection and treatment of their needs would forestall higher institutional costs down the
road. It would a so provide the department with a unique research opportunity since no
other branch of government in Canada was doing this kind of outreach work among the
elderly. Initially designed as a strategy of prevention and education, ascertainment soon
became atool for boosting the numbers applying for the AVP. As Duncan Conrad

recdled:

Because the project wasn't being embraced as we thought it should...we went to
our district offices and said, ‘look, we know these needs are out there, people are
not coming back, so we want you to go to them....You need to go out and...’ beat
the bushes' to make sure that these folks are being identified. And so we did go
out and do alot of ascertainment and generate an interest. And it was like a
snowball. Once it gets going, you have adifficult time trying to control it. So much
so that we got an overwhelming response to the process to the point where a

number of offices that had really embraced it, weren't able to handleit.

By the end of AVP s second year caseload numbers of 1400 were actually dightly above
the projected target and by the third year they had more than doubled to 2924, the
anticipated ceiling for the original pilot project phase.

Thisrising caseload, however, brought with it a growing sense among district
counselors and senior officials within Veterans Affairs that, in some cases, the wrong

people were applying for the wrong reasons. The key economic rationale of the AVP was



to reduce the demand for domiciliary care in contract beds funded by the department. A
large proportion of veterans seeking admission to these facilities had low incomes and
were attracted by the low monthly fee of $120 which had remained unchanged since 1949.
However, AV P applicants were not being drawn from this group. Instead, ‘the bulk of the
clientsseen,” department staff reported, ‘were well off financially and in the main very
independent’, a result which caused consternation among senior officials. ‘ The impetus for
AVP was to make it possible for more and more of the disabled veterans who were a'so
poorer and aged to remain at home rather than to stay in an institution,” program medical
advisor Dr. Bill Robertson observed. ‘It was not...meant to provide free groundskeeping
services for better-off disabled pensioners who...may be finding that the existing AVP
provides them with the opportunity of what in effect isaveterans perk rather than abasic
necessity.” One year into the AVP, deputy minister Bruce Brittain joined the debate by
expressing his alarm over payments for ‘ peripheral’ services such as grounds-keeping. ‘ If
because of the principle we must pay for grass-cutting for a millionaire then we should
serioudy re-examine the whole question of payment for services that are not narrowly,
perhaps, directly socialy or hedlth related.’

At the heart of this unease with the AVP s early direction lay two key issues which
would by no means disappear throughout the program’ s history. The first was whether the
AVP should be seen as an entitlement for disabled pensioners, regardless of their income,
similar to other benefits paid through the Canadian Pension Commission. The second was
whether or not housekeeping or groundskeeping services, in and of themselves, were
essentia to promote the ‘ self-sufficiency’ of the veterans. The entitlement dilemma flowed

directly from the fact that the AVP, in its pilot project stage, was restricted only to



disabled war pensioners and therefore could easily be viewed as ssimply another income
supplement, similar to Attendance Allowance. ‘In DVA...over the years we have been
pursuing a policy of providing every available benefit to CPC pensioners regardless of
their assets,” senior officias pointed out. The Aging V eterans Program, however,
represented the opportunity to promote a ‘radical change' in this philosophy. ‘AVP is not
amatter of right, it is a matter of need, and the need is very much individua in nature,’
Darragh Mogan argued at the end of the program’sfirst year of operation. Veterans
organizations had to be dissuaded from mounting ‘an endless stream of pressure...to mak
[€] surethat each individual gets absolutely everything possible from the program.” Other
colleagues at departmental headquarters agreed that to run the AV P as an entitlement-
driven program would defeat its key objective. ‘ The challenge is to get this across to the
Veterans Organizations and to our own staff - if each benefit or serviceis not onewhichis
judged as needed, provided only as long as needed, and tailor-made for that veteran then
we will have failed, and may well create dependency where self-sufficiency existed
before.’

Housekeeping and groundskeeping services became the target of this debate. By
the second year of the AV P they represented 93 per cent of the home care support
agreements provided through the program, a ‘rather startling statistic [which] should
cause one to retreat back to square one and to re-look at the intent and philosophy under
which the AVP was concelved’, Jacques Boisvert, chief of treatment benefits for the
department warned. Largely as aresult of the success of their ‘ascertainment’ efforts,
Veterans Affairs district offices were now facing an ‘ondaught of requests’ for these

services coming from veterans with pensionable disabilities who were ‘ full-time employed



and functioning independently.” Since they were not in danger of needing institutional
care, and often were not receiving any other health services, why should they receive
financia help in cutting lawns, shoveling driveways or cleaning out their eave-troughs?
Was this not ‘fostering dependency’ rather than promoting * self-sufficiency’, some
department officials asked? Would such generosity not also ‘ endanger the credibility of the
program’ with central agencies and therefore compromise the likelihood of it being
extended to include a much wider pool of low income overseas service veterans once it
moved beyond the pilot project stage? What irked some department officials most was
channeling funds to pensioned veterans who, if they needed help only for house or
grounds-keeping services, could easily afford to pay for such services themselves.
However, they aso knew that any attempt to subject these services to an income test
‘would create political pressure which would be unbearable’ from veterans organizations
which viewed any pensionable benefit related to awar injury as an earned right regardless
of aveteran’s standard of living.

To get around this dilemma, while still keeping alid on costs, senior staff within
the department decided to clamp down on the health criteria governing access to the most
popular housekeeping and grounds-keeping services provided through the AVP. During
the early summer of 1982 a memo was sent to all district offices noting that henceforth
housekeeping and grounds-keeping could be provided only to veterans who were also
receiving some other health-related services through the program. This decision provoked
an angry backlash both from both veterans' organizations as well as from the department’s
own regional and district offices. The War Amps of Canada pointed out that many of their

members getting these services did not need more medical help but did require assistance



with some of the more demanding physical tasks of maintaining an independent household.
To remove support for housekeeping or groundskeeping to these men was a ‘ drastic
retrenchment.’

Veterans Affairs regional director for Ontario, Don Ferguson, also reported that
this decision by department headquarters, undertaken without consultation with steff
working in the field, had “caused a ‘ground swell’ of confusion, disappointment and in
some cases out and out anger amongst our regional/district staff.” In the first place, within
Ontario it would result in the cancellation of over 80 per cent of the AV P agreements
currently in place after his counselors had just been encouraged, through the ascertainment
process, to go out and ‘ beat the bushes' to locate unmet needs among their clients.
Secondly, most pensioned veterans receiving housekeeping and groundskeeping services
were aready getting some other form of professional or semi-professiona support
through other Veterans Affairs programs unrelated to the AVP. Finaly, nothing in the
original regulations creating the program stated that home supports took second place to
medical treatment in terms of fostering veterans' independence. In an angry message sent

to department headquarters in Charlottetown Ferguson pointed out that:

In recent months, managers and staff have really taken hold of the AVP, triggered
by such catalysts as our Gerontology Training Program; staff are aware of
[Veterans Services'] desire to expand the program in the not too distant future;
staff and veterans groups have read speeches made by our Minister...emphasizing
the AV P, and especially the provisions for home support services. Suddenly the

June 24 memo arrives which appears to be heading the Aging Veterans Program in



atotally opposite and quite negative direction....I have personally received a
telephone call from each of my [District Directors] severa [Senior Treatment
Medica Officers], Dr. Fisher and severa Veterans groups, all conveying the same
message...” How can something like this be taken away? ...[We are] not saying
...that there may [not] be a need to tighten up our controls. But...surely there was
a better way to handle this most important issue that would have avoided the
confusion and negativism that has been created...In my opinion [it] did littleto
enhance HQ and field relationships and the field’ simage, especially at the [District

Office] level, about HQ' s understanding of client needs.

Taken aback by thisfierce opposition, Veterans Affairs headquarters rescinded the
decision that autumn. Veterans would not be required to receive some other health-related
service in order to qualify for housekeeping and groundskeeping support through the
AVP. However, they would have to be judged by District Health Teams to be in need of
assistance in the tasks of daily living. Whether that help came from family members,
professionals or others, the degree of assistance would have to be equivalent to what was
required for admission into Type 1 or Type 2 domiciliary care facilities. This decision also
provoked a strong reaction from counseling staff. What about a one-armed amputee
‘apparently self-sufficient in al areas of daily living except where he requires assistance to
shovel hiswalk and driveway in winter? Thistype of veteran did not need residentia care.
Y et he was exactly ‘the kind of person we indeed wish to assist....[B]y helping in this one
areawe arein fact helping him to maintain his strengths thus helping him to remain

independent.’



Veterans Affairs headquarters refused to authorize blanket approval for AVP
services to veterans in any particular category, such as amputees, arguing instead that each
situation had to be judged, on a case-by-case basis, according to the degree of individual
need and whether or not providing AV P services such as groundskeeping or housekeeping
would allow the veteran to remain ‘ self-sufficient.” It was a process which continued to
produce divergent outcomes across the department’ s five regions. Senior officials also
conceded that, because of the close association of war-related disabilities and benefit
entitlement, it would be * difficult to meet the ideal with the present pensioner group.’
They hoped this problem would diminish once the AV P was extended to a much wider
constituency of low income veterans.

The attempt, between 1982-83, to control AV P costs through tightening the
medical criteriafor eigibility aso alarmed some senior officials who worried that the
program was in danger of losing its social vision after only two years of development asa
pilot project. From its inception the AVP had been pulled in two directions, one medical
and the other gerontological. For some individuals in Veterans Affairs such as assistant
deputy minister James Smith and program medical advisor Dr. Bill Robertson, the AVP
was primarily ‘amedical program [whose] key persons...are the Senior Treatment
Medical Officer and the nurse.” This medical bias permeating the AV P was confirmed by
an internal 10 per cent sample of all cases on file between April 1982 and March 1983
which revealed that, despite the supposedly multidisciplinary composition of the district
health care teams, ‘only seven per cent of recommended interventions were social in
nature.” Asthe authors of this study concluded, ‘it appears as though Health Care Teams

could be taking a restricted view of the problems of aging and what can be done to



ameliorate those problems.” Don Coates, chief of counseling services for the department,
was blunter. He warned that the holistic team-based model of the AV P, animated by the

ideas of Sir Ferguson Anderson and Dr. Jack MacDonell, was in danger of being lost.

AVPisgood stuff. Asit was originaly conceived and developed ‘health’ was
defined in away that everyone can relate to (and everyone had a piece of the
action) and we put ‘health’ care teamsin place to assess and deal with client’s
‘health’ care needs. Somehow much has been lost in the trandation from idea to
action. A very rigid medical mode has quickly evolved and the concept of * health’
has been altered radically....If AVP will form the bulk of our future activities and if
it continues to be overwhelmingly medically focused, where is the place for
counseling?...The [District Office] of the future will only have a Dr. and some
nurses. Thereis an AVP infrastructure being put in place now which supports very
strongly the tendency that this department has to focus on benefits and pay lip
service to services. The reason that no-one can get a handle on the need for case
management, accreditation, counselor and supervisor qualifications, counselor
orientation, etc., is because, in their view, we do not need all of this[stuff] in order
to process and provide medica benefits. It ssmply does not fit in with the vast
majority of opinion in this department. In short, if counseling has no placein AVP

then counseling has no place in the DVA of the future.

Darragh Mogan agreed that the study of AVP case fileswas a‘sad commentary’ but one

which was ‘coming at agood time' because it highlighted a key issue, namely, ‘who



should quarterback AV P extension? For the reasons Coates had outlined, his own ‘firm,
firm view, based on the agony of error in the past, is that project management must be by
alayman.” If AVP was truly about preserving the independence and self-sufficiency of the

veteran, the creeping medicalization of the program had to be reversed.

NOTES



Chapter 3

EXTENSION OF THE AVP

Planning for the extension of the AV P to a much wider veteran clientele began even
before the initia pilot project was launched in April 1981. From the beginning Veterans
Affars officials acknowledged a paradox. As mentioned previoudly, athough ‘elderly War
Veterans Allowance recipients have the greatest demonstrated need for AVP services,” for
reasons of cost control they were ‘not currently eligible’ for its benefits. Bringing this
cohort of needy aging veterans within the reach of the program before they began to
generate significant demands for ingtitutional care was therefore the top priority for senior
department officials who now viewed the AVP as ‘the basis of our health care activity for
the future.” In September 1981 Darragh Mogan and Stu Tubbs, both of whom were
instrumental in the design of the AV P pilot project, were handed the task of developing an
initial review of possible models for extending the AV P to awider range of veterans.
Mogan warned that there would be ‘ roadblocks a plenty...to an early extension of the
program.” Given the ‘very severe restraints' surrounding the government’ s entire envelope
for socia spending, gaining support from the central agencies in Ottawa for a major new
veterans initiative would not be easy, particularly in light of the Treasury Board' s initial
skepticism over the department’ s ability to contain the costs of the AVP. To win cabinet
approva any proposal had to be ‘ credible from the standpoint of cost estimating and
control.” Unfortunately, there was not alot of reliable information to go on. Although the
ostensible purpose of the AVP pilot project wasto give Veterans Affairs the information it

needed ‘to refine unit costs and field operations with a view to expansion of the program



to other veterans,” in redlity eigibility had been limited to such an exceptiona category of
veterans that the project was almost useless for predicting future costs once the program
was extended to a much broader constituency. As Jacques Boisvert later recalled, “we
were redlly ‘blue-skying’ . We didn’t have any factual information. It was avery difficult
thing to predict because you didn’t have awhole lot of information anywhere else.”

Veterans Affairs officials planning for the program’s extension agreed that,
idedlly, *the solution of choice would be the immediate inclusion of all persons for whom
the Department has responsibility for al client services and client contribution areas.’
Given the climate of fiscal restraint and ongoing uncertainty over estimating program
costs, however, thiswas ‘not...arealistic expectation.’” Instead, the best chance of winning
the consent of central agencies for liberalizing the program, particularly in light of their
initial criticisms of the AVP that “much of our datawas ‘soft’,” was through a series of
extensions which could be ‘phased in over time to various groups of veterans. This would
allow the program to beinitialy lower cost and would afford more reliable experience in
program control.” Unlike the AVP pilot project, however, new recipients for an extended
AVP would be dealt with on the basis of ‘treat[ing] the greatest needsfirst.” In November
1981 Dr. Bill Robertson, the program medical advisor, was put in charge of alarger
committee ‘to fully review the current Aging Veterans Program and to put forward
proposals for its extension’ with agoal of reporting no later than June 1982. Robertson
was instructed to undertake a ‘ broad-based consultation with professionals in the field of
aging,” aswell as with the provinces, and department field staff.

The interim report from Robertson’s committee, completed in May 1982, did

indeed reflect wide consultations with leading gerontologists and geriatricians across



Canada as well as regiona representatives within the department. It recommended a
phased-in extension of eligibility for the AV P to overseas service veterans through a
process lasting anywhere from three to six years, depending upon the exigencies of fiscal
restraint. The key purpose of the AV P, Robertson’s committee argued, was to reduce the
demand for ingtitutional care. Since all overseas service veterans in need were eligible for
domiciliary care provided through Veterans Affairs, by the same logic they should aso all
be eligible to apply for the AVP, and the sooner this was accomplished, the better since
measures “ delayed too long...might ‘miss the boat’ in terms of answering the need” of a
rapidly aging Second World War veteran cohort. Such an expansion would increase the
client pool from 101,539 pensioned veterans (of whom less than 3000 were actually
receiving the AVP) to atotal of 265,237 *service eligibles who by reason of pensionable
war injury or inadequate income were currently eligible for Veterans Service benefits. To
thelist of existing AV P contributions elements which included nursing home and
domiciliary care, home care, ambulatory care, and home modifications, the report aso
recommended adding five new benefits: transportation for a social/physical/mental health-
related need; functional aids for assistance in the activities of daily living; home repairs
vital to the structural integrity of the residence; safety aids; and relocation expenses to
cover the cost of moves within the client’s community which were beyond his or her
control.

Different ways of phasing in an extended AVP included ‘ offering a complete
package of contribution elements to limited categories of eligible veterans or alimited
number of priorized [sic] contribution elementsto all categories of eligible veterans or

some combination of both.” The report’ s preference, on the grounds of ‘fairness', was to



offer all existing AV P benefits to the complete pool of service eligibles and phase in the
five new recommended benefits over a three year period. However, it had as yet no
detailed financial models available to compare the impact of different phasing-in options.
The overall costs of extending the AV P, however, would be controlled by the
establishment of priorities for digibility, defined as ‘the elderly’ (veterans over 65); those
‘most in need’ according to illness and low income; and *‘the handicapped’. Their entry
into the AV P would be screened through three * access gates': overseas service in atheatre
of war; the need for assistance in the tasks of daily living, as determined by a Veterans
Affairs counselor or health team assessment; and an income test which established their
eligibility for aWar Veterans Allowance. Only disabled pensioned veterans would
continue to be exempt from either age or income-related eligibility screens.

Since the department was only minimally involved in the direct ddlivery of ‘care
service' expanding the AV P, the Robertson committee report pointed out, was ‘totally
contingent on the willingness and ability of care-providing provincia, federal, municipa
and private resources whose efforts the AVP would ‘top up.” However, thiswas ‘not a
one way street.” Veterans were significantly older on average than the Canadian
population. Through working with the AV P these agencies would ‘gain a preview...of the
expected general population requirements of some twenty years later.” The committee also
warned that expanding the AV P would not eliminate the need for continuing provision of
ingtitutional beds for aging veterans. ‘ Community bed access and support is an inescapable
and inevitable part of the program. Simply put, there will inevitably be cases whereit is no
longer possible to maintain individuals in a non-institutional environment’, a need which

would ‘ become more prevalent with advancing age’ of the veteran population.



Robertson’s committee, however, was not the only body scrutinizing the AVP.
When the pilot project was first implemented in 1981, Veterans Affairs officials assumed
that, because the program had only been in operation for over one year, it would not
require an independent evaluation prior to bringing forward a proposal for extending its
benefits to a much broader and needier category of veterans. They were mistaken. During
meetings with Treasury Board officials in February 1982, deputy minister Bruce Brittain
was surprised to learn that ‘ before any proposals for expansion of the program were
presented’ an in-house evaluation of the performance of the AVP pilot project, done
according to central agency criteria, was ‘essential.” It would require at least four to five
months work ‘in close collaboration with representatives of the Ministry of State for
Socia Development, the Office of the Comptroller-General and Treasury Board.” Asa
result, the department’ s original plan for gaining cabinet approval for implementing an
extended AVP by January 1983 was thrown off the rails.

Over the next sixth months ateam led by David Welir of the Directorate of Policy,
Planning and Evauation of Veterans Affairs, aided by two private consultants and detailed
guidelines supplied by the Office of the Comptroller General, conducted an independent
evauation of the AVP paralel to the in-house work being undertaken by the Robertson’s
committee. Their report, released in December 1982, although generally supportive,
contained criticisms and recommendations which drew the ire of senior officialsin charge
of the program.

Caught up in the confusion of relocating Veterans Affairs headquarters from
Ottawa to Charlottetown as well as the regionalization of administration within the

department itself, the AVP pilot project, the DPPE report argued, suffered from a rushed



implementation, cumbersome and inconsistent administration, lack of clarity around key
goals and objectives, poor communication between head office and field staff, the absence
of reliable instruments for managing information and assessing outcomes, inexplicable
geographic variations in take-up rates, and a potentially costly duplication of existing
provincial services. Although the program technically started in April 1981, most district
offices were not ready to implement it ‘until some months later.” Six out of 31 districts of
Veterans Affairs or twenty per cent of the total, accounted for over half of al AVP clients.
Two districts, inexplicably, had no clients whatsoever. A number of district offices, the
report concluded, likely were reluctant to promote the program until they were assured
they had sufficient new staff to run it.

The restriction of the AVP to only disabled pensioned veterans also caused many
other field staff to ‘ question the appropriateness of a program which was promoted...as
being intended to meet the needs of aging veterans, while excluding those aging veterans
whom they perceived as having the greatest needs.’ Staff were confused about the
duplication between the AVP and other veteran treatment benefits. They aso questioned
‘the predominance of health professionals in team decisions and an apparent health bias
which seemed to pervade what was supposed to be a‘ multidisciplinary program.” The
DPPE report also found ‘ skepticism’ among both head office and regional officials over
the predominant role of housekeeping and groundskeeping benefits. These two services
accounted for 80 per cent of the contribution agreements and 60 per cent of the cost of
the AVP, yet some officials interviewed by the DPPE evaluation team wondered to what
extent groundskeeping in particular ‘may have been authorized in some cases as a means

of qualifying veterans for health benefits relating to non-pensionable conditions, or in



other words as a ‘ backdoor’ gateway into full treatment benefits. Along these same lines,
the report also questioned whether Veterans Affairs field staff truly understood that the
primary objective of the AVP was not smply to ‘ promote the self-sufficiency of eligible
veterans but also ‘ cost containment through employing alternatives to domiciliary care’
Field staff interviewed by the project team seemed to ‘ demonstrate a philosophy of client
advocacy’ and ‘none...indicated that staving off institutional care was a concern of theirs
leading the authors of the report to conclude it was * evident that the objectives of AVP
have not yet been clearly defined for purposes of program administration nor explicitly
communicated to all field offices.’

Indeed they discovered that ‘ discontent with both format and content’ of
instructions from department headquarters ‘ continues in amost al offices.’
Documentation was perceived as ‘excessive’ and administrative procedures as ‘ slow and
cumbersome.’” There was also concern that * no one person’ seemed to be in charge of the
AVP leading some field staff to wonder ‘where final approval authority rested.” Regional
staff also complained about the absence of * systematic quality control methods’ in head
office and the unrdliability of the information system used to measure AV P workload.
Staff a'so complained that there was ‘not any consistent policy ... concerning the
responsibility of, or contribution expected from family members in meeting the needs of
veteran relatives ...with reference to the AVP.” Overal, regional offices saw the AVP as
‘poorly understood by staff, poorly targeted, and vulnerable to change of focus on short
notice.” The ‘stated belief’ of those working in the field was also that the *AVP is targeted
to the wrong veteran population.” The DPPE report also questioned the extent to which

provinces were taking advantage of the AVP ‘to transfer to the Federal Government



financial responsibility for provision of services which veterans would otherwise receive as
provincial residents.’

These criticisms of the AVP did not detract from the authors' overall conclusion
that the program was a ‘ conceptually appropriate and timely response to the needs of an
aging veteran population’ which had succeeded in ‘reduc[ing] their risk of
institutionalization’ and which employed an effective team-based multi-disciplinary
approach to assessing need. But they nonetheless struck a nerve among some within
Veterans Affairs headquarters who saw many of the report’ s recommendations as
‘unclear,...vague and...rather poorly expressed.” Of most concern was the argument that
the existence of AV P had encouraged provinces to offload their home care responsibilities
for veterans on to Ottawa. If true this could compromise the department’ s plans to win
agreement to amajor expansion of the program. Further investigation revealed that,
although some provinces such as Saskatchewan and Alberta, had indeed attempted to bill
Ottawa for the cost of home care services supplied to veterans which were available to al
provincia citizens, the problem had been resolved amicably through negotiations between
Veterans Affairs regional offices and health officials in the respective provinces.
Department officials aso objected to the implication that groundskeeping services
financed through AV P were being used as ‘ backdoor’ for veterans seeking access to full
treatment benefits. ‘ The concept of AV P which was projected....was once into the AVP
program aveteran could get any of the elements of AVP ssimply by asking for it.” Thiswas
a ‘basic misconception’ conveyed by the DPPE report which showed ‘ no appreciation of
the need factor.” Veterans qualified ‘for each separate area only on the basis of threat to

independent community existence expressed by a need for assistance in activities of daily



living,” department officials argued. There was aso grumbling about the DPPE’ s critique
of geographic inequity within the AVP. Regional disparity was smply afact of life, and
certainly applied to the vastly uneven provision of provincial home care service. ‘It will
aways be with usfor aslong as DV A continues to operate in an environment called
Canada...Is it redistic to expect uniformity of servicesin such aland? Asfor the DPPE's
concern about the field staff’ s * philosophy of client advocacy’ this statement ssmply
provoked bewilderment. “Is this good or bad? What precisaly is meant by a *philosophy of
client advocacy’”, Veterans Affairs officials asked? Although the evaluation report did
not say, it was clearly not something for which the department’ s staff wished to apologize.
Nonetheless, in his formal response to the DPPE report assistant deputy minister James
Smith conceded that there was a *lack of clarity for responsibility and authority for the
AVF'; that the program’ s implementation had been ‘less than adequately planned and
controlled,” and that ‘ excessive paperwork or work-overload’ was placing at risk the
AVP s commitment to a multidisciplinary assessment process. All of these issues would be
addressed in the department’ s plans to extend the program.

Throughout 1983 Robertson’s AV P extension committee continued its work on
detailed models of expanding the AVP to awider constituency of veterans producing, with
the aid of private consultants, different options ranging in cost from $10.2 million to $42.7
million ayear. A key fiscal resource for making any of these proposals palatable, during a
time of severe fiscal restraint, was the aging of the veteran population itself. Since half of
all veterans would reach age 65 by 1985, increasing numbers were becoming eligible for
Old Age Security and, if living below a minimum standard, the Guaranteed Income

Supplement as well, programs which were both income-tested in much the same way as



the War Veteran Allowance and Civilian War Allowance. By harmonizing the
administration of the WVA and CWA with the system already in place for delivering the
OAS/GIS, run by the Department of National Health and Welfare, significant human
resources would be freed up to help finance the extension of the AVP. As deputy minister
Bruce Brittain put it, ‘the AV P proposal hinges on shifting resources from the
WVA/CWA Program’; therefore it was essential to present both initiatives to cabinet as
part of asingle package.

Thisis exactly what occurred when the AV P Extension proposal was forwarded to
cabinet in late November 1983. Couching its recommendations as ‘the last magjor program
thrust within Veterans Affairs and ‘the final chapter in the body of legidation referred to
as the Veterans Charter,” the department argued that its proposed broadening of the AVP
represented ‘the last major Departmental program changes required for these [ 725,000]
Canadians’ who with their spouses ‘were now subject to the cares and stresses of age.’
The AVP pilot project had proven to be a ‘resounding success in fostering independence
and preventing institutionalization.” Now that veterans in accelerating numbers were
turning 65 and becoming dligible for OASGIS the cost of the War Veterans Allowance
program was projected to shrink from $437 million per year in 1983-84 to only $110
million by 1991, ‘areduction of more than $300 million...Less than one-third of this
amount will accommodate health care needs of aging veterans ...at effectively 1/8 the
annual per patient costs of institutionalization.” An extended AVP, in other words, was
not only cheaper than institutionalization, but also could be easily financed within the
department’ s existing budget since ‘ even when the cost of the AVP is taken into account,

net projected expenditure for the Veterans Affairs Program will decline’” Harmonization



of WVA/CWA with OAS/GIS would produce the savings needed to underwrite the
expansion of the AVP.

Extending the program to awider spectrum of the veteran population would also
pay dividends for Canadian society down the road. Because of their age profile veterans
had twice the need for home or long-term care services compared to the genera
population. By the year 2000, when three million Canadians reached the age of 65, the rest
of the country would catch up. At that point “Canada will be faced with the redlity of the
‘grey wave' resulting from the aging of ‘baby boom’ era children. Significant gapsin
services, program know-how, and geriatric research must be filled. The Department isin a
unigue position to develop and prove creative responses for veterans that could have wide
acceptance in the community in time to be of service to the future mass of elderly
Canadians,” Veterans Affairs argued in its discussion paper to cabinet. Ensuring that
veterans could spend their ‘remaining years...in dignity and, for aslong as possible,
independently in their own homes would aso be popular not only with veterans
themselves, but with their children *who traditionally are supportive of the Government
for the care given to their parents.’” Failure to act, on the other hand, would result in
‘sharply increased demand for expensive institutional care.’ It would also be viewed by
veterans and their families as evidence of a‘lack of government commitment to fulfilling
responsibilities identified in the Veterans Charter.’

The original AVP proposal, in 1980, had been justified on the grounds that it
would save money on institutional care and department officials, in preparing their cabinet
submission, were anxious to use evidence from a well-publicized 1982 Manitoba Home

Care Study as definitive proof that the AV P would reduce Veterans Affairs need for



additional long-term care beds. Closer scrutiny of that study by the department’s
gerontologist, however, showed that “we are unable to draw conclusions from it which
will permit usto say, ‘By introducing an Aging V eterans Program expansion the
Department of Veterans Affairswill save ‘X’ dollars.” Asaresult, the language of the
November 1983 cabinet submission was more cautious arguing that ‘the potential impact
of an extension of AVP digibility on future bed requirementsis difficult to predict with
accuracy.” Given the limited experience with home care across North America it was
difficult to make * precise estimates of savings realizable from the proposed, more humane
approach to care.’

Despite this caveat, Veterans Affairs attempted to shift the focus away from exact
cost savings from the AV P, where hard data was lacking, to ssmply comparing the costs of
home versus ingtitutional bed care. From this perspective, the department’ s cabinet
submission argued, there was an ‘eight-fold difference’ between the $4400 average cost
per person of its recommended AV P extension proposals and the $36,000 annual
operating cost of adomiciliary care bed. Put differently, by spending $57 million, the
department could either help 14,000 veterans to continue living ‘in their own communities,
most in their own homes’ or assist ‘only 1280 veterans...in new Type 1 and Type ||
institutional beds.” Framed in these terms the choice seemed clear. An extended AVP
could serve ‘agreater number of veterans...more effectively with funds that must
otherwise be directed to expanding the number of institutional beds.” Canada’s veteran
population faced * dramatic demographic changes in the next decade.” In response
Veterans Affairs ‘must act, and act based on its experience over the past three yearsif the

overwhelming cost of inaction is to be contained.” Otherwise the department would



require 6250 contract beds by 1991, compared to only 4850 if the AV P was expanded
along the lines being recommended. ‘ The cost of the traditional response to the plight of
old people who can no longer survive at home on their own -that is, of warehousing them
in institutions --will go right off the clock in afew years,” deputy minister Bruce Brittain
argued in defense of the proposal. ‘ Costs, however, can be contained by the program...we
have submitted today.’

Convinced by these arguments, and by the anticipated savings to be generated by
WV A/OAS-GIS harmonization, the cabinet agreed in February 1984 to a phased in
extension of the AVP over afour year period to ‘al high risk veterans groups . Beginning
in October 1984 war disability pensioners 65 years of age and older in receipt of WVA, as
well as non-pensioned WV A clients 75 years of age or older, would become eligible for
the program. All remaining WV A vets 65-74 years of age would brought in on 1 January
1986. In January 1987 war disability pensioners 65 years of age and older, unable to
qualify for WV A because they were receiving Old Age Security, could begin applying for
AVP. Finally, on 1 January 1988 non-pensioned veterans 65 years or older with theatre of
war service, whose OAS benefits disqualified them from WV A, the so-called ‘ near-
recipients,” would become eligible. The AVP was also expanded to include support for
socia transportation to assist in the activities of daily living. This phased-in expansion
provided a‘learn as you go’ approach that gave the department ‘ sufficient time
to...complete the necessary program streamlining, training, management, and research
information system and evaluation methodology to ensure that the expanded program will
meet its intended objectives.” By 1988-89, when the extension of the AV P was complete,

Veterans Affairs estimated that it would have a caseload of 11,105 veterans and would



cost (in constant dollars) an additional $40.6 million ayear. Significantly, although the
department acknowledged the *vita role of spousesin maintaining the well-being of
entitled veterans', it did not propose to include them within the circle of eligibility for any
components of an extended AV P, beyond the limited provision, in place since 1982, that
veterans widows could continue to collect contributions to a maximum of thirty days
following the death of their spouse. “Members of the veteran's family and...hiswife...are
expected...to take a‘team’ approach to family responsibilities including those with which
the veteran is unable to cope...A ‘family member’ isa‘family member’. Society expects
families to have ties and responsibilities and to accept these,” Veterans Affairs minister
Bennett Campbell argued in making the case against extending AV P benefits to caregivers
Nonetheless, from the beginning a number of officials within the department, such
as Stu Tubbs, one of the original designers of the AV P, were ‘very supportive, very early
on of trying to include spouses in terms of benefits or of not stopping benefits at the time
of death because of the problems that would create.” Asearly as 1982, Veterans Affairs
staff planning for the AV P extension ‘talked about waving ared flag to Cabinet that would
indicate the Department’ s future desire and intention to address the needs of veterans
spouses or widows in the future.” Once the AV P was opened up to a much wider
constituency of veterans in 1984, some of whom then began to die, complaints from field
staff began flowing into department headquarters about the failure to acknowledge the
needs of their wives. ‘It didn’'t certainly take place all at once. It was sort of gradual and
incremental,” Darragh Mogan recalled. ‘ Anecdotal evidence was probably as much of an
influence at the time as anything else. Because increasingly...counselors would be going

into individuals homes and seeing actually what was happening. And in actual fact you



couldn’t very well help the veteran without helping his spouse, there was no way you
could do it and so again it was an absurd position of helping the one individual because the
other individual was key to the person staying at home.” As aresult, by 1984-85
counselors were instructed ‘to consider the whole family circumstances in running a care
plan.’

As Duncan Conrad from department headquarters noted, ‘ whenever a counselor
went into a veteran’ s home the interview was always with the veteran and the spouse,
generally awoman in most cases who was the caregiver...Even in the early stages...there
was aways a recognition that beside every good veteran was a good spouse that was
providing some sort of support...We ended up really recognizing that the contribution that
caregivers made needed to be captured. So our...process was changed...to actually add
an assessment component that took in the role that the caregiver was playing...It gave us
apicture of what the health of the caregiver in the home was, and also what the
contribution was they were providing.” Once counselors were asked to document the key
role of spousal caregivers while the veteran was alive, it was but a short step to
underscoring the difficulties they faced once their partner had died and they suddenly
found themselves cut off from all further AV P support. “ They were getting |etters saying,
“how can | continue? ...Without the spouse these guys would never have lasted as long as
they did. They were by their side when they were at war, and by their side al their lives,
taking care of them in the illnesses and their disabilities. How could you go and turn your
back on these women?,” department officials recalled.

As aresult, shortly after the AVP was extended district counselors began writing

to department headquarters asking ‘why does attendance allowance continue for widows



for one year after aVeteran's death yet AVP stops?...Widows should receive AVP
benefits at least to the end of the contribution period at a minimum, and preferably should
receive ongoing assistance.” Officias in Charlottetown headquarters acknowledged it was
a‘difficult question’, particularly since within other Veterans Affairs programs such as
War Veterans Allowance, the widowed spouse ‘ continues to receive WV A at the married
rate for an adjustment period of one year. Similar arrangements are in place for
[attendance alowance] ...and the disability pension itself...We have along tradition of
providing income support to the surviving spouse until his’her death.” Since the spouse
was not a veteran there was ‘no basisin law to do anything [but] thereis clearly a moral
obligation.” Others disagreed that the department was not legally obliged to act since its
statutory authority obligated Veterans Affairs to be responsible for the care, treatment,

training, and re-establishment of veterans ‘and the care of their dependents. Spouses are

dependents and their welfare is our concern and responsibility. How can it be humanely
rationalized that while the veteran lives we assist him in the care of his spouse, but after he
dies we abandon her? The need for spousal assistance is much greater, generaly, after the
veteran dies than while he lived.” Why shouldn’t counselors undertake ‘ an assessment of
the surviving spouse’ s need and maintain, reduce, or increase the care plan which is
suitable or required for the remaining spouse?

In response to this pressure, mostly coming at this point from Darragh Mogan’'s
own staff, a draft regulation was circulated in the summer of 1985, proposing that district
offices be allowed the discretion to continue AV P benefits for home care, home
adaptation, and transportation service, which were in effect at the time of aveteran's

death, to his or her spouse for a period of ninety days, but ‘only in those cases where the



AVP services would assist the spouse to cope with the activities of daily living.” District
staff were warned that ‘ care should be taken not to create a state of dependency.’
Extending AV P to widows was to occur only ‘where her needs were identified as being
part of the package when the veteran was aive; [on the understanding] that she would not
be offered institutional admission nor greater financial support than wasin pay at the time
of the veteran’s death, nor any residual treatment benefit entitlement.” However, the
proposed regulation change was not approved on the grounds that the department had
taken the ‘ strong position that the Provincial government has a responsibility for the health

care of spouse’ and did not wish to break this precedent.

NOTES



Chapter 4

FROM THE AVP TO THE VIP: THE GEORGE HEES ERA

In September 1984 a new Progressive Conservative government led by Brian Mulroney
assumed office. During the 1984 election, capitalizing on unhappiness among veterans
organizations around the relocation of Veterans Affairs headquarters from Ottawa to
Charlottetown between 1979-84, the Tories targeted veterans as an important
constituency in their campaign, promising to sharply reduce the processing time and
significantly expand the range of veterans benefits. To make good on this pledge,
Mulroney appointed a high profile cabinet minister from the Diefenbaker era, George
Hees, as his Minister of Veterans Affairs. The popular 74 year-old Hees, a member of
Parliament since 1950, was a decorated World War 11 veteran who had been wounded
during his service abroad. Along with Daniel Macdonald, the double amputee veteran who
served as Pierre Trudeau' s longstanding minister of Veterans Affairs, Hees would become
one of Canada s most successful advocates for veterans needs. ‘ All Canadians are special
but veterans are very special,” Hees proclaimed upon taking up his new cabinet position.
‘They went overseas and took a chance on getting their heads blown off so their country
could remain free. For that reason | want all veterans and their submissions treated with
the very greatest of generosity, courtesy, and efficiency...l want the benefit of the doubt
to be given to the veteran.” As officials within the department recall, “ because he was a
veteran...he was the greatest aly and supporter the veterans ever had...next to Danny
MacDonald who was aso a double amp himself. George Hees was a real

promoter... There was just amajor difference in approach....The bottom line was ‘be



generous . And people were very generous. That permeated the organization very
rapidly.”

Hees first initiative wasto insist that the name of the Aging Veterans Program be
changed. ‘Everybody is starting to age once they get past 40, but nobody likes being
reminded about it. Many of uswon’'t even admit it. Had | been around at the time, | would
have named the Program M-V-P instead of A-V-P. Then it would have been the Mature
Veterans Program, or even better, Most Valuable Players,” Hees quipped in a speech
before a group of veterans shortly after becoming the department’s new minister. Over the
next year he continued to press Veterans Affairs staff to come up with a new title for the
AVP, atask which met with some resistance from senior officials who balked at the
unnecessary cost of such a change and the possible confusion it might create among the
program’s aging clients. The *Victory Program’, the ‘V’ Plan, the‘Live’ Program, the
‘Independent Living Progran’, the *Veterans Care Program’ and the * Community Care
Program’ were all titles considered and rgjected. Finally, Ontario region director Don
Ferguson initiated a contest among his staff to come up with anew title. Out of 163
entries received the most popular was * V eterans Independence Program’ (VIP), aname
Ferguson initialy rejected because it duplicated the acronym of a popular Ontario
government initiative. Nonetheless, Hees liked VIP because the initial's captured perfectly
the message he had been publicizing since taking over the department. ‘ The new name
reflects the Government’ s philosophy that veterans are very special Canadians, and VIP
acknowledges the program’ s substantial achievements to date” And so, in January 1986
the AVP became the VIP.

As Hees frequently commented, the VIP was ‘a very great favourite of mine’ and



hisarrival as Veterans Affairs minister coincided with its phased in expansion between
1984 and 1988 to new categories of low-income veterans, a move which, as previously
discussed, had been approved by the preceding Liberal government. As part of their
election campaign the Conservatives promised to ‘ make things hum’ on veterans benefit
applications, a pledge Hees subsequently transformed into vowing his department would
cut the time for processing veterans benefitsin half. Since Veterans Affairs was given no
additional person years from Treasury Board to administer the VIP and officials confessed
that ‘no one had any ideathat the [program] would continue to grow at the rapid rate it
has' the challenges faced by the department in administering it during the second half of
the 1980s were formidable.

The department’ s response was to search for ways of ‘streamlining’ the program.
Even before the change in government, officials realized the VIP was ‘labour intensive and
time consuming’, overly centralized and badly in need of being made ‘ administratively
clean and efficient.” Because it was a ‘ contribution’ program in which veterans were
compensated for home care expenses after they had been incurred, the VIP required the
keeping of ‘voluminous detailed records... by both the District Office and Regional
Finance,” for quite small and routine expenditures. As digtrict officials complained, ‘each
veteran's... contribution is separately calculated and recorded, and duplicate sets of
invoices, receipts, contribution payment documents, and running balances are kept by both
Finance and the District Office.” Over 90 per cent of these agreements were
‘straightforward repeats of the previous year’s requirements,” but each one had to be
separately ‘renewed, signed and placed into pay’ through a system some officials

characterized as *handraulic’. As aresult, by 1986 there were ‘ currently 1200 renewals a



month...taking up to four and five months to process in some cases,” |eaving many low-
income veterans *‘ serioudly out-of-pocket’ waiting for reimbursement of personal payments
to suppliers” The VIP s excessive paper trail ‘frustrate[d] health care planning’ and also
served to ‘ confuse older veterans because of the detailed accounting required by each
client, officials pointed out. Others characterized the program ‘a nightmare to

administer.’ It was clearly not a system that could easily cope with the thousands of new
cases coming the department’ s way once ligibility for the VIP was extended to low-
income veterans after October 1984 and the program caseload tripled over the next three
years.

Indeed, by 1986 after all WV A clients age 65 and over became dligible for benefits,
department officials calculated that the administrative costs of delivering the program were
running at 18 per cent of total benefits being paid out, afigure that was ‘ unacceptably
high’ and more than double the rate of standard administrative costs for health service
programs in the private sector. At a minimum department officials wanted to see
administrative costs of VIP reduced to eight per cent of benefits. As one internal
department study concluded, the VIP s delivery policy was ‘imprecise...and unclear in
relation to other Veterans Affairs' services'; the ‘ centralization of decison-making... was
inefficient,” and the department possessed ‘ no approach to casel oad management’ or
strategies for realizing ‘economies of scale.” With potentially 30,000 new clients coming
on stream after 1 January 1988 and no prospect of additional administrative resources to
handle their needs, a crisis was looming unless significant changes for ssimplifying the
delivery of the VIP were put into place.

Three key recommendations emerged out of internal department studies for



‘streamlining’ the program between 1986-87. The first was to delegate more decision-
making authority downwards onto district and area counselors, a development which
reflected a significant transformation of personnel within the department. As aformer
district counselor recalled: ‘Within our organizational culture [during the 1970s and early
1980s] there was more of a military influence amongst the staff... There was the remnants
of the actual veterans working in here. And it was a highly structured, fairly hierarchical
almost, | hesitate to use the word authoritarian, but there was elements of it there. A little
paternalistic. No doubt about it. And we didn’t involve the veterans as much in the
decision-making as we do now. And we certainly didn’t involve, as we do now, their sons
and daughters.” By 1987, however, as aresult of significant changesin hiring and job
training practices within Veterans Affairs, 52 per cent of the counseling staff had
university degrees. An additional 25 per cent were enrolled within or had completed
community college certificate or in-house training courses in gerontology. As aresult,
senior management was ‘now confident that the skill and experience of the counseling
cadreis at alevel where their role in the delivery of the program could be increased to
include decision-making for benefits in cases where the risks are determined to be low.’
Beginning in September 1987 a new ‘three-tier approach’ for screening VIP
applications as low, medium or high risk received Treasury Board approval. District
counselors were granted authority to approve ‘low-risk’ non-medical benefits such as
housekeeping, groundskeeping, and socia transportation, which made up 87 per cent of
al VIP agreements among the program’s 17,000 clients, on their own initiative and
without the need for assessments by the District Office nurse. The remaining 13 per cent

of medium or high risks cases requiring direct patient care, personal care, or ambulatory



health care would continue to require the approval of area assessment teams or Veterans
Affairs headquarters in Charlottetown. Secondly, agreements could now be signed on a
three or five year basis, rather than having to be renewed annualy. Finally, quarterly or
monthly advance payments to veterans would be allowed in cases where it was
‘determined that prepayment by the VIP recipient would result in financia hardships.’
Some regional officials within the department worried whether district counselors
were ‘ adequately trained to make decisions based on their assessments' while medical
personnel objected to the fact that ‘the nurse was being removed from the process.” Senior
officials in Charlottetown were less concerned since the overwhelming maority of VIP
clients were the ‘young-old’ in the 64-74 age range with relatively low level needs for
housekeeping and groundskeeping. Delegating more authority for decision-making around
these services *had been very well received by counselors and field operations staff ...
[and] has evoked a new sense of professionalism.” The real need for training lay in the area
of ‘case management.” Unless this concept was ‘driven home,” to district counselors there
was adanger that ‘al contributions will be approved for efficiency sake for the maximum
period with inadequate individua case planning.” Armed with more authority to make
decisions on their own, counselors, the department hoped, would begin to accept ‘the
concept of caseloads, as opposed to workloads.” Nonetheless, over the next few years
reports of counselorsin some regions being asked to meet ‘ case load quotas’ continued to
filter back to Veterans Affairs headquarters, much to the consternation of senior
department officials, and a subsequent department interna study concluded that the initia
case management process for the program was implemented with ‘ considerable difficulty’

and was ‘not well-designed.” Over the next decade as the VIP clientele moved into deeper



old age and began to present more complex health needs, the skills required for successful
case management would become a more urgent theme in policy deliberations surrounding
the program.

As noted previously, when the AVP s extension was initially approved in
November 1983 the program’s caseload was expected to reach 11,105 by 1988-89.
Instead, the VIP had 16,247 clientsin fiscal year 1986-87, 23,900 in 1987-88 and 40,369
by 1988-89. With its caseload growing at the unexpected rate of 70 per cent a year during
this period as aresult of widening eligibility and greater than anticipated popularity, the
VIP not surprisingly experienced significant growing pains. The number of disability
pensioners accessing VIP, for example, was ‘ more than double the number’ the
department anticipated when the program was introduced, in part as a result of the War
Amps and the Legion’s aggressive promotion of the program to their pensioned members.
It was ‘alarge volume of work to absorb in a downsizing environment’, officias
complained, a problem compounded by confusion as to whether any additional staffing
resources would be made available to support the ballooning caseload. As noted
previoudly, the VIP had been extended ‘ on the understanding that funding and resourcing
would come from lapsing WV A/CWA dollars and the savings attributed to
Harmonization/Service policies,” as aging WVA/CWA recipients turned 65 and began to
access OAS/GIS. However, ‘neither the VIP nor Harmonization/Service policies have
been accurately costed,” assistant deputy minister Donald Ferguson pointed out in the
spring of 1986. As aresult, the department had ‘ no accurate idea if the...extended VIP
can be funded and resourced within existing and planned [staffing] levels. With its

administrative costs running at over 18 per cent of benefit payments, however, the



department was not in a strong position, in a climate of government fiscal restraint, to go
back to Treasury Board requesting more staff. It was ‘the administration of the Veterans
Independence Program [which] need[s] fixing most’, Ferguson argued, and the goal was
to get costs down to ‘as close to 8% of the benefit payout as possible.’

This point was reinforced by an interna quality control study, sampling over 321
VIP case files across the country, which reveaed significant regional differencesin how
the VIP was being delivered. In the Atlantic region only 20 per cent of applications were
forwarded beyond the two person Assessment Review Team to the more expensive and
time-consuming multidisciplinary Health Care Team. In the Pacific Region the comparable
figure was 75 per cent. Average turnaround times for processing applications ranged from
73 daysin Atlantic Canadato 51 days on the Prairies. ‘In all cases time from application to
contribution arrangement seems very long’, senior department officials concluded. For a
national program, it was essential that ‘national standards should be established for
turnaround times for all levels of decision-making.” The Ontario, Pacific, and Prairie had
each developed and were using their own application forms rather than a standard national
form. Sixty per cent of all VIP cases did not use any community resources, an ‘ astounding
percentage’ the study’ s authors commented, since ‘there must be a goodly number of
clientswho...are not eligible for VIP but would qualify for some community resource or
agency.’ It was ‘essential to have a process in place which effectively and efficiently

screens, assesses and makes decisions in those cases where V1P benefits are requested.’

A second in house evaluation, the V eterans Independence Program Project,
established in October 1987 to ‘ streamline the efficiency of the program and to conduct a

long-term policy and operational review’ also trained a spotlight on administrative gaps



within the program. Because of personnel shortages as well as ‘ staff without skills or
training’ in case management, the screening process within the VIP had been *applied
inconsistently’ and revealed an ‘inappropriate use of scarce resources.” Since the
department had also failed to implement a‘ national training program’ skills levels of
counseling staff ‘varig[d] considerably from region to region and district to district.’
Ontario and Quebec regions had provided ‘ considerable training in the area of home care
programming’ but there was ‘relatively little training...provided to staff in the Atlantic,
Prairie and Pacific Regions.” The VIP aso needed to develop an adequate, consistent, and
automated national data set to allow for intelligent planning and management of caseloads
since ‘a number of [its] forecasting assumptions have never been validated.’

The explosion of caseload growth beyond all expectations, over the previous four
years, was one illustration of this point. A second was the fact that despite frequent claims
by Veterans Affairs that homecare provided through the VIP was eight to ten times more
cost effective than supplying institutional beds, the department had no solid research to
back this up. ‘We have not thus far carried out a case eval uation sampling to assess the
effectiveness of interventions in maintaining or improving client self-sufficiency,” officials
pointed out. ‘Is the health economics premise of demand rising to meet supply the case or
are we responding in an effective manner to agap? Put differently, was homecare through
the VIP an add-on or substitute cost for long-term care beds in the community? ‘[I]t is
difficult to speculate as to whether $10 to $20 million annual expenditure on home careis
increasing self-sufficiency or maintaining veterans in their own home or community,” a
1987 in-house evaluation of program concluded. ‘ The [VIP g effects on clients have not

been determined.’



In order to address these questions, in late 1987 the Program Evaluation
Directorate of the department, as phase two of its review of VIP, sent out a request for
proposals to external consultants for an independent in-depth study of the program. The
purpose was to address eight key questions. Was the VIP meeting its objectives? What
was its effect on the health of clients, their caregivers, and their families? Were veterans
satisfied with it? To what extent had the VIP reduced demand for long-term care
institutional beds? Was it cost-effective in comparison to other alternatives? Was it
duplicating provincia or local home care services? What, if any, were its additiona
benefits and costs? What additional services or benefits were required to enhance its
effectiveness? The contract was awarded to the mgjor consulting firm Price Waterhouse,
in February 1988 with a scheduled completion date of November 30 that same year. Apart
from the internal benefits of such areview, Veterans Affairs officials also saw it asan
important opportunity to publicize the innovation and importance of the VIP. ‘The
professionals al say that VAC is out front and we at VAC have to help in preparing for
the gray wave,” assistant deputy minister Don Ferguson argued as the study began. ‘We
have made statements as to the validity of [the] VIP and now isthetimeto tell what is
going on and what has happened.’

Before beginning the study the Price Waterhouse consultants highlighted a number
important methodological obstacles which stood in the way of determining whether or not
the VIP was cost-effective. First, since the evaluation team would be looking at existing
VIP clients there was no ‘ control group’ with whom they could be compared nor any
‘baseline condition’ against which their current situation could be contrasted. As aresult

there was no way of proving what would have occurred to them in the absence of the VIP.



‘[N]o fully adequate’ way existed of getting around this conceptual problem. Second,
given the wide discrepancy among provincia home care programs which the VIP *topped
up', itsddlivery differed markedly ‘from province to province.” Moreover, precisely
because it was a ‘top-up’ to provincial home care services, it was difficult to separate out
the VIP s effects on clients' health and self-sufficiency from those same provincia or local
services. Third, although assessing the ‘ cost-effectiveness' of the VIP was important, this
was not the only stated rationale for the program. It was also intended to improve the
health and self-sufficiency of veterans, objectives which could be met whether or not they
were ever in danger of being institutionalized. ‘No expected cost savingsin relation to
institutionalization would be expected in these circumstances.” Fourth, since clients to be
contacted were already getting a service from Veterans Affairs, they might be ‘reluctant to
report any dissatisfaction with the program for fear it might result in [its] reduction or
eimination.” Finaly, it would be difficult to prove the VIP prevented or delayed
ingtitutionalization if there were insufficient long-term care beds within the community for
clients to have the option of choosing them.

The research design of the project relied on three strategies. The first was a sample
review of 300 case files, chosen from among the 23,000 VIP clients across the country, to
be conducted in consultation with Veterans Affairs counselors and district nurses familiar
with each case, followed up by telephone interviews with the VIP clients, their family
members and informal caregivers. The second was the mailing out of a survey
guestionnaire to a random sample of 1000 veterans different from those to be interviewed
by phone, from which 727 replies were received. Independent nurses were hired on

contract by Price Waterhouse to conduct the file reviews and telephone interviews. When



these were compl eted each nurse was asked to rate the veteran’s likelihood of
institutionalization, ‘ both with and without VIP service' . If the client was rated a medium
or highly likely candidate for institutionalization, the nurses were asked to provide ‘both a
provincial and generic estimate of the level of care and type of placement’ the client
required. Costs for ingtitutional care would be based on ‘estimates....for facilities actualy
accessible to the veteran in the closest district in which they resided.” The study ssmply
‘assumed’ such bed care was available. These costs would then be compared with the
actual expenditure of home care services on the client through the VIP, other department
programs providing medical or home assistance, expenditures made by the veteran himself
and those made ‘free of charge to the veteran on the part of the province or municipality.’
The third technique was to interview 27 veterans aready institutionalized within facilities
in six cities across Canada to determine whether the availability of the VIP would have
provided a viable home care aternative. Focus group discussions with Veterans Affairs
counselors and telephone interviews with provincia home care officials also rounded out
the consultant’ s research. After 11 months of work afirst draft of the Price Waterhouse
report was completed in January 1989 followed by afina draft in June which incorporated
feedback from senior VIP administrators.

Thetypica VIP client, the study reveaed, was a married male between 65-75
years old living with his spouse and family or friends. Most had lived in a city or town for
more than ten years and owned their own home with family within one hour’ s driving
distance. Three-quarters were pensioners. One-haf of clientsin the study had been
admitted to hospital at some point over the past three years. Seventy-five per cent rated

their own health as ‘fair’ or ‘poor’ and eighty per cent were suffering from at least one



chronic condition. Two-thirds could be left unattended in their own homes; seven per cent
could not be left by themselves and 21 per cent could only be left alone for up to three
hours. Only 35 per cent of their caregivers were rated by Veterans Affairs counselors as
being in excellent or good health and one quarter were in poor health. This was akey
finding, the report noted, since ‘ caregiver health status has implications for the amount
and type of services needed by veterans to enable them to remain in their own
homes/communities,” atheme that would grow in significance over the course of the next
decade. Most clients were receiving housekeeping or groundskeeping services through the
V1P which were supplied by independent providers, friends or family members, the last
method being by far the one most preferred.

Unguestionably the most important finding of the Price Waterhouse study was the
high level of client satisfaction with the program. Over 90 per cent of both veterans and
their informal caregivers reported that they were ‘moderately’ or ‘extremely satisfied’ with
the services they were receiving. The only significant concerns noted were difficultiesin
locating service providers and delays in being reimbursed. Thirty per cent of those
surveyed, however, reported a significant unmet need, most often heavy housekeeping
services, which was impacting on their ability to remain at home. Overall the study
concluded that ‘ client satisfaction with the VIP was extremely high in al evaluation areas.
quality, amount, timing and adequacy.” Three quarters of the veterans and over half of
their counselors, informal caregivers, and nurses reported that the program had made a
moderate or great deal of difference in the client’s health. Three-quarters of the clients
also said the VIP had made a difference in their life satisfaction, mostly because of reduced

worry about finances and the feeling that  someone else cares about how you are doing.’



Reducing worry, in fact, was the most common factor cited by clients for why the
program had improved their health.

The reasons why were evident from further survey results. The ‘vast mgjority’ of
clients reported difficulties in managing at home prior to receiving the VIP. Without the
program amost half said they would have difficulty doing yard work or snow shoveling,
36 per cent said general house maintenance would be a problem, 20 per cent singled out
difficulty climbing stairs or getting in and out of the bathtub. One-quarter were extremely
limited in their ability to perform the activities of daily living. Eighty-six per cent reported
that the VIP had made a moderate or large difference in their ability to manage in their
own home. In short, in terms of meeting one of its principal objectives, improving the self-
sufficiency of veteransin the activities of daily living, the VIP was clearly a great success.

It also made a significant difference for their spouses. Sixty per cent of counselors,
53 per cent of nurses, 69 per cent of veteran clients and 88 per cent of their informal
caregivers reported that the VIP had made a‘moderate’ or ‘great deal’ of differencein
reducing the burden on caregivers and 56 per cent of family caregivers reported that it had
improved their own health. ‘ The impact of providing overall relief for family is strong,” the

report argued. It was afinding of some importance. As the authors argued:

when the health of the caregiver is good, it can be expected that they will take on a
variety of care activities on behalf of the veteran. If the health of the caregiver is
poor, many of the care activities...will likely be transferred to the formal service
system. Consequently, improving or maintaining the health status of the caregiver

potentially expands or sustains [their] capacity to continue to care for their loved



one. This, in turn, can decrease the amount of formal service assistance required by

the veteran.

Put differently, keeping the caregiver healthy reduced the long-term costs of veterans
benefits to the state. Nor was the VIP displacing informal care. ‘In general the pattern of
help and visiting was reported to be undisturbed by VIP.

But did the VIP significantly reduce the demand for institutional beds? This, after
all, was the second and perhaps more compelling argument for the program, at least in the
eyes of the central agenciesin Ottawa. On this point, the findings of the Price Waterhouse
report were less conclusive. ‘ The vast majority of home care recipients were not at high
risk of institutionalization,’ its authors noted. At best only one-third of the cases reviewed
by the nurses hired for the study were deemed to be medium, high, or very high risk of
requiring institutional bed care, in the absence of the VIP. Since the most common
services provided through the program were groundskeeping and housekeeping rather
than personal or direct patient care, this finding should not have been all that surprising.
Nonetheless, it did create some problems for underscoring the VIP s cost-effectiveness.
No part of the Price Waterhouse report was more troublesome than its attempt to estimate
how much money the VIP actually saved. If al clients served by the program were cared
for in ingtitutions, the report argued, the cost would be an additional $193 million. But this
clearly was an unrealistic comparison since the overwhelming majority of the program’s
caseload did not need institutional care, and even if they had, a sufficient supply of beds
was smply not available for them. Depending on the assumptions used, the report argued,

estimates of cost-savings from the VIP could ‘vary from $6 million to $214 million when



VIP costs adone are compared and from $21 million to $181 million when total DVA costs
are compared with the costs of institutional care.” Such a huge range was not terribly
helpful in making a convincing case for the cost effectiveness of the VIP. The report’ s best
estimate was derived from the national sample of almost 300 VIP casefilesreviewed in
depth by their contract home care nurses. Using a probability scale for estimating what
proportion of these clients would require ingtitutional care in the absence of the VIP and
extrapolating this number as a percentage of the total of V1P caseload across Canada, the
study argued that the VIP likely saved Veterans Affairs $33,000,000 annually, assuming
that the cost of along-term care bed was approximately $31,000 per year and that only 25
percent of veterans requiring such a bed would actualy find one in their community if no
VIP was available. It was an estimate which ‘should be treated with caution,” the authors
conceded.

Senior department officials were pleased that the Price Waterhouse study was
‘thoroughly done’ and ‘ gave the [VIP] agood bill of health.” They were particularly
delighted by the high level of client satisfaction it revealed and by its recognition of the
importance ‘of informal caregivers to the current and future needs of the veteran for
ingtitutional care and other formal (and expensive) services.” ‘[M]ost of the
recommendations are to hold the course’ and ‘you're right on target,” senior staff
observed. Proposals for expansion into new areas were downplayed. Since the VIP was
‘growing this year at a 70% rate and will triple again over the next 3 years, we must first
ensure we can continue to deliver the existing program.” There already was an ‘insufficient
number of staff....to deal with an estimated VIP caseload of over 100,000 by 1991-92,

increasing to over 120,000 by 1994-95.’



The study’ s cost-savings estimates, however, were deemed ‘ so soft that [they are]
an easy target for criticism.” Since the range stretched ‘from the hundreds of millions to
about 6 million my view is that these figures should be far in the background,” Darragh
Mogan argued. Other senior staff pointed out that ‘thisis an area that the Department
must have a handle on to support the VIP to senior levels of government.’” For the time
being the consensus in Charlottetown was that the department should simply underscore
the study’ s conclusion that ‘the VIP is cost effective when compared with the alternative
and focus instead on quality of life arguments, by noting that the program * has had a great
impact on alowing clients to remain in their own homes or community...It should be dealt
with in away that expresses the psychological, emotional, and social importance of seniors
remaining in their homes or community.’

While the Price Waterhouse study was still underway, the VIP stood on the
threshold of yet another major expansion. During the 1984 election campaign as part of
thelir strategy of targeting veterans, the Conservatives promised, if elected, to extend
eligibility for the War Veterans Allowance to those who had volunteered for active duty,
during the Second World War, and were assigned to serve in Canada for a period of at
least 365 days, a group known as ‘ Canada Service Only’ or (CSO) veterans. The demand
for their inclusion within the terms of WV A had been part of the Legion’s regular annua
lobbying since 1974, but it accelerated dramatically after a series of rulings by the War
Veterans Allowance Board, beginning in 1981, determined that ‘theatre of war’ service
could include moving back and forth across the Northumberland Strait or the Bay of
Fundy. In the eyes of many veterans, decisions such as these made previous digibility

distinctions between overseas and Canada service veterans for important benefits such as



WVA and VIP appear increasingly anomalous.

Three years into its mandate, however, the Mulroney government had still not
acted on its campaign pledge to extend eligibility for the WV A to CSO veterans, citing the
higher and more costly priority of ensuring a sufficient supply of long-term care beds for
aging veterans. The Legion countered by arguing that the needs of aging CSO veterans
were immediate and should not be traded off against possible shortages in long-term care
beds down the road. By 1987, with another election near, the quest for redeeming the
promise of WV A dligibility for CSO vets had become ‘the Legion’s top priority.’
‘Pressure from veterans organi zations has been constant,” department staff acknowledged,
asaresult of a‘very real and concerted campaign’ led by the Legion, and supported as
well by the National Council of Veterans Associations in Canada and the Army, Navy &
Air Force Veterans of Canada. As a compromise gesture, the Legion reduced its origina
demand by arguing that WV A €ligibility should apply only to CSO veterans age 65 rather
than 60, the normal threshold for applying for the WV A. Since veterans reaching 65 were
aready digible for OAS-GIS, this was a much less costly proposal.

Once they were eligible for WV A, CSO veterans could also apply for the VIP and
full health and treatment benefits. This was the key incentive behind the Legion’s

campaign. As Veterans Affairs staff pointed out:

ninety percent of the income support needs offered...by WV A can be met by OAS,
GIS and SPA [Spouses Allowance]. In five years virtually al veterans, CSO and
Overseas, will be eligible for OAS, GIS or SPA. It is clear that the issue for

Veterans Organizations is not so much the small WVA ‘top-up’ ...but the gateway



such eligibility provides to health care benefits where the level of financia support
can be very significant. Such a gateway for the Veterans Independence Program
alone doubles the program costs...In addition, Veterans Organizations may
expect CSO ‘near recipients’ to be ‘gatewayed’ as well on the same basis.... This
has the effect of increasing the Veterans Affairs health care casel oad and benefit

and operating costs four times.

From both a policy and program viewpoint department officials were reluctant to
accede to this request. From a policy standpoint CSO digibility would “wipe out the
‘theatre of war’ requirement from the law so that those who were not even at risk from
enemy action [could] aso qualify” when there was no evidence their economic need was
related to their war service in Canada. The would represent a‘ major shift in government
policy.” The CSO category of veteransin 1988 stood at 327,000 which was dightly larger
than the 317,000 veterans who had ‘theatre of war’ service overseas. Providing them with
WVA €ligibility and a‘gateway’ into VIP and full health treatment benefits represented a
potential doubling of the costs and demands on these programs.

It was also a clientele with whom the department had had little contact. * Canada
Service Veterans, their locale, health status, local support network, and the like are
completely unknown to DVA," officials pointed out. ‘ For many, this could be their first
encounter with Veterans Affairs...[T]he implicit per case labour costs could be significant.
Moreover, our estimates of their numbers and distribution and probable interest in the VIP
program are al inferential...with al that entails about the reliability of caseload

projections.” CSO dligibility would also ‘inevitably lead to pressure from other groups



(e.g. Red Cross workers and firefighters in Canada, merchant seamen, veterans who never
returned to Canada after the war).” In terms of program priorities, Veterans Affairs
headquarters also remained convinced, from their own long-term forecasts, that the costs
of providing chronic care beds ‘ needed in increasing numbers up to the early part of the
next century...should have higher and more immediate priority over extending eligibility
to the CSO group.” However, the realities of an upcoming election over-rode these
concerns. As George Hees pointed out to his cabinet colleagues, ‘from a political
viewpoint...it is clear we made a commitment before the last election that we haven't
kept. The opposition parties have supported the Legion’s demand. About 1 million voters
have adirect interest in this matter. Pressure can be expected to increase reaching a
crescendo in June when the Legion holds its national convention in Ottawa.’

It was an effective argument. Hees convinced his colleagues to accede to the
Legion’s request, with two significant revisions. The Legion had wanted only CSO
volunteers, not conscripts, to be eigible to apply for the new benefits. Since this
distinction would only reopen old wounds it was politically unacceptable to cabinet. The
new criteria would apply to all CSO veterans who served at least 365 days in Canada
regardless of whether they volunteered or were conscripted. They would a so be granted
eigibility only to apply for the the VIP, not WV A. This represented ‘a comparatively low
cost creative response to the priority demand of Veterans Organizations which also
addressed their ‘area of greatest concern (availability of long-term care support in the
home or community).” At the same time it also avoided the more major policy shift of
abolishing the ‘theatre of war distinction’ for benefit eigibility, a move which threatened

to leave Veterans Affairs with ‘no viable policy position remaining to resist pressure’ for



further extensions of eligibility to other civilian groups and their dependents. ‘ Government
has received much support for the V eterans Independence Program. Offering its benefits
could be more popular and more effective than the straight [WVA] cash transfer.’

On 13 June 1988, three days before his 78" birthday, George Hees appeared at the
Canadian Legion’s annua convention in Ottawa to tell the assembled delegates the good
news that their ‘ concerted campaign’ had paid off. ‘| am delighted to announce today that
the government has approved that those who served in the Canadian armed forces for at
least a year during wartime in Canada and who are at least age 65 will be digible for the
Veterans |ndependence Program if they are in economic need....And that’s not al. Those
veterans who qualify and need VIP to help them remain independent in their homes will
automatically qualify for treatment benefits once they are in receipt of VIP.” The response
to Hees' announcement, the Legion magazine reported, “was loud, clear and predictable: a
standing ovation from more than 4000 delegates and observers....’| can't find the words
to thank you enough,’” the Dominion Command president, Anthony Stacey told Hees as
the applause subsided. ‘I just don’t know what to say.” Bringing CSO veterans into the
VIP would cost $200 million over the next five years, Hees told the delegates. It would
also ‘more than double the number of veterans potentialy eligible’ for the program and
most likely increase its caseload ‘from some 30,000 to well over 40,000. And these
numbers we know will continue to grow.” Nonetheless, the outgoing V eterans Affairs
minister also vowed that these additional costs would not come at the expense of Ottawa’'s
commitment to find additional chronic care beds, of good quality, for those who needed
them, a demand which would *aso increase sharply.’ ‘ These beds pick up where VIP

leaves off. VIP is designed to help veterans live in their own homes. When that’s no longer



possible VIP can cover residential, domiciliary, or nursing home care....I’m confident that
with the cooperation we expect from the provinces, everything will be done to ensure beds
are available when they are needed....Indeed, it is my pledge to the veteran that those beds
damn well will be available.’

Hees' boast belied deeper concerns within his department that, despite the VIP, the
department faced alooming crisis in meeting the anticipated demand for long-term care
beds for aging veterans. Mae veterans of the First and Second World Wars and the
Korean War were not an insubstantial segment of the population. At an average age of 68
in 1988 they comprised ‘ approximately one third of the total Canadian male population
over age 65 and 50% of all disabled elderly males.” Over the next decade their needs for
care would be accelerating rapidly. Since 1984 Veterans Affairs had imposed a freeze on
the total number of departmental and contract beds, on the assumption that the VIP would
cut the demand for long-term care by approximately 1200 beds. Eleven hundred beds
remained in the department’ s remaining four long-term care facilities. Another 3000
additional ‘contract’ beds were reserved for veteransin 26 provincia or non-profit
community facilities, paid for by Veterans Affairs. Taken together the cost of maintaining
these 4000 beds consumed almost half of the department’ s total health care budget.

By 1988 amagjor review of the department’ s projected long-term care needs
between 1990 and 2020 argued that this total was not nearly enough. Two of the existing
veterans' institutions needed to be replaced and a third required major renovations as did
three of the contract facilities. During the previous five years the number of veterans

requiring chronic Type 3 care had doubled.



The current unsatisfied need for bedsis believed to be about 1400... Without the
Veterans | ndependence Program...this demand...would be even higher....
However, the number of VIP clientsis expected to double within the next five
years and community long-term care facilities may become increasingly
inaccessible to veterans because of growing lists of community residents awaiting
admission. In addition, provinces are tending to devote most new health care funds
for the elderly on home care and home support resulting in little expansion of long-

term care facilities.

Despite taking a ‘ conservative’ approach, the authors of the forecast argued that their
results were ‘startling, if not alarming.” By 1991 more than 7000 veterans would need
long-term care beds. Ten years later, when the demand peaked, the department would
need to provide 11,000 beds, to about 7 per cent of the total eligible veteran population.
Almost 4700 would require the most expensive type 3 chronic care beds compared to the
2300 Type 3 beds presently available. And bringing such beds on stream required alead
time of five years. Depending on which policy route Veterans Affairs took, costs could
range from $520 million in capital and $220 million in annual operating costs if the
department built and ran the facilities themselves to approximately $200 million in capital
and $45 million in operating costs if they worked through the provinces.  Whatever
course was followed, the need for more long-term care beds was ‘immediate’ and would
continue until it reached a peak eighteen years later. Not to respond would be viewed as a
“‘breaking of faith’ on the part of the government and a denial of earlier promises and

assurances that veterans would be fully compensated for their sacrifices on behalf of



Canada.” Redlistically, the demand could only be met through co-operation with the
provinces through negotiations that would be difficult. Building more beds for veterans
depended upon provincia willingness to accept increases in their own long-term care
budgets. To what extent Ottawa should subsidize provincial beds which ‘would be needed
by veterans only for afew years of peak demand’ was by no means clear. Y et coming up
with an answer to the bed shortage, the authors of the study argued, constituted ‘the
single most important component of Veterans' Affairs planning for the veteran population
initstwilight years.’

The most puzzling aspect of this report was its explicit downplaying of the VIP's
role as the department’ s answer to the potentially exploding costs of providing long-term
care. For the past decade Veterans Affairs officials had argued that the department was
‘ahead of thefield’ in developing an innovative community-based home care strategy as an
aternative to building costly institutional care beds, a strategy which by the late 1980s was
reaching its peak popularity. Fifteen per cent of eligible veterans were using the program
by 1987. It was estimated that 45,000 would be doing so by 1991. Despite this success, a
new department study was now arguing that more long-term care beds were needed, and
lots of them. What, if anything, had gone wrong?

The VIP had saved money. 1200 beds that were expected to be in place by 1991
had not been built because of the freeze in new contract beds as a result of the program.
On the other hand, the report also argued that ‘ a conservative estimate’ of the number of
veterans ‘ currently needing institutionalization isin the range of 1100 to 1400, with waits
of one to three years for entry. In other words, the numbers on the waiting list almost

equaled the beds which had not been built since 1984. However well the VIP had



responded to maintaining veterans self-sufficiency in the home, it apparently had not
reduced previously estimated needs for additional long-term care beds. ‘ Pressures are
mounting for increased numbers of long-term care beds because of the natural growth in
the need for Type Il (Nursing Home) and Type I11 (Chronic) care associated with the
advancing age of VAC clients. It isequally clear that the demands for such care cannot be
met solely through the VIP.’

Intuitively, it made sense that expanding home care aternatives should ‘ reduce
requirements for ingtitutional care.” The study argued that the VIP had indeed
‘significantly reduced the demand for beds,” but the ‘reduction is difficult to quantify,’
since there was ‘ no known economic analysis that proves the quantitative relationship

between the presence of home care and the savings from reductions in institutional beds.’

What does occur...is an easing of the demand for lower levels of institutional care.
Patients who have been quietly suffering at home without assistance are now able
to enjoy an improved quality of life and independent functioning. As well, stresses
on the primary care giver, often the spouse or other immediate family member, are
eased to make their lives more tolerable....However, demand for an already scarce
supply of long-term institutional beds continues as the individual who can now be
safely cared for at home is replaced in the queue by someone whose health care

needs cannot be effectively provided at home.

The VIP, in other words, would ‘ not eliminate pressures for veterans long-term care

beds.” There was an ‘urgent need’ to build more of them. In the meantime, *waiting lists



will continue to grow at an increasing rate and utilization of home care services will be
extensive.” Thiswas not an argument advocates of the VIP within Veterans Affairs likely
wanted to hear.

Ironically, despite its mandate to provide alternatives to institutional care, by 1988
the VIP was already funding the support of almost 1000 veterans in adult residential care
facilitiesin communities across Canada, a situation the program had backed into more by
necessity than design. When first created in 1981, the AV P gave veterans who needed help
with the activities of daily living and lacked available family caregivers, the option of
applying for support for accommodation within their communitiesin Type 1 residentia
care facilities, a category of assistance termed ‘ Adult Residential Care’ [ARC]. The
intention was both to reduce the pressure to supply greater numbers of more permanent
departmental and contract beds and to widen the geographical availability of domiciliary
care, since 40 per cent of Veterans Affairs district offices had no * designated veterans
beds within their geographic boundaries. In the first four years of the AVP, when it was
limited to a more affluent category of disabled pensioners, less than 100 veterans received
ARC financed through the program. Once eligibility was broadened after 1984 to include a
much larger and lower income WV A clientele, the demand began to expand significantly.
In part this growth was fueled by an aging and frailer client population. But the very low
personal cost of such residentia care for veterans - which had been capped at $120 a
month since 1949 - was also an incentive. Payments were doubled to $240 a month in
1985 in order to reduce the financial inducement to apply for institutional rather than
home support but even this sum did not come close to defraying the real costs of adult

residentia care. ‘Aslong as the monthly co-payment is only $240 thereis still amajor



economic benefit to the individual or the heirsin pressing for approval under the V.1.P." It
was ‘an offer which is difficult to refuse for the veterans and for the next-of-kin,’
department officias pointed out, particularly since the low charge to families for care of
their aging parent in such facilities ‘may generate alarge estate for the relatives.” Given
the home care mandate of the VIP, this situation was especially frustrating. As one

Ontario Region official argued:

Since the thrust of [VIP] isto keep veterans out of institutions, it seems anomalous
to be ‘approving’ more institutions ..If we approve more facilities, we will be
spending a lot more money on institutional care...Instead we should be seeking
more money for home support services....[T]he bulk of our clients...will be old
and poor. There will be agreat tendency to use [VIP] to augment their meagre
means. That is not [its] intent. Rather, it isto provide all the necessary supports to

the veteran in his own home.

Headquarters in Charlottetown acknowledged the apparent contradiction but also
pointed out that for a small category of VIP clients the increased need for ‘good quality
long-term care beds was real and in the absence of a sufficient supply of licensed and
inspected provincial facilities, there was little aternative but to alow field staff ‘to admit
to otherwise good quality long-term care beds...that are neither licensed nor meeting
appropriate provincial care standards.” Nonetheless, this de facto ‘approval’ of unlicensed
and unregulated adult care residences remained a source of much concern within the

department throughout the 1980s. In most jurisdictions across Canada the licensing and



standards for Type 1 and even Type 2 facilitiesrelated ‘only... to safety and not care’ and
in at least two provinces there was ‘no reliable provincia activity in thisarea at all’
Veterans Affairs officials acknowledged in 1985. Y et the overwhelming majority of
veterans applying for VIP support for adult residential care did so from institutionsin
which they were already living making it “difficult for staff to ‘ prevent’ a veteran from
entering an unacceptable facility.” The situation was troubling to say the least. “The
potential ...legal ‘fall-out’ should a veteran come to harm in a home which has been
approved by us (but not by provincial authorities) could be disastrous,” regional staff
pointed out. Y et the department lacked the resources, expertise, or jurisdictional authority
to ingpect or regulate such facilities in the absence of provincia action. ‘1t would
potentially require a small army of DV A inspectors to appropriately carry out the task,’
senior officials argued.

Some regions responded by ssimply refusing to pay for the costs of adult residential
care, a position which provoked a stern reprimand from department headquarters since
veterans were entitled to it under the VIP. Otherstried drafting their own policy guidelines
on the subject in response to ‘ confusion concerning what are now acceptable institutions
for thislevel of care’, amove which also provoked consternation in Charlottetown about
regions rather than national headquarters making policy. The federal Justice Department
simply advised Veterans Affairs to give families guidelines describing appropriate
institutional care and let them make the choice as to where to place their parent or spouse.
‘The greater the distance between the Department and the actual decision concerning
institutionalizing a veteran and the appropriateness of the ingtitution, the less likely we are

to be considered liable should the veteran be injured,” officials argued in summarizing the



Justice Department position.’

By late 1986 Veterans Affairs headquarters finaly drafted guidelines for regional
officesto follow and aso urged district staff to ‘tak[e]...avery hard look at all proposals
for Type 1 admission’ and to make such admissions strictly according to the health and
care needs of the client as determined by the district Health Care Team. Nonetheless, the
uncertainties surrounding the department’ s ability to actually monitor what took place
within unlicensed and unregulated residential facilities continued to cause unease among
district staff who worried that even putting their health care plans for veterans down on
paper might ‘increase the risk of legal liability to both the department and the employees,’
especialy since neither the department nor its service providers such as the Victorian
Order of Nurses had any legal authority to conduct safety inspections of ARC facilities.
To alay these fears justice officials insisted that the department did not ‘ approve,” but
merely ‘designate[d]’ institutions where adult residential care could be provided. ‘T]he
only responsibility of DVA isto ensure that the health care needs of the veteran are met.’
To some members of Veterans Affairs this was legal hairsplitting. How the health of their
clients could be ensured if the safety of the facilitiesin which they lived could not be
confirmed, remained unclear. These concerns combined with growing alarm at the rising
costs of Type 1 domiciliary care and a strong sense that it was ‘ contrary to
our...philosophy of supporting and encouraging independence,” would make ARC one of

the most politically vulnerable components of the VIP during the next decade.

NOTES



Chapter 5

THE VIP, 1989-1993: CASELOAD EXPANSION AND FISCAL RESTRAINT

During the second half of the 1980s wider digibility for the VIP, the aging of its clientele,
and ongoing promotion of the program by Veterans Affairs staff, veterans organizations,
and word-of-mouth publicity underpinned a remarkable explosion of its caseload and
costs, during an erain which the Progressive Conservative government of Brian Mulroney
was otherwise attempting to reign in social spending. ‘ The Veterans Independence
Program is more popular than anyone could have realized,’ officials within the department
pointed out.

The impact of George Hees' motto of ‘ generosity, speed and courtesy,” which
animated Veterans Affairs officials from head office in Charlottetown down to area
counsel ors working within the department’ s 32 district offices, was reflected in the
following statistical summary from a 1990 interna evaluation of the VIP which noted that
‘over the past five years...the number of recipients has increased ailmost 730 percent
(5500 in 1984/85 to 40,000 in 1988/89)...Program expenditures have risen 915 percent
over the same period (from approximately $6 million in 1984/85 to $55 million in
1988/89). By year-end 1989/90 there were approximately 60,000 VIP clients, up 50
percent from 1988/89. Forecasts predict a healthy rate of program growth in 1990/91 to
just under 90,000 clients.” Despite this healthy record of expansion the study also saw
clouds on the VIP s horizon. Its aging clients would soon ‘require a greater number of
program elements and will aso need more complex elements which place greater strain on

delivery efforts.” All these trends were also occurring ‘within the federal government



environment of resource constraint. Given that no new delivery resources are likely to help
deal with increased program activity, the Department will soon be attempting to serve
twice the number of clients with the same number of staff.’

The beginnings of this new and more severe climate of fiscal restraint took shape
within the 1990 federal budget. In response to arapidly worsening economic outlook, all
government departments were instructed by the Department of Finance to suggest
strategies for reducing expenditures for inclusion within the budget to be delivered near
the end of February. Initialy, department officials proposed they would administratively
manage any reference level cut in their requested budget allocation for the upcoming fisca
year. Instead the department was told by central agencies that a more visible policy
response was required. “Once it was clear a symbolic cut was to occur,” Darragh Mogan
later recalled, “the question at the time was, ‘what made the most sense?” Since
veterans pensions were virtually untouchable the search for savings turned to the VIP.
The one element of that program *judged to have the least effect on keeping clients out of
ingtitutions' and therefore not critical to its core mandate was arange of spring cleaning
services called ‘heavy housekeeping,’” tasks such as shampooing carpets, washing walls
and cellings, or cleaning draperies, garages, attics, or chimneys. If something visible had to
go, this was the service whose loss would be least onerous to the VIP s clients. Asa
result, the federal budget statement delivered on 20 February 1990 announced in passing
that asof 1 April of that year the VIP would no longer pay for ‘heavy housekeeping.’
Regular housekeeping services such as laundry, vacuuming, cleaning floors and windows,
dusting, bathroom and kitchen cleaning, meal preparation, and making beds, would

continue to be available, on a needs-related basis. In all about 19,000 veterans were



affected by the cut, most losing up to $500 a year. Savings were anticipated to be $8
million in 1990-91 rising to $10 million in the following fiscal year.

Groundskeeping and housekeeping, athough by far the most popular parts of the
VIP, had always been the elements most vulnerable to attack by central agency officials
because they were viewed as the least health-related parts of the program. ‘It isimportant
to understand why [V eterans Services] made such efforts to have groundskeeping
included as a benefit when the Central Agencies were urging it be abandoned,” senior
department officials argued in the mid 1980s. ‘We knew that many older people give up
their homes because either they can't afford, or can’t arrange to have the walkway cleared
of snow or the lawn kept from becoming an eyesore.” Indeed, this was the core message
of geriatrician Ferguson Anderson whose ideas had inspired the program. But the
boundaries of those services proved hard to define. Almost as soon asthe AVP was
launched, regional staff began asking ‘where are we to draw the line with respect to the
upkeep of aperson’s home? If housekeeping and groundskeeping included ‘all those
domestic duties and chores necessary to the upkeep of ahome’ did this aso mean ‘annua
tasks such as cleaning and installing storm windows, eavestrough cleaning, and washing
inside walls? Were these chores aso not ‘ essential to maintaining the home environment’
which would ‘deteriorate rapidly if they were not carried out?

Initially Veterans Affairs headquarters argued against any routine inclusion of such
‘heavy’ housekeeping chores, with the exception of changing storm windows. A year
later, as discussed previoudy, they attempted to limit al housekeeping and
groundskeeping services only to pensioners receiving care for some other health-related

condition, a decision rescinded in response to strong opposition from the War Amps of



Canada as well as protests from the department’ s own regional staff. Throughout the
remainder of the decade debate continued on whether to include cleaning chimneys,
repairing driveways, rolling lawns, cutting and/or stacking firewood, planting gardens,
trimming hedges, exterminating pests, cleaning rugs, drapes, garages and attics, or even
including condominium fees, as part of the groundskeeping or heavy housekeeping
expenditures permitted for reimbursement through VIP. By 1990, as the program’s
clientele grew older and frailer, many although not al of these items, with some significant
regional variations, did become elements of the program through a process some
department officials termed ‘policy creep.’

In the past the department had always consulted veterans organizations prior to
planning or announcing any significant changes to programs affecting their members,
which were normally announced separately rather than buried in the finance minister’s
overal budget statement. In the hasty |ead-up to the cuts announced in Michael Wilson's
20 February 1990 budget this was not done, a decision department officials later conceded
was a ‘tactical error.” Veterans Affairs minister Gerald Merrithew, in a press release issued
prior to the budget announcement, smply promised that it would have a‘relatively minor
impact on programs benefiting Canada’ s veterans.” In relation to the department’ s overall
level of spending on veterans, which totaled $1.5 billion in the previous year, this was
certainly true. What neither Merrithew nor his officials anticipated, however, was the
symbolic impact of the cut itself which, as the Legion magazine quickly pointed out,
represented ‘the first abrupt budget cancellation of a benefit for veterans without warning

or substitution.” As Veterans Affairs officials conceded afterwards:



the factor which...made veterans most angry was that the cuts were announced as
part of the government budget! Their reasoning...wasthat if the system required
corrections they should have been made on their own merits, and not included as a
government plan to save money by cutting back on veterans. The method of
announcement was seen as precedent-setting - in other words; if the Canadian
people would accept cuts to veterans' programs for purely budgetary reasons, then

nothing veterans had won over the years would be safe in the future.

This theme was seized on with aacrity by opposition members in the House of
Commons and by the media who subjected Merrithew to withering criticism as soon as the
budget cuts were announced. ‘It isironic that when Canada needed the service of brave
and courageous Canadians our veterans were there. Now, when our veterans need the
services of the Canadian government, it turns around and cuts assistance to them,” Cape
Breton Libera MP David Dingwall argued. Les Benjamin, Veterans Affairs critic for the

NDP agreed:

| never thought | would live to see the day that government of any kind would
attack veterans....Every member of Parliament in every year...[has| agreed...that
we will never be able to fully repay them. It was sacrosanct. It was not as much as
we could do or should do, but it was the minimum we must do. Now we have the
obscenity of this mealy-mouthed, chiseling of our war veterans. | do not
understand it...If this country and this government are that hard up and that

desperate that they have to pick on our veterans, there is something wrong with



our priorities, particularly the priorities of the government.

Heavy housekeeping was ‘an essential service' to veterans whose average age was
now 70, Fred Mifflin, aretired rear admiral and Liberal MP from Newfoundland argued.
“This $18 million cut is counter to the aim of the program...which is designed to care for
them at home.” When Merrithew responded haplessly that overall spending on the VIP had
increased by 60 per cent over the past year and was expected to double over the next four
years, Mifflin zeroed in for the kill. * No matter what the minister says, the fact remains
that money was taken away from veterans and benefits were cut. Something is being
taken away from veterans for the first time since the great depression. We should not be
taking something away from veterans, we should be racking our brains trying to find
something to give them.” In response the beleaguered Veterans Affairs minister could only
promise that ‘where there is alegitimate health or safety requirement on the part of a
particular client for the provision of a service presently found under heavy housekeeping
... will ensure that service continues to be provided to the veteran in need.’

Throughout March and April a storm of grassroots anger from veterans against the
elimination of heavy housekeeping took the department’ s regional offices, headquartersin
Charlottetown, and the leadership of veterans organizations themselves by surprise. In
Sydney Cape Breton over 400 veterans took to the streets for a protest march to the
regiona Veterans Affairs office in order to condemn the sudden change. Leaders of the
local Legion branch told CBC that * veterans will not accept the cuts and [that they] expect
[ed] the protests to swell across the country. In alarm, department headquarters asked its

regional offices across the country to report on the volume of calls they were receiving



about the cutback. The response was over 4000. North Bay ‘ stopped counting after 500
cals.” The Sydney office reported receiving a similar number. Two common themes
emerged in clients complaints. A large number feared that all of their housekeeping
services, rather than just heavy housekeeping, were about to be taken away aswell as
‘shock and panic’, as the London Ontario district office put it, “that government ‘dares to
do thisto veterans and confusion and fear as to what will be cut next.” As reports from
districts offices continued to filter back to Veterans Affairs headquarters, officials also
began to redlize the extent to which they had miscal culated the uneven regional impact of
the cut. In Cape Breton, site of the most vigorous protests, for example, it became clear

that

we hadn’t understood the cultural aspects of what we were doing. ‘ Heavy
Housekeeping' on Cape Breton meant ‘wall washing’. Every spring, most elderly
Sydney residents wash down every interior wall in their houses. And the reason is
more traditional than practical; it started with the constant coal dust in the air from
the mines. Media stories concerned First and Second World War Cape Bretoners
tottering back and forth on step ladders and not alot of imagination is needed to

conjure up the picture in the public mind.

In other parts of Atlantic Canada, rural Quebec, northern Ontario and the prairies, district
offices reported that large numbers of their clients had wood burning stoves and therefore
required the removal of ‘soot and smudge from cellings and floors' in the spring, as well

as their chimneys cleaned. ‘It the common practice of people in the region to clean pipes



themselves by dropping heavy chains down the chimney to reduce...buildup. Asthe clients
age they are no longer able to perform this task themselves but must rely on others.” In
pulp and paper towns across northern Canada counselors also pointed out that ash from
forest fires as well as a“constant emission of wood fibre into the air asagrey film...and a
‘rotten egg’ odour enters a house, clinging to walls, furniture, carpeting and becomes
trapped in forced air heating systems' aggravating respiratory and eye problems. Prairie
counselors underscored the after effects of dust storms, crop pollen, and airborne pesticide
spraying in their clients homes. Other counselors noted that for a significant proportion of
their caseload heavy housekeeping was the only VIP benefit being received, and so it often
provided a critical gateway into full treatment benefits. The cost of losing it would be
devastating.

By offering the Finance Department a‘symbolic’ cut for small and possibly illusory
savings, Veterans Affairs had in fact created a public relations nightmare. In early April,
deputy minister David Broadbent conceded as much to Merrithew by noting that ‘ our
basis for canceling heavy housekeeping was flawed in the extreme...[T]o deny, for
example, the washing of walls, particularly in areas of heavy pollution, isto withdraw a
type of service that is needed much more by afrail elderly veteran than the lighter types of
regular housekeeping.” These actions were ‘likely to cause a good deal of hardship, not to
mention political difficulty.” Indeed, it seems clear that when he approved the cancellation
of heavy housekeeping, Broadbent himself was operating under the mistaken impression
that al clientsreceiving it were also being provided with regular housekeeping through the
V1P, a circumstance which would have minimized the impact of losing spring cleaning.

This turned out not to be the case, as the unexpected volume of protest revealed. ‘We just



do not have the rational argument that we thought we had initialy for canceling heavy
housekeeping,” Broadbent told Merrithew two months after the decision had been
announced. ‘It is obvioudly agreat aid to clients who can manage most day to day tasksin
their homes but are incapable of climbing ladders and handling buckets of water to wash
their own walls. Thereisarisk if thisissue does not die away because we really do not
have a solid argument for saying why it should be deleted.’

Nor wasit likely to die away. ‘ Of all the cutbacks and savings announced [in the
1990 budget] only ours actually removed money or other benefits from individuals,’
department officials subsequently argued. ‘ The media had something of afield day, and
veterans were outraged at being the only Canadians asked, as individuals, to do their part
in reducing the deficit.’

Two options remained. One was to smply admit a mistake had been made and
reinstate heavy housekeeping. However, this was ruled out as undermining the credibility
of the entire cost containment exercise. The other was to provide the same services on a
non-routine basis for ‘ health and safety’ reasons as part of the regular housekeeping
provisions of the VIP. Since Merrithew had aready promised in Parliament that no
veteran with a‘legitimate’ health or safety need for heavy housekeeping would be denied
it, the second option was chosen as a face-saving retreat.

Discovering who fell into this category, though, was not easy. To live up to
Merrithew’ s pledge, district offices across the country were given the time-consuming task
of reviewing thefiles of al their clients who had been receiving heavy housekeeping to
determine whether its loss would pose a threat to their health or safety. Since not al

districts knew exactly who had been receiving it, in some offices this meant reviewing all



their case files. Nor was it clear how the risk to health and safety was to be interpreted. If
it came from elderly and disabled veterans trying to perform these tasks on their own,
most would need to have heavy housekeeping reinstated. If the threat was simply the
absence of services themselves, relatively few would see heavy housekeeping restored
through the VIP.

War Amps' president Clifford Chadderton clearly interpreted Merrithew’ s promise
the first way. Indeed, as assistant deputy minister Serge Rainville later pointed out,
‘discussions between Health Care staff...and Mr. Chadderton make certain that...as far as
the War Amps are concerned, they were promised that al their members would be exempt
from the cancellation of Heavy Housekeeping in the February 1990 budget.... This
commitment was likely given at the political level, but it was not communicated to any
staff working on the Heavy Housekeeping policy.” Asaresult, in aletter sent to al War
Amp members at the end of May 1990 Chadderton argued that in the light of Merrithew’s
statement in Parliament , “the policy now isthat... heavy housekeeping may be pad if, to
carry out such chores, would jeopardize the ‘ health and/or safety’ of the pensioner.” Since
it seemed obvious to Chadderton that Veterans Affairs did not expect amputees to be
balancing on ladders cleaning eavestroughs, changing storm windows, or washing cellings
amost all War Amps who were previoudly in receipt of heavy housekeeping would be able
to have these services reinstated.

However, this was not the interpretation used by Veterans Affairs. Instead, the
department’ s new guidelines restated the doctrine of familial responsibility for caregiving
which underpinned the VIP. Both the veteran and his or her spouse had to be incapable of

performing the tasks of heavy housekeeping to create eligibility for the service. Nor was



this all. The absence of the service, not the risk to the veteran or his spouse in performing
it, would determine whether or not it would be provided on the grounds of ‘health and
safety.” Washing walls and ceilings, for example, would only be restored under three
conditions: if there were environmental concerns from smoke, dust or pollution; if the
veteran had a health problem such as an allergy or respiratory ailment which would be
aggravated by such conditions in the home; and if neither the veteran nor spouse could do
the work.

Once the subtleties of the department’ s new guidelines on heavy or ‘ non-routine’
housekeeping were made clear to veterans organizations, they protested loudly. “Why
[should] the Department expect a spouse to provide these needed services as ‘free
labour?” the Legion argued. ‘Especially since, until avery short time ago, such services,
when provided, were immediately curtailed upon the death of the veteran.” The War Amps
were even more outraged at the perceived betrayal of their anticipated exemption from the
cutback and by the notion that their wives should now be expected to change storm
windows, clear eavestroughs, clean chimneys, or stack wood, tasks traditionally
‘performed by the maein the family.” The only condition governing dligibility for heavy
housekeeping, Chadderton argued, should be the health risk posed to the disabled veteran
from attempting to perform these tasks himself. Despite some internal debate, Veterans
Affairs refused to budge, athough Merrithew told his staff to apply the policy ‘leniently or
with sengitivity.’

The Legion’s leadership agreed, reluctantly, that they ‘could live with the
proposal.” The War Amps could not. Indeed, over the history of the VIP no other issue

generated such acrimony between that organization and the department. Apart from



feeling mided, the War Amps’ anger also stemmed from their particular sense of
entitlement to the VIP. Disabled pensioners, having suffered most due to war service on
behalf of Canada, were at the top of the complex benefit system provided through
Veterans Affairs, a status seemingly confirmed between 1981 and 1985 when they were
only group to receive services provided through the AVP pilot project. Indeed, when the
program was extended to the larger category of low-income WV A recipientsin 1985, the
War Amps argued, unsuccessfully, that the VIP should be broken into two separate
components, one for disability pensioners and the second for ‘WV A and others' so that
issues of pensionable entitlement and financial need would not be confused.

Aslong as benefits provided through the VIP were expanding throughout the
1980s this tension remain muted. When heavy housekeeping became the first cutback to
hit veterans since the 1930s, it rose again quickly to the surface. * Comparisons are
odious,” Chadderton admitted, but the fact remained that under Veterans Affairs new
health and safety guidelines, ‘ non-pensioners...even though they had no overseas service,
but who are suffering from systematic diseases such as asthma and emphysema’ could
continue to receive heavy housekeeping services through the VIP while thousands of his
highly disabled members, ‘a group of veterans who gave the most in the service of their
country,” no longer could. In the eyes of War Amps, this was ssimply unacceptable. ‘While
it may be true that under VIP regulations, there is no difference between the War
Disability Pensioner and the Income Qualified veteran, thisis not true in the mind of the
public, or under other statutes administered by the Department.” Disabled pensioners had
been used as the “so-called ‘lever’ or ‘foot-in-the-door’ ...to obtain the necessary approval

from government [for the VIP]” since they had an unchallenged right to along-term care



bed financed through Veterans Affairs. ‘Non-pensioners have a different criteriafor
admission’ which did ‘ not represent the same recognizable grounds for admission as a
time-honoured concept: i.e. that the Government of Canada must provide institutional
care for those veterans who require such as aresult of conditions which arose from
military service to Canada during atime of war.’

To officials responsible for the VIP, however, this was a flawed understanding of
the fundamental purpose and philosophy on which the program rested. Since the VIP was
based on need, not right, there was no reason why disabled pensioners should be
specifically exempted from the cancellation of a service, such as heavy housekeeping,
whose loss also affected all other clients of the program. As Darragh Mogan argued, ‘the
factsremain, and it is very difficult for the War Amputations to accept this, that the
cancellation of heavy housekeeping was categorical. It does not exist anymore. The
exception was made for a category of needs and circumstances, not a category of
veterans” Nor wasit clear that the loss of heavy housekeeping had had a major impact on
the VIP sclients. After an admittedly rocky start, over the following year district staff
were able to ensure that all those in receipt of heavy housekeeping were put onto regular
housekeeping, and those who required ‘non-routine’ services for health and safety reasons
were receiving them. Although the War Amps continued to argue vigorously over the next
two years for the restoration of heavy housekeeping to their members, claiming they had
hundreds of examples of members experiencing difficulties, department officials claimed
that their requests was coming at time when field staff were saying ‘Leaveit alone, it's
not a concern of veterans. It has finaly settled down, don't stir it up again.” Assistant

deputy minister Serge Rainville also felt ‘ strongly that a change would seriously damage



our credibility with both veterans and Departmental staff as we would be seen to be caving
in to pressure on a matter of stated Government policy,” endangering the entire fiscal
restraint exercise.

Chadderton, however, refused to back down, and continued to lobby Veterans
Affairs with new proposals aimed at reinstating heavy housekeeping for his members. He
first caled for the restoration of heavy housekeeping to ‘any veteran...in receipt of a
disability pension of at least 80%' or who was blind, paraplegic or had experienced a
major amputation, or was receiving attendance allowance at grades 1,2, or 3 level care.
The impact of this recommendation, department officials argued, would be to reinstate
heavy housekeeping for some 6000 clients of the 19,000 clients who had lost it in 1990,
contradicting the budget decision that the service had been cancelled. To discredit claims
by Veterans Affairs that no pensioners were at risk from the loss of heavy housekeeping,
the War Amps forwarded ‘test cases' of appeals from amputees who had suffered injuries
from falls occurring during their attempts to perform spring cleaning. The chores might
have been risky for amputees to attempt, department officials replied, ‘ but there [was] no
demonstrated health reason why they should be done.” To accede to such requests would
‘have the effect of reinstating heavy housekeeping for all veterans.” The War Amps aso
wrote to all their members pointing out that Veterans Affairs field staff were claiming
‘Heavy Housekeeping is no longer a problem. In the event that your request is denied,
please write or phone...and we will be happy to appea the decision.” This mass mailing
generated a new wave of rejected applications from unhappy veterans.

As a compromise Chadderton tried a new approach calling for the restoration of

heavy housekeeping services to their members subject to a $250 annual limit, rather than



the $500 average cost previoudly in place before the 1990 budget. To help resolve a
discussion which by now seemed ‘endless,” Darragh Mogan and assistant deputy minister
David Nicholson negotiated a draft policy guideline for implementing a $250 annual cap
on heavy housekeeping for each War Amp, ‘only on the condition that broad publicity of
this exemption by the War Amputations Organization would not be undertaken.” It was
sent to the deputy minister David Broadbent in June 1992 but was never approved.

By the spring of 1993 the exasperation of the War Amps over the lack of progress
on restoring heavy housekeeping for their members had reached a peak. In April Cliff
Chadderton sent a 22 page brief on the topic directly to Veterans Affairs and Defence
minister Kim Campbell recapitulating, from his point of view, the frustrating history of
negotiations on the topic and expressing ‘ shock and dismay’ that the department had
closed the door to further discussion on ‘a battle which has been raging for more than
three years [to restore] a significant benefit which was taken away from a group of
veterans who gave the most in the service of their country.” By this point Chadderton had
won support from the Canadian Legion on behalf of his campaign. Soon he would
announce his intention of launching a Charter court challenge around it as well asinform
Veterans Affairs officials that he was in negotiations with the CTV news affairs show
‘W5’ for a program on the topic planned for ‘their new fall schedule.’” His political timing
could not have been better. The department’ s minister, Kim Campbell, was actively
seeking the Progressive Conservative party leadership to replace the outgoing Brian
Mulroney. Within two months she would become Canada’ s first female Prime Minister
facing an election which could not be postponed past the autumn. The spectre of media

attention on disgruntled war veterans within her portfolio was clearly not appealing.



More importantly Chadderton’s brief contained another offer. This time the War
Amps asked that heavy housekeeping be restored only to pensioners with a 100 per cent
disability, a variation on their earlier proposal of two years ago. Thiswas ‘a significant
compromise on their part,” Darragh Mogan argued, ‘that will allow this long standing
irritant to be settled.” Since the exemption would apply only to the most disabled
pensioners, it was ‘unlikely other Veterans Organizations would object.’ In total it was
estimated that about 2400 pensioners on 100 per cent disability within VIP would see their
heavy housekeeping services restored at a cost of $720,000 annually if the War Amps
proposal was approved.

As ameans of bringing closure to alongstanding battle between the War Amps
and Veterans Affairs, Chadderton’s proposal was now viewed by senior department
officials as ‘very attractive.” By the end of July 1993, despite some last minute acrimony
on Chadderton’s part, and unhappiness among Veterans Affairs district staff that the
department was ‘ bowing to political pressure’ by ‘reversing its position on this policy,” the
framework of adea wasin place. Class 1 100 per cent disability pensioners who were aso
in receipt of Exceptional Incapacity Allowance or Attendance Allowance or both and who
needed heavy housekeeping would see it restored as of 1 November 1993. All pensioners
in this category who had lost this benefit in 1990 would be contacted and reinstated if they
so wished. Otherwise the agreement would not be publicized by the War Amps who
agreed to keep communications on the topic ‘low-key’ and ‘ promise]d] not to advertise a
victory.’

Apart from demonstrating the political pitfalls of attempting to implement cutbacks

to veterans benefits or services, the bitter three year conflict between the War Amps and



Veterans Affairs over heavy housekeeping also underscored the difficulties of balancing
competing tensions of entitlement and need within the VIP, and in coming to terms with
the growing frailty of its clientele and their caregivers. War Amps, who appreciated
assistance coping with the more difficult seasonal tasks of independent living when they
were in their sixties, were hardly willing to forego these same services once they were ten
years older and frailer. ‘ The question here is not whether the failure to clean the rugs and

drapes, and do other heavy housekeeping chores, would prejudice the health and safety of

the pensioner,” Chadderton argued in his mgjor brief on the topic. ‘ The question...is

whether the failure to do...the chores would mean that the pensioner could no longer live

in hisown home.” This, after al, was ‘the origina purpose of the Aging Veterans

Program.’

Veterans Affairs officials, on the other hand, forced by the 1990 budget restraint
exercise to make ‘the best of bad choices' chose the elimination of heavy housekeeping as
a‘symbolic’ cut which appeared to do the least harm to their clientele. Once the decision
was made, implementing its effects equitably among all VIP recipients based on principles
of client-centred need rather than pensionable entitlement was deemed essential to the
integrity and rationale of the program, as well asto the credibility of departmental
headquarters and the entire ‘ policy creep containment strategy,” among its district staff.
Symbolic cuts, however, provoke symbolic responses. To disabled pensioners who viewed
their primacy in the Veterans Affairs hierarchy as ‘indisputable’, the very fact that any
reduction in services was being implemented, particularly as they and their spouses grew
older, was an unacceptable step in a direction they were simply not prepared to go. It was

alesson that would not be soon forgotten within the department.



The climate of degpening fiscal restraint which provoked these first program
cutbacks to veterans al so triggered other major transformations in the way the VIP was
administered. The first was a movement away from reimbursing clients following
submission of receipts to a process of ‘advance pay’ through which veterans were given
cash up front to cover the most common monthly costs of housekeeping, groundskeeping,
and socia transportation. Providing money in advance without receipts was a highly
unusual and potentialy risky administrative process for a government contribution
program such as the VIP. However, throughout the late 1980s an exploding casel oad was
placing tremendous administrative pressures on staff at the district, regional, and national
level. Asthe number of clients jumped twelvefold between 1985 and 1990 and
expenditures grew by afactor of 18 from $6 million to $109 million annually, Veterans
Affairs headquarters received increasing complaints about lengthy delays of six to eight
weeks in reimbursing veterans for their ‘ out-of-pocket’ expenses. Almost a quarter of VIP
clients reported that these long delays were ‘ causing hardship’ and forcing some to leave
the program ‘ because they can’t afford to finance the Department of Veterans Affairs.’
The demands of processing almost 600,000 invoices for small routine expenses such
grass-cutting and house-keeping were also taking atoll on staff morale at the district and
regional level, and were also becoming increasingly difficult for an aging and frailer VIP
population to manage. “ Clients were encouraged to negotiate their own service provider,
pay for the service themselves, and forward the receipt to the district office for
reimbursement. These recelpts varied from services provided by the ‘ boy next door’ to
others which were invoices from landscaping companies and nursing homes. This resulted

in a hodge-podge of documents being received.” As one internal study of the VIP argued



anecdotal evidence from the field suggests that there are a number of Counsellors
and Program Support Clerks who are burning out because of high client numbers
and an over-controlled delivery environment....Almost 50% of cases studied
reported Counsdllors currently suffering from health problems... directly or
indirectly attributable to work. Some Counsellors are so frustrated that they are

actively seeking employment elsewhere.

Legion officials also reported that ‘ veterans are angry about delays in receiving their
cheques.’ ‘1t would be inexcusable,” assistant deputy minister Donald Ferguson argued in
1988, ‘to see VIP, atotaly viable and creditable program, undermined because of severe
administrative weaknesses.” With an anticipated doubling of the VIP casel oad between
1990/91 and 1995/96 to 120,000 clients this labour-intensive process of administration
‘serioudly threaten[ed] the viability of continued program delivery’ unlessits staff could
“identify waysto ‘work smarter.’”

In order to find ways of getting money faster to low-income clientele on an
‘emergency’ basis, Veterans Affairs officials had sought and received Treasury Board
approval in 1987 for flexibility to allow advance VIP payments for veterans subject to a
counselor’s estimates of their monthly financial need, although central agency officias
warned ‘it should be avoided as much as possible.” The ideawas to be tested first in the
prairie region as a pilot project between 1988 and 1989 but nothing was done because of
ongoing major changes to the department’ s financial management and casel oad software.

With the software problems finally resolved, Darragh Mogan was ready to push for the



implementation of advance pay on 1 January1991 ‘as alast resort...[which] would not be
used often’ for the VIP slow-income clients when it was ‘ reasonably certain that the
veteran will be able to manage the advance and use it for its intended purposes.’
Nonetheless, the proposal did not go forward at that time because both Treasury Board
and the Office of the Comptroller-Genera refused to alow the random auditing of client
invoices required to achieve real administrative savings.

The February 1992 budget, which as part of alarger federal government restraint
initiative required all departments to submit proposals for both reducing costs and
improving services to clients, changed the political urgency, rationale, and intended scope
of the proposal. As part of ‘the intense executive level discussions on what to submit as
VAC's contribution to the Budget’ department officials singled out advance pay for VIP
clients as the idea with *the highest probability of success’ There was already aclearly
identified need to do something to reduce delays in getting payments to clients, to reduce
their out of pocket expenses, and to find ways of coping with rapid caseload growth over
the next three years in the context of no new staff. If advance pay was extended to most
veterans on VIP rather than used only as alast resort, asinitialy planned, it had the
potential to cut the administrative costs of processing over 600,000 invoices each year by
75 per cent. This could free up anywhere from 61 to 84 person years of employment to
help meet an anticipated shortfall of 130 district counselors by 1995-96.

As an added incentive, Treasury Board was now willing to authorize a random
sampling of client receipts for purposes of post-audit verification, similar to the process
used for monitoring income tax returns. Once shifted to advance pay, VIP clients would

be provided with quarterly payments in advance to cover their anticipated housekeeping,



groundskeeping, and social transportation costs and would no longer be required to
submit invoices for reimbursement. Instead they would only to asked to retain receipts for
verification purposes on request. Advance pay was ‘essentially good news for clients
(increased autonomy, no delays for reimbursement, no paper burden), but bad news for
staff whose roles and work locations will change as resources are redeployed,” senior

officias argued. As aresullt,

these two audiences will require very different communication strategies: clients
may be enthused about increased autonomy but will need clear instructions on how
to deal with the new payment process,...staff may be threatened with job loss or
relocation and will need reassurance about maintaining service to clients by

redeploying resources.

The ability to manage both client expectations and staff morale would also clearly
be affected by the speed and process through which advance pay was implemented. The
traditiona strategy, which had been used by Veterans Affairs for most of its mgjor
initiatives, was the regional ‘pilot project’ model which had already been suggested in
1988, but was not used. A second approach was to phase in advance pay gradually over a
three year period as client contribution agreements came up for reassessment or renewal.
This approach would *allow the bugs to be worked out’, department officials realized, and
provide more time for staff training and effective communication and consultation with
veteran clients and their organizations. Although ‘ seriously considered’ it too was

rejected. At bottom, both the pilot project and gradual phase-in strategies suffered from



the same political weakness. Neither would realize magjor fiscal savings in the upcoming
budget year which was akey goal of the exercise. Instead, the decision made in February
1992 was to implement advance pay ssmultaneoudy in al regions as of 1 July, adate
subsequently postponed to 1 September in order to give regiona and district offices
dightly more time to prepare. In thisway, senior officias argued, “should there be any
difficultiesthe ‘pain’ occurs once rather than continuoudly.” Almost all clients were to be
put on advance pay unless there were compelling reasons for them to remain on the
previous reimbursement system.

Client confusion and declining staff morale, particularly from fear of job losses,
were two key risks of this quick national implementation strategy. Staff morale had
already been identified as a key problem by the 1991 VIP evauation study. Further
erosion was particularly worrisome since one of the key outcomes of the switch to
advance pay was the need to ‘rely heavily on counselor assessments - even more now than
before. Previousdly we paid the amount of areceipt after services were received. Now
payments will be in advance, on the counselor’ s assessment and judgement. The counselor
isthe front end control.” Treasury Board had made it clear that as aresult of advance pay
‘program expenditures cannot be allowed to increase.” Whether this occurred would
depend on how well counselors used their increased discretionary authority to keep their
estimates of clients' needs from ‘ gravitat[ing] to the program limits.’

Directors from some regions warned this was exactly what was likely to happen.
Precisely because of the workload demands placed on counselors ‘there will be a natural
tendency to estimate amounts for the first year...on the high side in order to reduce the

possibility of future amendments.” District counselors had previousy been encouraged by



management to provide clients with a 10 per cent ‘cushion’ for approving reimbursements
in order to get them safely through the year. * This mindset must be turned around,’
Veterans Affairs officials argued, or the costs of advance pay would soar. There were also
15,000 clients already in the system for less than one year for whom complete costing data
for making advance pay estimates were ssimply not available. Over the summer of 1992
district counselors began sending in their advance pay recommendations for clientsin
anticipation of the 1 September startup date. By mid-July it was becoming clear to
regional offices and national headquarters that the conversion to advance pay was ‘going
to produce an unacceptably high increase in VIP expenditure’ and that if this pattern was
extended to the total client population ‘intolerable increases in expenditures would result.’
As aresult, national headquarters staff quickly began revising downwards many of the
counselor recommendations without telling district staff.

On 1 September 74,000 VIP clients received aletter announcing that Veterans
Affairs had developed a new advance payment process ‘to serve you better’ and that the
‘change in the payment process does not affect you.” When the cheques arrived, however,
thousands of veterans discovered that the monthly amounts their counselors had promised,
were not in fact what they had received. The result was confusion and outrage. Within a
week of the advance pay cheques going out, department staff logged over 10,000 phone
calls nationally. The most frequent complaints, regional staff reported, were that clients
did not understand the new system, did not understand why they were getting less than
what their counselors had promised, or ‘were not getting the amount they need.” * Some
are saying to forget advance [payment], they want to go back on reimbursements.’

Members of Parliament wrote to Veterans Affairs headquarters complaining they were



‘quite frankly... at aloss to explain to the Veterans how the various amounts were arrived
at.’” Digtrict office staff across the country reported feeling ‘ overwhelmed, frustrated, and
potentially burnt-out’ in coping with the volume of protest. One prairie region officia

summed up the reasons for the anger permeating his office:

The process was financially driven rather than driven by need as assessed by the

case managers...All of this has made it very frustrating for the staff. With the
numerous discrepancies they fed their hard work wasin vain....Thiswhole
process has caused a tremendous burden on the districts workload. A majority of
the inquiries were because the amount of the advance payment was less that what
was discussed with the counselor. Most of the counselors feel that this has put
their credibility in question with their clients. It has also put the department’s
credibility into question. The trust level among the staff has aso been put to
guestion...Thereis ageneral fedling of betrayal ... To be completely honest, many

staff feel that Head Office isto blame for the problems they are experiencing.

Within aweek of advance pay’s implementation senior officials at Veterans Affairs
headquarters were in despair. ‘Where has a potentially good news story both for clients
and for staff gone sour? acting deputy minister Dave Nicholson asked? A ‘ post mortem’
inquiry team was appointed to find out what had gone wrong.

As the autumn of 1992 wore on it became increasingly clear that advance pay was
threatening to become amgjor fiscal embarrassment. The ‘quick fix’ approach, taken

during the late summer of trying to make unilateral adjustments to counselor



recommendations, could not be sustained particularly given the sheer volume of cases,
totaling over 55,000, that had been switched to advance pay, and the anger of district staff
at seeing their credibility as case-managers undermined. By mid-November, however,
expenditure forecasts for the VIP, as aresult of the switchover to advance pay, were
alarming. Prior to the conversion, per client costs ranged between $1200 and $1300 a
year. Once these same veterans were placed on advance pay, their VIP payments averaged
$1750 per client per year, an increase of 40 per cent. Projected to the end of the current
fiscal year, advance pay aone would push VIP expenditures $13 million above budget
reference levels. Over the following fiscal year 1993-94 the unanticipated cost increases
traceable to advance pay were forecast to hit $25 million. And even this figure could be an
underestimate, Darragh Mogan warned. This was not good news. A measure implemented
as part of afiscal restraint exercise was instead costing the department far more, while at
the same time creating ‘a good deal of anger and disappointment’ among both clients and
staff. In retrospect, Mogan noted, it was clear that ‘ use of a pilot project and/or phased-in
approach to implementation, had either been possible under the circumstances of the
Budget, would have been a much preferred method of implementation.’

The post-mortem report on the implementation of advance pay, delivered at the
end of December 1992, spelled out clearly what had gone wrong, how it could be fixed,
and what Veterans Affairs could learn from the experience. In a nutshell its authors argued
that, although there was nothing wrong in principle with the idea of advance pay, the
timing and method of implementation had been flawed from the outset. Since advance pay
was included in the federal budget, the need for confidentiality severely limited the degree

of consultation that would ‘normally be expected for a change of this magnitude.” Asa



result, key problems could not be anticipated, and flawed assumptions could not be field
tested. The decision to rush into afull national implementation by 1 September also
resulted in a mgjor underestimate of the significance of the change for clients and staff as
well as the time required to train counselors or to get them to buy into the project, let
alone resolve problems which began to occur once it was being implemented. Advance
pay was simply ‘too complex and too dramatic’ a change to be ‘implemented quickly.’
The training sessions were ‘too short’, were ‘weak on specifics' and provided ‘ minimal
follow-up...to ensure the message was received.” The department’ s data management
software was also not up to the task of providing counselors with the timely information
they required to make accurate forecasts of client needs. Experience also demonstrated
that the proportion of the client caseload suitable for advance pay was aso greatly over-
estimated. District staff argued that anywhere from 35 to 75 per cent of their clients were
better left on the reimbursement system. The department also failed to anticipate that
clients provided with money up front for housekeeping, groundskeeping, transportation,
nutritional and personal care expenses, were likely to use these services more often and
therefore reach the maximum amounts provided in their care plans.

The key message of the report, however, was the need for major reformsin the
way Veterans Affairs headquarters implemented change and in the way district staff
accepted accountability for change. A year before advance pay was launched the VIP
process evaluation study had warned that in the face of increasing workloads as well asa
‘wide array of inflexible procedures and management controls' delivery staff were
‘becoming frustrated with the process and are losing belief in the appropriateness of what

they are asked to do.” Nothing which transpired during the implementation of advance pay



reduced these concerns. Instead, as the authors of the post-mortem report observed, ‘the
controlled anger and frustration by the staff interviewed during this study was evident,’
particularly over ‘quick fix’ decisions by head office to ‘ overturn recommendations that
had been negotiated between the counselor and client. In the eyes of the counselor there
was a significant loss of trust, credibility and respect.” On the other hand, it was also clear
that giving district counselors more discretionary authority over expenditures at the field
level involved trade-offs on their part as well. * There has never before been an awareness
of accountability built into the management of VIP program costs,’ the authors argued.
This clearly had to change. ‘ If we are to have any hope in the future of controlling
expenditures we must provide these staff with a clear understanding of what is expected of
them.” Asafirst step, the department had to ‘ go back and provide the training, education,
and ongoing support that was missed’ when advance pay was being implemented. It aso
had to devise an ‘ accountability model’ based on collaboration between finance and
program managers that could identify the expenditure increases which were causing the
greatest concern, and develop the tools, the training, and the commitment to act upon
them. ‘ Staff have to understand the change, buy into the change, and be held accountable
for the results.’

Over the next eight years advance pay would prove to be a mixed success. By
eliminating the need for clients being ‘out of pocket’ for routine expenses, it was clearly a
boon to low income recipients of the VIP which was, after al, one of the key origina
goals of the initiative. It also reduced the complexity of administering the program,
although not nearly to the extent anticipated. By 1996 over half the program’s clients had

returned to the more familiar reimbursement model, afar cry from the original expectation



that 95 per cent would be on advance pay, in part because of annoyance with increased
administrative controls put in place to maintain fiscal accountability. Throughout the
remainder of the 1990s annual post-audit verifications of the system also revealed ‘ critical
error rates’ in client accounts ranging from 10 to 37 per cent of the cases examined. As
the department itself conceded, by the decade’' s end ‘ due to workload pressure
within...field offices associated with an ageing clientele...few audits of receipts are being
conducted’ even though program costs for advance pay, on average, were ‘more than
$1000 per client more than for VIP reimbursement’ as aresult of what head office staff
suspected was ‘additional padding.” In short, many of the original concerns of the post-
mortem implementation study had by no means disappeared. Nor was there any conclusive
evidence that advance pay had saved the department the predicted 40 person years of
staffing. A bigger problem, however, was smply the aging of the VIP sclientele. As
veterans grew older, their capacity to keep track of the many low-cost receipts required
for the post-audit purposes of advance pay had deteriorated athough their worry of being
held responsible for overpayments remained. As a subsequent study put it, ‘although the
onus on clients for out-of-pocket expenses has been eliminated, it is questionable whether
VIP has truly been simplified for [them].” Counselors also expressed considerable
frustration at being placed in the role of ‘account managers' with responsibility for
policing the veracity or bookkeeping efficiency of their elderly clients when their time
could be better spent concentrating on the health needs of a high risk caseload. As aresult,
few within the department were disappointed when, in April 2003, all VIP clams
administration was integrated into a single processing system provided by a separate

contractor and advance pay came to an end.



Cost-containment pressures on the V1P, which began with the cancellation of
heavy housekeeping in 1990, intensified even further in 1993 when Veterans Affairs was
required, as part of a new federal government fiscal restraint exercise announced by
Finance Minister Don Mazankowski in December 1992, to make a further 10 per cent cut
in projected spending on the program in each of the following two years. Within an
approved VIP reference level budget of $192 million this meant finding ways of
eliminating $19 million from anticipated spending for each of the 1993-94 and 1994-95
fiscal years. Making an aready difficult Situation much worse was the unanticipated cost
over-runs from the implementation of advance pay which, on its own, was projected to
create budget short-falls within the VIP of $12.2 and $26.5 million respectively over the
same two year period. The combined totals of the 10 per cent cut and the advance pay
cost over-run left the VIP facing a significant fiscal gap of $31.2 million for 1993-94 and
$45.5 million in the following year.

Coping with a budgetary challenge of this magnitude required more than smply
minor cuts and administrative changes, the new Veterans Affairs minister Kim Campbell
argued. It also demanded a mgjor shift in organizational culture away from the George
Hees' legacy of the late 1980s. * A basic issue will be staff attitudes and their ability to
deliver the cuts, Campbell warned her cabinet colleagues. ‘It will require considerable
time and money to alter the culture of courtesy, generosity and speed which has been
inculcated in our staff and has, in the past, characterized Canada’ s relationship with its
veterans. We must now turn that attitude around to reflect fiscal reality, while at the same
time not alienating the powerful and deserving veteran constituency.’

To help with the difficult deliberations around cost reductions and the move



towards a new departmental philosophy of expenditure control rather than program
expansion, a new Field Advisory Committee was created in January 1993, composed of
representatives from the regional offices and national headquarters. Upon the advice of the
FAC, the department agreed to implement the reductions within the VIP through five key
changes. Accommodation and meal rates for long-term residential care would jump 29 per
cent from $420 a month to $541.50, the lowest provincial rate currently in operation, a
measure which would impact 6000 veterans. Eligibility control for low-income clients and
so-called ‘ near-recipients would be policed much more vigorously, through the use of
new computer technology. Twenty thousand near-recipients, who would have been
receiving aWar Veterans Allowance if they were not already in receipt of OAS/GIS,
would now have their incomes checked yearly with the expectation that 8500 would lose
their treatment benefits and 3000 would be cut off from the VIP. The longstanding
Attendance Allowance/VIP overlap, discussed previoudy, would finaly be eliminated. As
aresult, veteransin receipt of this alowance for persona care through the pension system
would no longer be eligible to access similar benefits through the VIP, a measure expected
to affect 1300 highly disabled veterans. No new clients would be accepted into Type 1
Adult Residentia Care, a benefit cut which would impact two hundred veterans a year.
Veterans already receiving such care would remain unaffected. Finally, district counselors
would now be required to enforce cost ceilings as well as eligibility for the VIP more
rigorously. Payments for summer groundskeeping, for example, were to be pared back.
The eligibility of pensioned veterans for VIP services would aso have to be ‘ clearly linked
to war-related disabilities as was the case in the earliest years of the program. The pro-

active philosophy of ascertainment was also terminated. Henceforth there would be *no



advertising or active searching for new clients.” Combined with other non-VIP related cuts
for drug benefits and burial expenses, the proposed changes were expected to save $39.3
million in 1993-94 and $48.8 million the following year.

Campbell was frank in her assessment of the possible political implications of these

cuts.

Our government and all previous governments have emphasized that veterans are
gpecial Canadians, fully deserving of the best their country can provide. The message
must now be that, while thisis true, veterans have to make a contribution to deficit
reduction, and that is to be achieved through benefit reductions, a 29% increase in
accommodation and meal rates, and by vigorous scrutiny of eigibility. The measures
may lead us to an emotional fight. Y ou may recall that the cut to VIP in 1990 was the
lead media Budget issue for several months.... We start with two strikes against us:
) war veterans are hugely popular with Canadians and their political support
is highly coveted; and
i) we are picking the pockets (and that is the effect of many of the measures
I’ ve proposed) of elderly people who are poor or disabled or both. The
mediaimage could not be worse....
While the government was successful in 1990 in gaining the neutrality and limited
support of the veterans organizations' leaders, they were smply unable to control
their members. Thereis no practical possibility of gaining their support on this

occasion....l can only conclude that we arein for afar rougher ride.



The Legion's response to the announced cutbacks indicated she was right. ‘No
longer can one expect understanding and compassion,” its magazine argued in a lead
editoria. ‘ The rules will be stringently applied and even VAC employees may come to be
seen as a bunch of hard-hearts...Clearly, Canada s veterans services are at risk.” Campbell
also anticipated similar problems with Veterans Affairs staff. There was an ‘ absolute
requirement,’” she argued, ‘that we reverse the existing culture of generosity which
permeates the thirty-two VAC district offices, and replace it with an attitude and approach
that reflects today’ s fiscal redlities.” Thistoo would be atough sell. As other department
officials pointed out, over the past decade the continuous expansion of the program (from
5000 clients and $6 million in expenditures in 1984/85 to over 85,000 clients and $175
million in expenditures in 1992/93) had ‘fundamentally oriented VIP delivery staff toward
program growth ...District staff equate V1P growth to job security.” The proposed cuts
represented ‘a significant... shift which contradicts the ongoing VAC operating
philosophy.” Since field staff would *bear the brunt of criticism from veterans
affected...altering the field philosophy from generosity to strict application of the law will
be difficult.” Thisindeed proved to be the case. ‘It was a hard pill to swallow because it
was a complete change-about. A ot of people had a difficult time adjusting,” Jacques

Boisvert recalled.

Not that they didn’t understand that there had to be some cutting at about that
time. We were all taxpayers as well as government workers. We all understand
that part of it, but if you are really impassioned about the kind of work that you do

and the client that you serve - and Veterans Affairs has always been in my view



one of the most passionate about benefit delivery to clients - what is difficult to sell
is how you can cut back funding for these people that not many years before or not
many months before you have been promoting...[as] so deserving. And now you

are going to dlash and burn. It was very difficult.

Of dl the proposed cuts, none was more politically sensitive than trying to restore
aclear link between the pensioned condition and dligibility for the VIP for disabled
veterans. By 1993 more than one-third of the entire VIP caseload, or 32,000 clients were
‘CPC-only’ veterans who accounted for $58,000,000 or athird of the program’s overall
budget. More than two-thirds of this group (68 per cent) were pensioned at between 5 and
32 per cent disability ‘with most being on the lower end.” Although pensioners were the
first clients of the AV P, they were eventually expected to comprise only a small
proportion of the program’s overall caseload once low-income WV A and CSO veterans,
with much higher needs, ultimately came on stream. Instead, pensioner access to the VIP
exploded rapidly in the mid to late 1980s as a result of vigorous promotion of the program
by district counselors and regional offices, widespread publicity by veterans organizations
such as the War Amps and Canadian Legion, and growing ambiguity over how closely
their right to receive VIP had to be linked to a war-related pensioned condition. When
Veterans Affairs ‘ culture of generosity’ reached its peak in 1988 during the George Hees
era, counselors in some regions were assigned ‘what amounted to quotas to fulfill in terms
of increasing their client caseload,” officials recalled. ‘ This type of pressure to create
numbers greatly influenced the way that decisions were made in the field.” As another

senior officia noted, resource allocation in the department ‘ was based on the number of



VIP clients[a] region had. So for every 350 VIP clients they had an area counselor. And
for every five area counselors, they had a chief and for every chief or two there'sa
[District Director]. So if you're amanager and you' re looking for resources, that’s the
way to get resources. It wasn’t based on client needs and it wasn't based on work, really.
It was based on the number of VIP clients.” Disability pensioners became the ‘most readily
available source of potential VIP recipients,” department staff argued, ‘ because their
eigibility to VIP was based on a judgement call.” How closely could their need for
services be related to a war-related pensioned condition?

Changes to the wording of Veterans Treatment Regulations in the 1980s widened
the scope for interpreting this linkage, giving district and regional staff discretion to allow
access to the VIP for pensioners ‘when the sum of [their] disabilities, including
pensionable disabilities created the need for VIP services. In some regions the pensioned
condition continued to be viewed as the ‘ significant factor.” In others, however, it was
only ‘one element of the overall disabling condition(s) of the veteran necessitating the VIP
service.” In the absence of clear national guidelines for interpreting the linkage between
pensioner digibility and war-related disabilities, regions were free to go their own way.
Hearing loss or flat feet, for example, could be used to establish VIP eligibility for
housekeeping or groundskeeping even though it was not clear why these particular war-
related disabilities restricted a veteran’ s ability to perform such tasks. Similarly arthritis,
respiratory or heart problems, when not traceable to the war, might or might not be used
in combination with other war-related disabilities as grounds to argue for access to the full
range of VIP services. Much depended upon the subjective judgment of regional officials

and district medical officers. ‘Y ou had a constant conflict,” Duncan Conrad of Veterans



Affairs headquarters recalled,

between the counselor...trying to address the need of the client, and the pension
condition which was set out by the pension people. The problem was morein
terms of our desire - ‘our’ meaning the minister’ s desire - to try and address needs,
and not in terms of the pension condition in terms of doing what they needed to
do. Our ideawas ‘let’ s get to the need, and let’s find away that we can link the
health problem to the pension process.” And that’s why we actually ended up

expanding the program to less and less link to the pension process.

Or asa 1991 internal department study put it, ‘ as veterans age and present ever more
complex combinations of health problems, it will become increasingly difficult to say with
any certainty whether or not the need for a VIP service is required because of the
pensioned condition.’

The War Amps and Canadian Legion also added their voices to the pressure for
liberalization by arguing that ‘all CPC veteran recipients [should] automatically qualify for
VIP A fina incentive driving program expansion was pensioners realization that the VIP
‘was awindow to access comprehensive treatment benefits.” By 1993 Veterans Affairs
officials estimated that “as many as 10,000 pensioners could have ‘dormant’ VIP accounts
(i.e. they access $0 and $1 VIP contribution arrangements solely to ‘gate’ into treatment
benefits.” Cutting these clients off would not save much money within the VIP budget.
However, it would run the risk of provoking a firestorm of anger which would make the

1990 media spotlight on the cancellation of heavy housekeeping pale in comparison.



Further discussions within the Field Advisory Committee and a sampling of
regional case files, aso drove home the redlization that attempting to strictly relate
benefits to the pensioned conditioned for all the war-disabled within the program would
result in at least 20 per cent of pensionersin the Atlantic region and up to 40 per cent of
pensioners in Quebec losing the VIP. The implications of such an action would be

‘devastating,” officialsrealized, since

alarge number...will lose not only their VIP services but also their accessto
treatment benefits for other than their pensioned conditions. At the same time,
districts and regions will be inundated with complaints from disabled
pensioners....The Department will be seen as abandoning the most disabled of
veterans at atime in their lives when they require the most support. This has the

potential of areaction well beyond the heavy housekeeping issue.

Since Veterans Affairs had also been cutting back on the employment of doctors
and nurses at the district and regional level ‘at at time when clients are growing older and
their needs are more health-related,” it was also not clear where the medical personnel
required to weed out the ineligible pensioners would be found or even if they would
cooperate in the exercise, particularly in the case of pensioners with highly debilitating
conditions such as stroke, alzheimers, schizophrenia or alcoholism. As aresult, the FAC
recommended that areturn to a stricter definition of pensioner eligibility for VIP, clearly
related to their pensioned condition, should be applied only to new applicants. Pensioners

already in receipt of VIP would have their eligibility for the program ‘ grandparented.’



Pending final approval, this ‘interim’ policy was announced at the end of June 1993, and it
would stay in place throughout the remainder of the decade. In hindsight, Darragh Mogan
observed that the department’ s insistence on trying to relate the need for VIP careto a
veterans war-related injuries was ‘ absurd. To be blunt with you, the requirement, although
legal, to relate long-term care for an 80 year old to something that happened 60 years
before, unless it was extremely severe, was an absurd position to put relatively lower paid
employees in by the executives of the department who were higher paid...And we' ve
come to grips with it now. We are increasingly coming to grips with it. But it’s that
entitlement basis again...which comes to the fore. But in terms of public policy, it's
absurd. Simple as that.’

The most important consensus reached through the creation of the FAC, however,
was an agreement to call a halt to the process of ascertainment, or trying to recruit new
clients. “What really came out of there was ‘let’s stay clear on our philosophy, let’s stop
ascertaining. We're getting two messages, We' re getting messages for our managers to go
out and find VIP clients and then you' re telling us now that we have to save money,” Judy

L ougheed recalled.

So therewas arelief in away that, well, great, finaly we' re going to make some
sense....Out of that meeting we came up with recommendations and the agreement
was made to move in that direction. So we had saved 10 per cent of VIP before
we changed one policy. Word got out. And got back to me very quickly, that
‘yeah, guys, you' re using your heads, we' re not going to ascertain any more....We

changed. It was amazing...Because when...you get down to [trying to enforce]



the same dollar, how much an hour, it’s pretty hard to do in a country this size.
But when you tell people to use what’ s reasonable for your district, to start using

[a] needs-based [approach]... That was an interesting experience.

By early June 1993, either as aresult of these efforts, or due to the culmination of
demographic trends, or both, it was already clear to senior officials within the program
that the VIP had reached a major turning point. Its casel oad was dropping for the first
time in the program’s history. Instead of being faced with a daunting revenue shortfall,
based on inaccurate forecasts of program growth, the department would actually
underspend its approved budget reference levels without the need for further fiscal
restraint. As aresult, Darragh Mogan advised both his ADM and field staff to ‘move
cautiously’ and slow down ‘the pace of implementation of cost containment measures.’
The crisis had passed, in the end, without the need for major retrenchment or the
anticipated storm of protest from veterans organizations. As aresult, a new program
philosophy of tighter fiscal control was introduced but, as a subsequent report argued,
there was ‘little monitoring of results” Kim Campbell and the Conservatives went on to
suffer a devastating defeat in the October 1993 election. For the remainder of the 1990s,
under the new Chrétien Liberal government, V eterans Affairs would emerge mostly
unscathed from Ottawa s ongoing fiscal restraint and program review exercises. As former

deputy minister Dave Nicholson recalled:

We escaped all that. We defended, we just put the fences up here. We played

veterans, you know, you don’t do that to veterans. We played the game. | took



that so serioudy you wouldn't believeit....And | never left anickel on the table.
There was nothing there. | mean, what do you want me to take away?...You can’'t
take pensions away. Y ou are going to take the VIP from the VIP recipients? But
during that period of fiscal restraint there wasn’t much opportunity to make any

expansion of programs... | don’'t know of any elements that were added.

Within five years senior officials in the department would be asking whether there
needed to be any criteriafor linking the VIP to a pensioned condition. ‘ Today...very few
cases actually end up having to link themselves,” Duncan Conrad observes, “or even if
they do, we broadened the interpretation of the policy to the point where people use terms
like ‘severely disabled clients' and things like that, to actually get people eligibility into the

program.”

NOTES



Chapter 6

FROM ENTITLEMENT TO NEED: TRANSFORMING THE VIP, 1994-2003

Over the next ten years the deepening old age and declining health of the Second World
War veteran cohort and their caregivers dominated the VIP policy agenda as the average
age of the program’s clients reached 77 by 1995 and 82 by the century’s end. From a peak
of 87,975 in 1993 the VIP caseload dropped to 69,706 by the year 2000, a reduction of
20.7 per cent. Program costs, however, only shrunk by $6 million or 2.7 per cent, mainly
as aresult of the intensified health care needs of the veteran population. The consequences
of an aging and frailer VIP caseload had served as a subtext to the most contentious policy
debates the program faced during the early 1990s. It helped to explain the vehemence of
the War Amps' reaction to the cancellation of heavy housekeeping. It partially informed
the move towards advance pay as a means of eliminating the voluminous receipts veterans
needed to submit for reimbursement. It also explained the resistance of many field staff

and officials within Veterans Affairs headquarters to restoring a stricter linkage between
the need for VIP services and awar-related pensioned condition.

A further sign of coming to terms with the needs of an aging clientele emerged
between 1991 and 1994 when senior officias at Veterans Affairs headquarters embraced a
pioneering program on ‘ Care for the Caregivers being developed by the new Nova Scotia
Centre on Aging at Mount Saint Vincent University in Halifax. Researchersat MSVU
were innovators within Canadain devel oping training programs to support the needs of
informal caregivers as ameans of avoiding caregiver burnout, a theme which was growing

in importance within the ranks of Canadian gerontology and social work during the later



half of the 1980s and early 1990s. In 1989 Dr. Mary O'Brien and her colleagues at MSVU
won athree year $250,000 grant from Health and Welfare Canada’ s Seniors Independence
Program, to provide informal caregivers with the information, training, and emotional
support they required to do their work more effectively, through a project they titled ‘ Care
for the Caregivers.’

For Duncan Conrad, Director of Policy and Program Development for Veterans
Affairs, the needs of spousal caregivers within the VIP had long been *one of my

passions.” As he recalled,

It goes redlly back to the very root of the program...[E]ven in the early stages
when we were doing assessments there was always a recognition that beside every
good veteran was a good spouse that was providing some sort of
support....Whenever a counselor went into a veteran’s home, the interview was
always with the veteran and the spouse, generally a woman in most cases who was
the caregiver...So as the program evolved it started the recognition of the fact of
the role that those individuals played...If that person wasn't there, the department
would end up having to spend a whole lot more money and awhole lot more
energy and/or institutionalize the client as a result of the services that weren't

being provided by these people.

When an article about the MSVU ‘ Care for the Caregiver’ project caught Conrad’'s
eyein March 1990, he told his staff he was ‘interested in learning more about the

program.” ‘We must think about how care giving issues can be built into our current VIP



program’ since informal caregivers were ‘critical for keeping veteran clients at home.’
With the department facing a ‘future of increasing clientele and steady or declining
resources to address increasing need,” any strategies which could fortify informal care
were essential in order ‘to meet the care needs of the client population.’

The following year Conrad got his chance to learn more about the MSVU project
by attending atwo day ‘ Care for the Caregivers Conference’ it was hosting in Halifax. He
returned to Charlottetown enthused about what he had heard, particularly around the need
for greater focus on respite, support, and education for caregivers, al of which had
‘relevance to our situation.’” Veterans Affairs had to discover more about the * needs of our
caregivers,’ the ‘gapsthat exist’ and the ways in which the department could *link our
policy on respite care to caregivers needs.’” Conrad asked all regional directors to send
him data on the resources available to caregiversin their district as well as the extent to
which caregiver needs were being assessed. They were also asked to identify the greatest
gapsin caregivers programsin their region as well asthe role Veteran Affairs could play
in meeting these needs. Judy Lougheed, program development coordinator for the
department, was then asked to assembl e the information being received into a policy
memorandum on ‘ Care for the Caregiver.’

In her report, drafted and revised between January and August of 1992, L ougheed
argued that although the department had talked a lot about caregiver needs over the past
few years, particularly in relation to the VIP, so far it had done ‘little...to formalize a
program that recognizes and supports the caregiver,” even though the recent Price
Waterhouse study of 300 sample VIP casefilesreveaded that *at |east one third of the

veterans could not be left alone.” In reviewing the regional directors' response to Conrad’'s



call for information on caregiver needs, Lougheed singled out five key gaps: client
assessment, respite care, educational support, emotional support, and financial need. Most
districts, for example, reported that ‘ assessing the needs of the caregiver is not a part of
the case management process and claimed that ‘ our magjor if not our only concern isthe
veteran.” Instead, Lougheed argued, ‘afamily-centred approach should be the focus...[D]
epartmental assessment tools should be revised to reflect this change.” Otherwise,
Veterans Affairs would continue to have ‘ very little data on the actual needs of our
caregivers’

Respite care was provided through some department programs but there were
significant gaps. Veteran caregivers providing support to their spouses, for example, were
not eligible for respite care. Pensioners receiving attendance alowance could use it to
provide respite care, but only if their counselors agreed that ‘ respite for the caregiver
[was] a benefit to the client’ since he was the one entitled to the alowance. In 1987,
respite care was added to the veterans treatment regulations, but it was limited to only one
month a year and was targeted more at dealing with the consequences rather than the
prevention of caregiver burnout. Finally, the availability of respite providers varied widely
across the country and Veterans Affairs had ‘ not for the most part been proactive in
encouraging the development of new programs.’” On the question of educational or
emotional support for caregivers, the department had devel oped no strategies whatsoever
beyond the ongoing informal advice and encouragement provided through district
counselors or nurses. If the department was serious about its commitment to keeping
veterans in their homes as long as possible, Lougheed concluded, ‘ energy and resources

must be applied in support of the caregivers of those veterans. Provision must be made to



meet assessed needs not only of the veteran but of the caregiver. Support should include
educational, emotional, and financial components as well as appropriate respite.’” These
recommendations were ‘not...high cost items' but they did represent a * philosophical
change in the concept of caregiving.’

In the summer of 1992, as aresult of Lougheed’ s report, the department’ s Health
Care Policy Review Committee recommended approval of a pilot project ‘designed to
identify caregiver needs and to identify successful strategic responsesto assist in meeting
these needs’ with the ultimate goal of alowing Veterans Affairs to develop a‘ purposeful
caregiver support program, within the parameters of VIP, for nationwide implementation’
and to identify the ‘resources that would be required to implement such a program.” Asa
first step in this process, Duncan Conrad negotiated an agreement with Dr. Mary O’ Brien,
director of the Nova Scotia Centre on Aging, for the MSVU ‘ Care for the Caregiver’
team to deliver an educational and training program on caregiver support for both VIP
staff and selected caregivers, as a pilot project at two Veterans Affairs regional sites,
Edmonton and Ottawa, using training manuals, films, and workshop techniques adapted
from their successful three year MSVU project. For department staff the training would
focus upon teaching methods for handling caregiver problems, particularly in managing
stress and avoiding client burnout. For VIP caregivers it would concentrate on providing
emotional support and education in the resources and strategies for successful informal
care. “Many of our veterans now fall into [the] category of the ‘frail elderly’ population,”
members of the project team argued. *Much of [their] support is provided by Veteran's
families, either the spouse who is hersdlf aging and facing the lack of physical and

emotional strength, or an adult child in her or his 50s or 60s and even 70s.” Most of them



had ‘very little experience in the area of caregiving to the elderly.” They might also ‘be
facing their own problems with the aging process and may not have the energy to provide
needed care.” In addition, they were often ‘ overwhelmed by feelings of guilt, anger,
failure, and confusion resulting from the demands of caregiving,’ leading to situations of
burn-out or elder abuse. ‘ These caregivers of veterans need increased support systemsin
order to effectively continue their roles as caregivers.’

The pilot project ran in both Edmonton and Ottawa between May and June 1993,
under the direction of Marlene MacL ellan, a faculty member and project |leader at MSVU.
It was widely viewed as a success, athough more for the caregivers than for Veterans
Affairs staff members who participated. In all 34 elderly caregivers (80 per cent females
and 20 per cent males), ranging in age from 56 to 82 years took part. Many were
considered to be at high risk of physical, mental and emotional exhaustion. They
participated in a weekly series of six two and a half hour workshops dealing with topics
such as the aging process, stress management, growing dependency in the person they
cared for, communication skills, and perhaps most importantly, how to look after
themselves, deal with their own feelings, and avoid burn-out. They also were given
practical information on respite and caregiving resources available in their region. A key
goal of the project was to develop strategies of mutual aid and support and to ‘ encourage
its development among the caregivers.’

As the sessions unfolded the participants reaffirmed their high degree of
satisfaction with the VIP. Indeed the most commonly identified key contribution to
caregiver support was assistance with housekeeping and groundskeeping, services they

were aready receiving through the program. As the pilot project’s final report concluded



‘services from the Veterans Independence Program (housekeeping, groundskeeping,
personal care) greatly assist the caregiver in preventing caregiver burnout. Without it, the
veteran and/or his/her spouse would be in along-term care institution and this would
result in amajor cost to the health care system.” Nonethel ess, the number one unmet need
identified by the participants was for a more frequent and wider range of respite care,
‘both in the home, and out of the home, including day care and institution.” Indeed, almost
40 per cent of the participants reported receiving no respite care whatsoever.

The most common refrain of those who took part in the workshops was the
emotional and therapeutic benefits of discovering ‘they were not alone’ in their feelings of
guilt, anger, anxiety, frustration, and depression. ‘ There were so many people in the same
position | wasin....I was surprised that they mentioned the same things that would go
through my mind...Sharing our similar problems really helped.” Participants a so reported
how crucial it was to think about the ‘ different ways the caregiver can better take care of
themselves so that they can take care of the person that isill” aswell as ‘where to go for
help if you need it.” They aso underscored the importance of the *affirmation that together
we were doing our best.” Others noted they learned ‘to have alittle bit more feeling for
how heis. | find that | look more at his side of situation now and that helps me [become]
maybe a little more compassionate,” or that ‘| learned how to relax and not let things
bother me...| realize | can’'t do everything in one day.” As one participant summed up her
experience within the group, ‘1 think it was about the first time in a month that | had
laughed and felt relaxed. | found that awfully good medicine. It was such agood
group...There was alady there who already had her husband in the Rideau Vets Home, so

it made me fedl like | wasn’t jumping the gun by taking that step. All around it was a



wonderful workshop and if DVA can possibly keep it up, | can’t see anybody not enjoying
it.

The project’ s key recommendations were that Veterans Affairs continue to
develop educational and support sessions on caregiver support for clients and caregivers
within the VIP; that it support further research and initiatives on assisting caregivers, that
it provide training to staff based on the needs identified in these areas; and that VIP clients
be made aware of all forms of community support and assistance for caregivers. The final

report also argued that given the low cost of these initiatives, they made good fiscal sense.

In times of decreasing health care dollars, communities will be forced to rely more
and more on the informal care system as a source of long-term care for the
growing number of the frail elderly. The complexities of disabilities together with
diminishing health resources from the provincial and community sector makes the
informal care network worthy of development. The informal caregiver will more
and more be viewed as a resource to maintain and/or increase the level of care

provided to the frail elderly in their home.

However, the stress on ‘ cost containment’ proved to be somewhat of a double-
edged sword as it was also used as an argument against expanding the department’s
commitment to developing a ‘ purposeful caregiver support program, within the
parameters of VIP, for nationwide implementation’ as suggested by Judy Lougheed’s
origina 1992 policy memorandum on the topic. The very years when the ‘ Care for the

Caregiver Pilot Project’ was in process were aso the time when fiscal restraint pressures



within both Veterans Affairs and the federal government reached their peak. As result,
senior officials within the department continued to fret about the possibility that caregiver
support programs might become another form of policy creep. “I ill feel thisisa
‘dippery dope’ and should be approached with caution,” deputy minister Nancy Hughes
Anthony warned when the ‘ potential expansion costs' of the *Care for the Caregiver Pilot
Project’ were brought to her attention. Darragh Mogan, who supported the initiative,
nonethel ess advised his health care directors that senior officials had voiced
‘understandable concern about the momentum growing for such an initiative being too
large for usto deliver on.” When told by his staff that there was an ‘ overwhelming
response from the caregivers to participate in this project,, Mogan replied, ‘ The question
iscost...Isthisinitiative an effective form of cost containment?...Officials at Treasury
Board would be open to new initiatives which in effect, demonstrate ways to contain
costs.’

For the time being, Veterans Affairs decided to hedge its bet. A few more pilot
projects would be approved in 1994 to provide a ‘ better indication of the likely growth in
interest...as well as the potential program cost to the Department and [the] requirement
for human resources.” However, the nationwide implementation of a Care for the
Caregiver program within VIP, originally called for in Judy Lougheed s 1992
memorandum, never materialized. ‘It is not new programs that are required,’” assistant
deputy minister Serge Rainville eventually concluded. * Caregivers want support in the
form of recognition.” The department would ‘ share its expertise’ with provincial,
municipa officials and voluntary associations in ‘ developing caregiver support programs.

These approaches to delivery would have minimal costs to the Department.” But that was



asfar asit would go for the time being.

Nonetheless, the 1992-94 ‘ Care for the Caregiver’ pilot project was an innovative
and symbolically significant initiative by Veterans Affairsin the context of a difficult fiscal
environment. By giving a high profile to the issues of caregiver burnout, caregiver
support, and caregiver recognition the department was one of the first government
agenciesin Canadato publicize and support research on an issue which would explode in
importance during the decade ahead. By making the training manuals and video tapes of
the project available to organizations across Canada and around the world, Veterans
Affairs also helped to get the message out about the highly gendered costs and
consequences of informal care for the elderly. As Marlene McClellan, director of the Care

for the Caregiver pilot project recalled:

Veterans Affairs at the time, because of their population, was beginning to realize
that caregiving was emerging as a seriousissue. | think they were redlly at the
forefront of that. This was post the operation of the VIP program so they were
learning from that program. They were seeing situations in the home where the
spouse, typically awife caring for a husband, they were seeing that caregiving
piece emerge. And | think that was a very progressive observation ...because they

had the experience and the data from their VIP program.

These insights into the needs of caregivers would not be lost within the department as it
moved towards a far-reaching transformation of the way it delivered all of its servicesto

clients during the second half of the 1990s.



Until 1993 the major challenge facing the V1P was explosive growth. How could
Veterans Affairs find ways of servicing the needs of a ballooning VIP caseload during an
eraof fiscal restraint in which requests for additional staff fell on deaf ears? Despite the
formidable administrative challenges this problem posed, by the mid 1990s the department
had still not been successful in devising management strategies to measure or standardize
workloads, to develop national consistency in assessing or responding to the needs of its
clients, or to devise mechanisms for efficiently reallocating its most important asset, the
time and skills of its counselors. The inability to resolve these problems, exacerbated by
the difficulties in implementing advance pay, created growing frustration at departmental
headquarters in Charlottetown as well as within district and regional offices across the
country. As a 1991 evaluation of the VIP put it, ‘when a delivery environment is such that
afixed number of resources are expected to assume responsibility for an increasing
number of clients, something is eventually bound to give”  Within district offices it was
the loss of staff morale. Case management goals for counselors were viewed as unclear,
training was characterized as inconsistent, and administrative procedures were described
as ‘over-controlled and inflexible' creating awork environment of ‘justification and
control’ rather than ‘judgment and trust.” As aresult, staff delivering the program, the
evaluators argued, ‘fedl that they are being confronted by a series of demanding
management initiatives which draw VIP effort away from the client towards
quantitatively-oriented administrative activities.” Although a widespread complaint was the
unevenness of casel oads both within districts and across regions as well as the stress on
‘quantitatively oriented administrative activities,” there was actually little useful datato

measure how counselors performed their work or how it might be reallocated more



effectively. Nonetheless, it was abundantly clear that as the VIP caseload moved deeper
into old age, the demands placed upon counselors were only going to intensify as the risks
to their clients grew. A key recommendation emerging out of the 1991 program
evaluation, therefore, was the need for developing a ‘ resource allocation model for the
VIP which will take into consideration the workload implications of differencesin VIP
cases.’

Five yearslater it seemed that little had been done. Another even more
comprehensive review of the VIP, undertaken between 1994 and 1996, concluded that
‘lack of standardization is one reason why it is not possible to determine if VIP is getting
the best value for its money.” An analysis of sample client files revealed ‘no consistency in
recording the type and level of services provided.” In one-quarter of the cases there was
not enough information to determine if the services were appropriate. The department had
also been unsuccessful in implementing a standardized nationa client assessment form.
Regions were still using their own forms which varied widely in the quality and integration
of the information provided. As aresult, the evaluators found ‘ poor documentation’ and
little evidence of case management. ‘Much of the information and assessment of the client
was directed primarily to justify VIP services' rather than to interpret needs or to
document the counseling activity that actually took place. Obligatory reviews and
reassessments were not being done. Some high risk cases recelved comprehensive care
planning while others got no more attention than low risk clients. Since 70 per cent of VIP
clients were receiving only low level services, it was not clear that case management in
most instances was even required ‘ yet the expectation existed.” As Judy Lougheed recalls,

‘VIP required al this labour intensive stuff [like the yearly determination of need visit] that



was really doing nothing, and our clients were getting sicker and more frail. Some of them
needed severa vidits, alot of them needed none. ... And what was happening was the
district director, in order to make sure they met the Act, gave alist to the area counselors
of all the people who were due for their annual review. And that became their work.” The
result, for counselors juggling caseloads as high as 450, was ‘a great deal of staff pressure
and frustration, and wasted time and resources.’

The key gap was client assessment and screening. ‘ The assessment process is the
most critical to a successful home care program and also one of the most time consuming
and costly aspects of VIP program delivery.’” Yet in 1996 the VIP still lacked a nationally
consistent and reliable tool for doing it, which could determine who among a counselor’s
caseload needed only partia assessments through office visits or telephone inquiries, and
who required the full assessment provided through a home visit. During the earlier years
of the VIP, when most clients were in their 60s and their needs, as well as those of their
spouses, were less intense this deficiency was not as crucial. Now that the average age of
VIP clientele had passed 75, it could no longer be ignored if counselor workloads were to
be managed effectively and their clients protected. District offices needed a standardized
screening process which could make these distinctions. And thisin turn required areliable

assessment of risk. ‘To date this has not materialized,” the 1995 evaluation report argued.

Some counselors are determining the level of risk before VIP interventions are in
place while others do so afterward; others are classifying risk in terms of
workload. [ There are] large inconsi stencies both between and within regions. Since

risk dataisincomplete and unrdiableit is only meaningful to the individual



counselor who may useit to priorize their caseload.... Theterm ‘risk’ is not useful

asthere is no understanding of what the definition should be.

Lacking a common standard for assessing client risk or screening the level of
required interventions, Veterans Affairs had no reliable information for undertaking quality
control or measuring and efficiently allocating workload within the VIP. * Previous
resource allocation studies did not provide sufficient information for management to take
action as they measured caseload, not workload.” But caseload size, in the absence of a
consistent measurement of client need and therefore counselor activity, was arough
instrument for assigning resources, which not surprisingly had ‘ remained virtualy
unchanged [between regions] for the past five years with no assurance that the allocation
is appropriate.” The report concluded that ‘ the department has not determined the optimal
counselor workload or the optimal number of staff required to support and supervise the
counseling function at the district level....It is difficult to determine the appropriate VIP
staff resources required without knowledge of the true rate of client utilization of the
program.” Here was where the unresolved issues of client assessment, risk screening,
workload and staff allocation converged.

Both Veterans Affairs headquarters and district offices had been aware of these
problems for some time. Indeed most of the insights contained in the 1996 audit and
evaluation had been gleaned from program staff and had been the subject of extensive
discussions within the Field Advisory Committee and the VIP Improvements Project
throughout the early 1990s. In 1991, for example, as part of the VIP Improvements

Project, an attempt was made to formulate a single risk screening instrument and risk



guide for usein al regions so that ‘the right client is provided with the right service at the
right time.” Reflecting the growing movement in social work practice throughout the early
1990s for a new philosophy of client-centred service delivery, project officials argued that
case management within VIP should be ‘ client-centred so needs can be assessed,
services/interventions coordinated and effectiveness monitored for follow-up activity.” A
sub-committee was formed to develop a standard risk assessment tool by the end of 1991
to be used across Canada but with the ensuing turmoil over the implementation over
advance pay in 1992 for the time being nothing came of the initiative.

Within the district office for North Bay, Ontario, the chief of client services
decided to take matters into his own hands. Frustrated by shrinking budgets, expanding
client demands, and counsel ors complaining of unmanageable caseloads, Carlos L ourenso,
near the end of 1992, developed his own in-house tool for prioritizing work. ‘ Raw client
numbers had no real meaning,” he realized, which made it * difficult to measure and
allocate resources redlistically according to real client need.” Lourenso’s goal was to
design a‘quality case management system that encompassed V eterans and their
dependents, which was assessable and measurable, and consistent with the VAC mission
statement.” After eight months of research scouring the international literature and
extensive consultations with professionals, community agencies, and faculty at Nipissing
University, Lourenso and his staff devised a Risk Contact System for managing casel oads.
Using the department’ s data base software they created their own program for coding
information on each client’ s health and financial status, personal and community support

and coping abilities.



Every client was assessed and a code (1 - good, 2- fair, 3 - poor) was assigned for
each element and the client’s level of coping skills was identified based on
standards acceptable to Socia Service Practitioners. This coding result[ed] in a
final Risk Contact Code which enable[d] the Case Manager to assess the amount
of time it takes to manage each client and the time to manage a caseload. The
system [was| also self-validating as estimated time [could] later be compared to
real time, thus enabling adjustment and fine-tuning as required. This information,
when calculated in conjunction with other measurable activities such as travel,
training, etc. allow[ed] our Area Counselors and Management to accurately and

effectively measure caseloads in terms of real numbers and time.

The system also alowed for building in support from other professionas such as
nurses. The result was software which provided counselors and managers, for the first
time, with ‘a snap-shot view of any particular caseload, or of the entire [district office]
caseload’ so that, for example, they could determine *how many VIP clients, living in rural
locations within an area. .. have poor personal and socia supports.” It also allowed the
North Bay/Thunder Bay office to ‘realign areas, identify gaps and fragmented services,
standardize caseloads, and identify clients based on their level of risk, on their level of
coping, and document departmental contacts and interventions.” Implemented in
November of 1993, Lourenso’s innovation was such a success that by June 1994 it had
been picked up and installed within every district office in the Ontario region ‘ as a means
of equalizing workloads within districts and as a determining factor in allocating resources

between districts to meet changing counselor caseload requirements.’



Given the lack of progress at the national level on developing a common standard
of client assessment and risk screening within the VIP, Lourenso’s Risk Contact System
caught the attention of senior officials at Veterans Affairs headquarters as atimely
solution to alongstanding problem. Judy Lougheed, recently given the job of revitalizing
the VIP' s health service directorate in Charlottetown, was asked to ‘ take on the validation
of the system’ and if the results were positive ‘ develop an agreement for national
implementation.” Lougheed had played a key role in the creation of the department’s Field
Advisory Committee to solicit grassroots input into department policy-making from
district and regional staff. She had also advocated for greater attention to caregiver needs
within the VIP. As aformer community health nurse within PEI’ s homecare sector, she
came to Veterans Affairsin 1992 with a strong belief in the importance of community-
based and client-centred approaches to assessing need. Working to develop a national

needs-assessment strategy for the VIP was a mission she ingtinctively liked.

One of the big goals for [our] unit was to look at the VIP program from several
different points of view but mainly from the service point of view...The
difference...between programs and services within this department are that
programs are things that are legidated that we pay money for so that someone can
get their dentistry paid for, their drugs paid for. The services side are what we do,
our staff do, for the veterans. An assessment... should not be done just to attach
people to a program but rather to determine need....[Our] unit took on the
responsibility of changing or trying to change the mindset within the department....

[to say] let’s ook at a needs-based client-centred approach where we start with a



really good assessment and work with the client to determine what the major needs
are and then VIP becomes one way to help us meet that need. But there are other
ways. We don’t need to give people stuff they don’t need...So [our goal] was to
change that concept, [towards] an approach...that we value the actual service and

what the staff do and not just what money the client gets at the other end.

Better tools for assessing client needs and risks were acrucia step in this
direction. In order to determine if Lourenso’s Risk Contact System could assist in
developing areliable client assessment instrument for the entire VIP Joe Bornstein, an
externa consultant with extensive experience in devising screening tools within the socid
services field, was hired in 1994 to work with Lourenso in order to assess the model’s
feasibility for implementation nationwide. After first confirming the consistency of the
RCS model, Bornstein next provided all Ontario counselors with time sheets and asked
them to record their daily interactions with low, moderate and high risk clients over afour
week period early in 1995. In itself this was a significant piece of research because it
represented the first time in Veterans Affairs history that the department was given *atrue
and accurate representation of how counselors are spending their time on key tasks.” The
results were startling. Bornstein’ s field test reveaed that there was ‘very little difference’
in the amount of time Ontario counselors actually spent dealing with low and high risk
clients. Gaps of seven to twelve minutes in care planning or follow up and evaluation
between these two types of clientele with quite different degrees of risk were too small ‘to
have practical vaue in adjusting individual counselor workload' through use of the RCS.

Implementing the system nationwide would ‘simply perpetuate the status quo.” The larger



guestion raised by Bornstein research, however, was far more important. ‘Is this what the
department wants counselors to be doing? he asked. Why were they spending almost the
same amount of time with low and high risk VIP clients? Bornstein urged that Veterans
Affairs should first ‘ consider developing new standards of practice’ before it decided to
implement any tool for measuring workload or screening risk, a point Lougheed echoed
strongly in her comments to the branch executive committee of Veterans Services when
she sent them his report. Put smply, the department first had to decide how it wanted
counselors to spend their time before trying to measure it.

Branch Executive Committee members agreed that Bornstein’s research on the
work practices of Ontario counselors underscored the urgency for developing a national
model for client service delivery. In June 1995 L ougheed’ s Health Services Directorate
was put in charge of a new Veterans Affairs Service Delivery Project whose task was to
develop such amodel by April 1996. Its terms of reference outlined aformidable
challenge. The department’ s clients were now ‘reducing in number [but]...their needs are
increasing,” even though there were ‘no additional dollars for human resources or
programs.” Any recommendations for changes in service delivery therefore had to be * cost
neutral.” They also had to address *all VAC programs/benefits delivered at the district
office level,” not just the VIP.

In late June 1995, the Veterans Affairs Service Delivery Project working group,
which included broad representation of staff from district and regional offices, held itsfirst
meeting in Halifax. Over three days of discussion, chaired by Lougheed, the project team
debated the principles of a core philosophical shift in the way the department went about

doing its business. At the heart of Veterans Affairs, a synopsis of the discussion argued,



lay atension between programs and services. Service delivery was about ‘ providing
individua clients with alevel or intensity of service appropriate to their own particular
problems/needs.” Program delivery was about ensuring that * disbursements are made in
accordance with program legidation, regulations, and departmenta policy and
procedures.” The first was client-centred. The second was benefit or entitlement-driven.
Veterans Affairs did both, but historically had been dominated by a program or benefit
entitlement model. Veterans interacted with the department, for most part, through a
complex series of pension, social, and health benefit programs, ‘each of which hasits own
program delivery structure that includes some form of application, adjudication, and
payment process.” The result all too often was an inflexible, overlapping, and confusing
approach to meeting client needs. By 2000 the veteran population would “reach ‘very old
age (80 years)” at which point the proportion deemed ‘at risk’ would rise from 20 per
cent to 42 per cent. ‘[ The] number of clients will decline but the risk of loss of
independence will increase,” Lougheed argued, as aresult of deepening severity in health
problems, dementia, widowhood, the declining health of spousal caregivers and greater
prevaence of living alone. Veterans Affairs dominant program delivery model would not
serve this population well. “When it comes to services, head office has to break down the
program walls.” The clear consensus of the meeting was that the department required a
‘client-centred service delivery model that is flexible and adaptable for purposes of
responding quickly and effectively to client requests, problems, or needs.’

Adopting a client-centred service delivery model had other advantages. ‘A client
needs approach...provides a very strong justification for maintenance of resource levels,’

Darragh Mogan pointed out. In atime of fiscal restraint and threatened cutbacks it would



‘recognize and legitimize the value and importance of the service activities that our staff
are providing to clients, but which have not been recorded for workload measurement
purposes unless the service has resulted in a VAC program benefit.” Through this mode,
district offices would no longer be under the same pressure to recruit clientsin order to
justify staffing. A client-centred approach would aso serve as the basis for the ‘ eventual
standardization of roles, responsibilities, and program delivery processes, [which] in
turn...will allow the Department to ensure that clients, regardless of where they live or
what programs they are entitled to, receive a consistent level of service from appropriate
staff.” Determining VIP eligibility in relation to the pensioned condition, for example,
would no longer vary so dramatically across regions. Client-centred service delivery would
also ‘provide senior management with a client-based rationale for future human resource
planning and allocation.” With no new resources for staffing, the department could only
meet the higher intensity needs of high risk clients through ‘a change in staff rolesand a
reallocation of resources from throughout the VAC organization to areas of direct client
service, based on placing resources where they are most needed.’ In other words,
workload management practices through which counselors spent only ten minutes more
time with high risk as compared to low risk veterans could no longer be accepted as
standard practice. A final advantage of the client-centred service delivery model was its
ability to harmonize closely with magjor changes aready in process for the redesign and
integration of benefit delivery by Veterans Affairs as aresult of the new Client Service
Delivery Network software currently in development.

In afollow-up meeting in Montreal in late August 1995 the Service Delivery

Model project team worked to refine the CCSI process as well as a communications



strategy for disseminating it. Client-centred service promised to transform the way work
was performed in Veterans Affairs district offices across Canada. From the outset,
therefore, the project team recognized that getting staff to buy into the vision would be
critical to its success. ‘ Thisis atime of ongoing change and review in government. .. Staff
are uncertain about the future of the department, concerned about reductions and fearful
of change. In order for them to focus on this project they must be convinced of its
relevance to their future.” One strategy for winning their support was to emphasize how
the service delivery model would ‘ empower staff to be proactive’ by giving them ‘more
freedom to determine the intensity of care and amount of time allocated to individua
clients particularly those with high risks. Additiona training in gerontology would aso
give them more transferable skills *for work within any future federal structure serving
seniors.” However, it was aso wise to anticipate ‘ some resistance...from staff who may be
more comfortable with the program-driven approach to client service.” They needed to
understand that ‘without a plan to position ourselves to meet future needs of clients, the
department is more vulnerable to downsizing measures.’

Some of the difficulties in winning staff support for the client-centred service
delivery model became evident when attempts were made to field test it that autumn
before a planned national implementation in the spring of 1996. Only the Ontario region,
through its Brampton/Hamilton district office, expressed interest in providing a project
test site. Plans for a pilot project in the Saint John New Brunswick district office fell
through because ‘ counselors saw [it] as a potential threat to their job security.’

Asfleshed out by the Service Delivery Model working group, with consultant Joe

Bornstein’s help, the model was ‘really the elaboration, in detail, of the value shift in



service delivery throughout the socia/health-service field. It involves an emphasis on the

client as self-determining with respect to his or her own needs; a rationalization of

resources, driven by client needs; and accountability for consistency in service delivery.’

To work effectively it required that a“ client-centred approach [be] reflected in the

operation of the whole organization.” In operational terms the model meant the following

fundamental changesin the way Veterans Affairs district offices worked:

1)

2)

3)

4)

5)

6)

7)

8)

9)

all telephone contacts would result in contact with areal person.

All clients contacting the district office would be screened to determine the
appropriate responses.

The screener would usually be a support staff person, not the area counselor.
The screener would provide information, refer the client to another agency, or
to an area counselor if the screener judged that an assessment was required.
The counselor would decide whether to perform a‘short’ or a
‘comprehensive’ assessment.

Short assessments were holistic and assessed physical, psychological, financid
and social needs.

Comprehensive assessments were also holistic but included in-depth
assessments of physical, psychological, financial and socia needs.

The assessment process would determine the client’s degree of risk and
develop an action plan. It might also include assessment by health
professionals.

The counselor doing the assessment would work with the client to develop an



action plan.

10) The action plan would specify expected outcomes, the role of staff members
and the client, and a monitoring schedule.

11) Targeted assistance would be provided through a client-centred focus.

12) Administrative processes, training, policies, standards and systems would

support the client-centred service delivery mode.

The key change in staff roles was a significant expansion in authority for the client
service agent, who became the primary contact for veterans and provided the initia
screening and targeted assistance as well as follow up and monitoring for clients who were
deemed not at risk. The role of the area counselor was also transformed. The counselor
would now be responsible for working exclusively with at-risk clients, for whom he or she
would devise holistic, multi-dimensional, client-centred assessments, action plans, and
provide psychosocia support and counseling. The counselor was also expected to act asa
facilitator/enabler to assist clients to meet their self-defined needs.

Within months of field-testing the model in the Brampton/Hamilton district office,
it was clear there were a number of problems. ‘Many counselors, relieved of their
administrative duties around VIP program delivery did not know what to do with their
time. Case management concepts and practices were not common knowledge and the
knowledge and skills necessary to deal with the complex problems of our elderly clients
were not, in many cases, present,’ the Service Delivery Model working group reported.
Counselors also expressed a ‘ sense of 1oss over the redistribution of their low risk clients

or “became threatened, believing that their jobs were on the line. They saw ‘work’ being



taken away from them and could not see what was being added.” Client service agents,
responsible for doing the risk screening were at first * overwhelmed with their new duties
and voiced concern over their ability to take over the duties expected of them.” Over the
life of the pilot project, however, these staff became far more positive and came to feel
‘empowered by their new duties and the accompanying gain in knowledge and skills
although they also expressed concern over ‘increasing workloads.” A subsequent
evaluation of the project, by Joe Bornstein and David Pedlar, highlighted the difficulties of
implementing the CCSlI model nationwide without sufficient lead time, consultation, and

thorough preparation of staff.

The extent of change that was involved in the Hamilton-Brampton pilot cannot be
overstated. During the pilot almost every work role in the office underwent
transformation at the same time. Staff expressed anxiety and discontent with
respect to the initiation and management of the change process. Staff felt criticized
for the work they had been doing with clients in the past; that expectations for
work within the new model were unclear; that they did not participate sufficiently
in the change process; and there was insufficient communication at all levels of the
office... [M]orae declined significantly in the early months of the pilot. In
retrospect supervisors reported they had underestimated the magnitude of the
change that was involved... Specifically, they were surprised that counselors were

experiencing problems in making the role change.

Bornstein and Pedlar recommended that a two-year commitment was ‘ not



unrealistic’ in estimating the time required for putting the CCSI model in place. * Staff
input into the change processis essential for its success. All staff must have a sense of
ownership in the outcome as well as be given the opportunity to work through their
anxieties regarding change.” As aresult of the Brampton-Hamilton Pilot Project, the goal
of trying to implement CCSI nationally by early 1996 was dropped. Instead, the Service
Delivery Model project team now argued that al regions should pilot the model ‘before
full implementation,’” the deadline for which was now to be pushed back to 1997-98. ‘ The
changes involve alot more than simple streamlining, Darragh Mogan argued. ‘[ They]
involve...concepts which, for many, mean changing not only the way we do business but
changing the way we think about our servicesto clients.” Further pilot projects testing the
CCSI model were undertaken throughout 1996 and 1997 in Charlottetown, Halifax,
Sydney, Calgary, and Vancouver, and more would be run in St. John’s, Quebec City,
Peterborough, Calgary and Victoria as development and field-testing of the CCSI model,
aswell as the complementary Client Service Delivery Network software required to
facilitate its work, continued until the end of the decade. In October 1996 the department
officially adopted CCSl as *‘the broad-based theme inherent in all other department
initiatives,” but it would not be until December 2000 before it was declared fully
operationa within Veterans Affairs offices across Canada.

Client-centred service is now the defining philosophy of Veterans Affairs and has
facilitated the “transformation of the District Office...from an administrative body driven
by cost-effective program management and ‘ gatekeeping’ to a‘helping-agency’ whichis
dedicated to developing close partnerships and working relationships with clients, various

levels of government and the community.” Judy Lougheed, who was instrumental in



helping to facilitate the change, describes the difference this way:

We started talking about screening. And not screening about eligibility ...[but]
getting people thinking, ‘ okay, someone phones, someone comes in the door,
what’ s the first thing you' re going to do? And the first thing they were going to
do before was see if they were eligible for apension or VIP.... But we're not
doing that now. We're going to first of all ask why they’re calling and inform
them, ‘look, we do a screening now, a screening process which really talks about
needs ...Instead of answering the question, ‘ok, we'll find out where your cheque
is,” we start clueing in on this person...” Well, your cheque went out; you should
have received it last week and if it isn’'t there we'll find out about your cheque. But
now that we have you on the phone do you mind if we ask afew questions, and if
we think so, do you mind if we have an area counselor visit the home?... And then
we say, ‘are you having any difficulties, have you been to the hospital, have you
been sick in the last six months? Just three or four questions and if they say yes,
then we say, ‘we would redlly like to refer thisto your area counselor...and they’ll
give you a phone call and probably make a home visit....40 per cent of the client
calls that comein require follow up that was not evident without further
guestioning, that wouldn’t have been picked up...In order to change al this, we
didn’'t have any more staff, so we had to change what work they did...So now the
area counselors follow up the 20 per cent... that really have alot of needs and do
more visiting and more work with them, while the client service agents look after

the people with the lower needs and do the annual reviews and...the screening



when people phone, and refer only those people who have identified needs that

require area counselor follow up.

This focus on needs rather than digibility, Darragh Mogan observed, represented
the ‘most significant adjustment in corporate attitude VAC has undergone in 30 years.’
Although the implementation of CCSl has not been without problems, it has provided staff
within Veterans Affairs with ‘avision for the future’, which helped to ‘ reduce fears of
downsizing’ and reverse problems of low morale. For the purposes of this study the key
significance of the CCSI isthat its origins within the department can be clearly traced to
the origina service-oriented philosophy of the Veterans Independence Program and the
desire of those working within it to develop better ways to identify and respond to the
needs of arapidly aging clientele. CCSl was smply the ‘next logica step in meeting the
more diverse and complex needs of avery old client,” a process which aso sparked the
search for a standard client screening instrument to assess veterans at risk and direct them
to the resources they most needed. CCSI was ‘ something that was not conceived by or
directed from the senior levels of the organization,” ADM Dennis Wallace pointed oui.
‘[R]ather it originated at the service delivery level as aresult of staff who [knew] the
needs and wants of our clients better than anyone.’ In this sense client-centred service
might be said to represent the permeation of the entire department by the philosophy and

vision of the VIP, but with a difference. Again, as Lougheed argues.

VIPisonelarge big tool, but it is not, it shouldn’'t be what’s driving our work, it

should be the needs of the client. So from our perspective...VIP is seen as not the



program. VIP is some of the program eligibility that allows us to meet the client’s
need. It' s just one program, there sinstitutional care, there’'s community care, it's
wonderful to have that basket of services available, we're very, very fortunate. But

it's the method of how you get there that’ s changed.

In the spring of 1999 the application of Veterans Affairs new client-centred service
approach was put to the test through a creative solution for alongstanding problem: the
existence of growing wait-lists for departmental long-term care beds, the same issue which
in the 1970s had sparked the original creation of the VIP. Concern about wait lists for
long-term care beds was a recurring concern within the department. As previously
discussed a mgjor interna study of long-term bed care needs for veterans between 1990
and 2020 estimated that demand would rise from 4500 beds in 1988 to 11,000 by 2001,
the anticipated peak year. The problem was predicted to be ‘especialy acute for chronic
care beds' whose need was expected to more than double to 4700 by the start of the new
century. Between 1983 and 1987 the number of veterans on waiting lists for departmental
beds across the country had risen from 330 to 821, ajump of ailmost 150 per cent.
Veterans could expect adelay of more than a year to get into a departmental or contract
bed and up to two or three years for access to a community facility, ‘ depending on the
local situation,” the study argued. ‘ Providing an expanded home care program will not
eliminate pressures for veterans' long-term care beds.” ‘ The expectations are 1)
departmental and contract veterans beds will remain filled; 2) waiting lists will continue to
grow at an increasing rate; 3) utilization of home care services will be extensive.” The need

for more beds was ‘critical .’



Despite the dire tone of this forecast, Veterans Affairs did not rush out to build
more beds. Instead, co-payment fees for long-term care were increased to $720 a month,
type 1 adult residential care was eliminated for new VIP clients after 1991, and the
numbers of veterans accessing home care through the VIP grew significantly. A new
supply of priority access beds for veterans was negotiated with provincial governments
and access to community care beds through the VIP was also expanded. By 2002, the
predicted peak of the crisis, there were 3750 veterans living in 170 facilities where
Veterans Affairs had priority access beds. Another 4500 were accessing beds through the
VIP in over 1500 community care facilities and 550 resided at Ste. Anne's, the
department’ s last remaining long-term care facility located in Montreal. This total of 8800
long-term care beds was 2200 less than the 11,000 forecast by the department’s 1988
internal study. At an estimated average cost of $50,000 annually per bed, thiswas a
significant saving.

Nonetheless, between 1997 and 2002 waiting lists and predicted shortages of long
care beds dominated discussions between the department, veterans organizations, and the
Senate Subcommittee on Veterans Affairs. This time the debate was fueled by two
concerns. The first was around the category of Overseas Service Veterans, (or OSVs)
whose needs were amost completely unknown. These men, who numbered somewhere
between 150,000 and 180,000, were described by veterans organizations testifying before
the Senate Subcommittee as ‘ the phantom group’ because they did not qualify for
disability pensions, income-tested War Veterans Allowance, or the VIP and therefore had
little contact with the department. Thelir single entitlement, by virtue of their overseas

service during the war, was the right to a priority access bed. In his 1996 report on the



department the Auditor General drew attention to how little Veterans Affairs knew about
the anticipated needs of the OSV's or the extent to which they might apply for along-term
care bed now that they had reached the age of 75 and were beginning to experience
greater health risks. Veterans Affairs ‘ could face significant unplanned costs from this
group, he warned. Department officials were also concerned. ‘In the next three to eight
years they could approach the Department in increasing numbers. Forecasts of numbers of
OSV s approaching the Department have not been made but a high rate of
ingtitutionalization is estimated to be 10% based upon the current institutionalization rate
in Canada of 6-7%.” This could generate a demand for thousands more additional priority
access beds, compared to the 4000 currently in use.

The second concern was waiting lists which had been rising throughout the 1990s,
although not to the levels reported in 1987. In 1998, based on its own inquiries at 13
facilities across six provinces the Legion claimed that more than 500 ‘duly qualified
veterans...are waiting for the health benefits they are entitled to and richly deserve.” The
department’ s own figures revealed that in 1999 there were 368 veterans on waiting lists
for priority access beds in Ottawa, Victoria, and Halifax alone with wait times of over one
year. Across Canada, a year later, the number reached 677, rising to 814 in 2001. ‘ There
are dready long waiting lists for the available veterans priority beds,” the Senate

subcommittee report Raising the Bar: Creating a New Standard in Veterans Health Care,

argued in 1999. ‘There is also a very real concern that a substantial percentage of the
160,000 oversess veterans entitled to a priority access bed will invoke thisright.” At
Senate Veterans Affairs sub-committee hearings in each year between 1997 and 2001 Cliff

Chadderton, Chairman of the National Council of Veterans Associations, continued to



pound home this theme.

Five years ago we brought to your attention the issue of the phantom veteran. We
know he exists, but we have no record of him. However, he served in World War
I1. He is back in Canada now. There is no doubt that if he continuesto live he will
require along-term care bed...We do not really know how many there are...We
told this committee four years ago that there is a crisis hanging over our heads. It
is not here now because we are able to find ways and means of finding beds for
veterans or of giving them the veterans' independence allowance so that they can
remain in their own homes. However, we pointed out that situation will not

continue. The crisiswill only get worse.

Veterans Affairs would require anywhere from 6000 to 10,000 additional priority
access beds during this ‘crisis period,” Chadderton predicted. In a hard-hitting three part
series on veterans hospitals published in the L egion magazine between 1999 and 2000,
author Tom MacGregor also shed light on the problem of three year waiting lists for
admission to facilities in Victoria, Ottawa and Halifax. ‘It isup to VAC to provide the
veterans beds when they are needed, whether that means building new facilities, building
additions, or contracting beds in other facilities”’” In atough editorial on his revelations, the
Legion argued, ‘We have been too comfortable with the view long put forward by VAC
that Canadian veterans are treated better than veterans anywhere else in the world. VAC
should immediately develop and implement national standards of care for institutionalized

veterans. VAC should tackle the remaining problems of outdated facilities. VAC should



also address the situation in Victoria, Ottawa and Halifax where the facilities are modern
but the waiting lists are intolerably long - up to three years. There's a ssmple solution:
more beds.’

For senior officials within Veterans Affairs, however, the answer was not that
simple. “We had enormous pressure from the veterans organizations, and rightfully so,
that we didn’t have enough beds. That we had long wait lists,” John Walker, the

department’ s director of residential care recalled.

But to try and figure out how many beds we were supposed to have was virtually
impossible. Impossible. We studied it in 1988. It was studied for afull year. And
the projections weren't far off, actually. But we would have never got that many
beds... Because we went out and tried to build beds with the provinces, and they
weren't interested because they were going the other way. And beds are
expensive. And we said we needed them for twenty yearsin 1990 and we' d pay
two-thirds of the capital. And we had no takers. Well, we did get a few, but
virtually none. So al of asudden we'd sit back and say...”We got a problem here.
It takes five yearsto build abed, at least. Even if you had the money. It'sa
$100,000 to build a bed. And now we're only going to need it for ten years or
whatever....We got a problem.” So it was a bit of, * Oh, we got to think outside the

box.’

Given the intense pressure Veterans Affairs was facing from veterans organizations

over the waiting lists question as well as the uncertainty surrounding the long-term care



needs of OSV's, department officials realized they had to do something. The issue also
provoked vigorous discussion among senior officials, leaders of veterans organizations,
and gerontological experts within the department’ s newly formed Gerontological Advisory
Council at their second meeting in Charlottetown in the spring of 1998. Cliff Chadderton
continued to insist that there was simply not enough contract beds. Legion service bureau
director Jm Rycroft suggested that the VIP be extended to overseas veteransin order to
reduce the pressure on priority access beds, which was their only benefit. Evelyn Shapiro,
one of Canada s leading authorities on home care and someone who had played a central
role in the creation of Manitoba’ s public home care system, argued that the department
‘should look at all the alternatives before creating new beds.’

The route eventually taken out of this impasse combined part of both Rycroft’s
and Shapiro’s advice. Verna Bruce, associate deputy minister of Veterans Affairs, offered

avivid description of how the decision was arrived at.

It actually came from...a conversation that we got into one day in deputy minister
[Larry Murray’ ] office....Darragh [Mogan] and Brian Ferguson [were] in the
room and...people at that time started to think about, ‘ okay, is there something we
can do with the waiting list at least of three of these contract facilitiesto try to find
away of managing them...to take the pressure off because it’s difficult for families
and difficult for the organization and for everybody? We looked at the idea, ‘well,
for Perly-Rideau, could you relocate some of those peopleto abed at St. Anne's
Hospital? [in Montreal] because at the time St. Anne's... didn’'t have a waiting

list. The thought was...”well, these people are from Ottawa and it’s only a two



hour drive.” But then you start to think ‘that’s a two hour drive and people will be
very concerned about whether, if they take abed at St. Anne's, are they ever going
to have an opportunity to get back to Ottawa, to a bed at Perly-Rideau? And what
would it take to keep these people at home? Then the conversation... went from
thereto “well...in other instances we have ‘deemed’ people to be eligible.” We
have this ‘deeming provison’ under War Veterans Allowance where we say, “even
though you' re not eligible based on your income right now, we ‘deem’ that you
would have been dligible if you didn’t have this particular source of income. And
once we do that we can put you into the program.” So we created a solution
around this. *Maybe what we could do is deem these people to be digible for a
bed, but abed isn’'t available so we're going to provide them with something else
in the interim and then see how they get along with that.” Basically that’s where
the idea came from. It was away of taking pressure off three of those facilities, a
way of trying to deal with pressure that was coming from veterans organizations
around construction of beds... That’'s a huge investment of money and who knows
if you're ever going to want it? And we know that people don’t want to bein
institutions, so why would you put awhole lot of money into building beds that
people may not want in the long run anyway? So the idea came from those...public
reactions and program imperatives and again, from really creative thinking by

Darragh that maybe we could try doing it this way. So we did.

With the basic policy idea now in play, John Walker was assigned the task, in

February 1999, of devising a pilot project proposal to relieve the waiting list pressure at



the three facilities in question: Perley-Rideau Veterans Health Centre in Ottawa, the
Lodge at Broadmead in Victoria, and Camp Hill in Halifax where the problems were most
severe. It was a“great example of a‘client-centred’ way to resolve abig problem,” his
colleagues observed. The OSV Pilot Project which emerged was targeted at 139 OSV
veterans on waiting lists at these three facilities, who were eligible for a priority access
bed, when one became available. They would be deemed digible for both VIP and
treatment benefits even though under the department’ s legidative authority, they did not
have the right to receive either because they lacked a pensionable disability or the required
income qualification. ‘ The concept was because we couldn’t provide beds to veterans who
had a legitimate legidlative right...to a bed, we would offer them VIP servicesin their
home until such atime as a bed became available,” former deputy minister Larry Murray

recdled:

Although we didn’t have the legidative authority for that, in my opinion, we did
have certainly the moral authority in terms of the intent of the legislation and it was
something that we really did want to have alook at [to see] what kind of
difference it would make. The other redlity isthat...it was a quarter to afifth of the
cost to provide veterans services in their own homes than in afacility. So...the

pilot was launched in the three centres to have alook at what would be the result.

The project ran for one year between June 1999 and May 2000. Through it the
139 OSV clients gained access, viathe VIP, to home patient care, personal care, house

keeping, grounds keeping, ambulatory health care, socia transportation and home



adaptation services plus Treatment Account Processing System (TAPS) benefitsto an
estimated annual cost of $10,400 per client. The OSV clients were not to be ‘entitled’ to
VIP or TAPS. Instead they had ‘ access to the programs and services they need,” until a
priority access bed became available. The key objective was to reduce pressure on waiting
lists at the three facilities. However, if successful the strategy would also be less costly (by
afactor of four or five) than providing institutional care, and could be extended to other
facilities with OSV clients across the country. The OSV pilot project represented the
department’ sfirst attempt to address the Auditor General’ s concerns about the needs of
the so-called ‘ phantom group’ of veterans. It also provided a concrete example of how the
new client-centred service approach could be used creatively to address the unmet needs
of clientsin a cost effective manner. The VIP benefits and services they received improved
their health care as well astheir life style while they were on the waiting list by allowing
them to stay closer to their families for longer periods; and reduced pressure on and
provided respite for their caregivers. Through the project Veterans Affairs gained first
hand knowledge of the waiting list problem, as well as the benefit of having to provide
fewer additional beds. It was the ‘least cost option...for meeting the needs of OSV's’
Although the project received the approval of the Senate Sub-committee, the VAC
Gerontological Council, and veterans organizations, Cliff Chadderton remained deeply
skeptical. “Veterans Affairs decided that they would bring in something called ‘VIP-like
services asapilot project,” he told the Senate sub-committee while the project was being

implemented in 2000.

Let me explain what that is. The veteran is on the waiting list to get into Perly-



Rideau. They will say to him *We will take you off the waiting list. We will send
you back home and we will give you VIP-like services.” That means they will bring
peoplein to cut your toenails and look after you at home. They will also provide
someone to shovel your snow, et cetera. We welcomed that as a stop-gap - in fact
it isaband-aid measure. It did not reduce the waiting list by one. And we checked.
VIP-like service isapilot project in three areas in Canada. Asfar aswe are
concerned, it will not correct the situation at all. What is the solution? It is the one
that the current minister announced in June, that is, the federal government will

have to go the provinces and say...”We would like to dedicate...more beds.’

Chadderton’s critique was soon eclipsed by the key finding of the project. The
OSV clients on the wait lists did not want a bed. Although very frail and quiteill, if given
a choice they wanted to stay at home. Ninety-two per cent of the clients who participated
rated the services they received as ‘very important or important in helping them remain at
home.’ When Veterans Affairs officials had to follow Chadderton’ s appearance at the
Senate sub-committee meetings, someone suggested that ‘ maybe what we should do is
canvass the people who are currently on the OSV pilot and find out how many of themif a
bed became available in the next week would take it,” Verna Bruce recalled. “ So we had
solid information to take with us to the committee....That...created another whole
conversation at the standing committee which got away from ‘how many beds do you
need to build? to ‘wow, you've actually provided a service to 96 people and only 5 of
them would take a bed if it were offered.” So you have some empirical evidence you can

use rather than just anecdotes about ‘ John Smith would rather be at home.””



Because of the insights provided through the OSV pilot project, it was now clear
that wait lists were somewhat illusory. As John Walker told the committee, ‘ Just by way
of illustration, the wait list for the Perley in Ottawa is certainly one of the longest in the
country. We had 17 empty beds this January and February and we had to call 50 veterans
on that waiting list to fill them’ Or as Darragh Mogan pointed out ‘ even though these
people could have gone into a bed, when we knock on their door and tell them their bed is
ready, they say that they would rather stay at home. | think that is probably the hallmark of
success and it realy means that the VIP program is meeting its objectives.” Asaresult of
these findings, within a year the OSV pilot project was expanded to all overseas veterans
on priority access waiting lists across Canada. Once again the same pattern was
discovered. A random sample of 170 of the 480 participants were contacted by telephone
and provided with a choice. They could accept a bed placement or stay in their own homes
with VIP and treatment benefits. Ninety per cent chose to remain at home. The primary
goal of the pilot project was to deal with waiting lists, not to find cost savings. But in
their analysis of the OSV project evaluators ‘found that the cost of maintaining a veteran
at home [was] significantly lower than the cost of a priority access bed. The average client
on the pilot project spent approximately $3600 in VIP services and $3000 in treatment
benefits in a 12 month period. The cost of a priority access bed such as the Perley and
Rideau Veterans Health Centre is approximately $50,000 ayear.’

Figures like these finally drove home to the central agencies in Ottawa the cost
effectiveness of the VIP. ‘ The conversion, and it was like St. Paul on the way to
Damascus, the epiphany for most of the central agencies, was just only three or four years

ago when they looked at this Overseas Service at Home Veterans Pilot Project,” Darragh



Mogan recalled. ‘ These people were extremely ill, extremely ill. ...We looked at one
hundred phone calls made in Ottawa, a hundred to people who would be certified by the
province as being Type 2 or even Type 3, not one would go in, not one. Zero. And the
same thing happened at Camp Bell, the same happened at Broadview. That was the proof.
...Asif proof were needed. Everybody was a doubting Thomas. But the central agencies
saw that and they knew what they saw. They saw files, they knew how sick these people
were and they were still willing to stay home.’

After two decades of pioneering Canada s most extensive model of community-
based home care, officials responsible for administering the VIP now had convincing
evidence that even Type 2 and Type 3 clients whose need for expensive ingtitutional care
was immediate and irrefutable, when given areal choice backed by a strong network of
home care resources, preferred to ‘age in place’ rather than within along-term care
facility. In this sense the OSV Pilot Project provided Veterans Affairs with strong
arguments to counter the sheer power of waiting lists to drive the agenda towards
purchasing or building additional beds. ‘ People love beds...they love institutions. They
loveit for everybody else but they don’t love it for themselves though,” Judy Lougheed
wryly observed. * So none of [this] was redlly surprising. | think that what is surprising is
that the numbers are even lower than what anyone would have predicted. | think it'sa
reflection of the care we' ve been giving people at home.” Or as John Walker put it,
“people don’'t want long-term care. But if it’sthe only thing, if you say, ‘sir, we can give
you long-term care or we can give you nothing. Because they can’t keep up any more on
their own, they’ll say, ‘well ok, I'll take the long-term care.” Or ‘no. I’ll just go down in

flames here’ And perhapsin the past, unfortunately, that did happen. But now we can say



‘well there’' s no bed for you yet, but we can give you this.” It'sworked...It made
sense....So if anyone wants to review the impact of the V eterans Independence Program
they have to look at that pilot.”

In this sense, the original arguments of Ferguson Anderson and Jack MacDonell
used to justify the creation of the VIP in the late 1970s were validated through the OSV
pilot project but this time for amuch frailer clientele. In June 2003 digibility for the VIP
would be extended to all overseas service veterans who demonstrated a need for the
program. More research questions still remained, however. How long could access to the
VIP and treatment benefits delay institutionalization? To what extent was the decision to
remain at home attributabl e to the resources made available through the pilot project as
opposed to other factors? And what was the impact on caregivers? In assessing the ‘ cost’
advantage of the VIP it aways had to be remembered, Darragh Mogan acknowledged,
that ‘for most recipients, the care and support provided by family members (most often the
spouse) comes at no cost to the state.’

The needs and rights of spousal caregivers of veterans re-emerged forcefully onto
Veterans Affairs policy horizon during the same time period as the debate over waiting
lists was unfolding. Along with better access to beds it was the other key demand of
veterans organizations throughout the later 1990s. Their concerns also received significant
support from the research focus on caregiving by social workers and gerontologists in the
late 1980s and 1990s, which had also helped to spark the department’ s interest in the
‘Care for the Caregiver’ program as well as by the Review of Veterans Care Needs
Project launched by the department launched in 1996.

Concern for spousal caregivers of veterans had been an ongoing theme within the



VIP since its inception. It strongly informed the work of Jack and Asa MacDonell at the
Deer Lodge day hospital which helped to inspire the origina Aging V eterans Program.
The ongoing importance of spousal caregivers to the success of the program was also
clearly recognized by Veterans Affairs counselors. ‘It goes really back to the very root of
the program,” Duncan Conrad recalled, ‘Whenever a counselor went into a veteran's
home, the interview was always with the veteran and the spouse....So as the program
evolved it started the recognition of the fact of the role that those individuals played.’
Within six months of the AVP s launch in 1981, some regional directors were suggesting
that ‘the spouse of the veteran should be eligible for contributions...in order to keep the
couple at home'. The discussion paper on the extension of the AVP in 1983 also pointed
out that ‘no mention [had been made] of spouses and their vital role in maintaining the
well-being of entitled veterans. Their capacity to fulfill that role and their need of
assistance to do so will be fully recognized in the execution of the program, based on the
understanding that husband and wife epitomize the highest degree of mutual support and
reliance.” Despite this acknowledgement that the husband and wife were a caregiving
‘team’, the document remained silent on the issue of the rights of the spouse when the
veteran died. The only departure from this position was the decision in 1982 to continue
providing housekeeping and benefitsin force at the time of the veteran’s death to the
spouse for up to 30 days ‘ or when other arrangements have been made, whichever is
sooner.” The operating principle was that the benefit was ‘ provided to the residence of
the client and is thus implicitly provided to both the client and the spouse.” No direct
personal entitlement was enjoyed by the non-veteran partner.

In 1990 in response to a Legion campaign launched in 1987, Veterans Affairs



agreed to extend V1P benefits already in place for housekeeping and groundskeeping to
the spousal caregiver for 12 months from the time of the veteran’s death, recognizing that
the 30 day termination was ‘ causing hardship at a very difficult time.” The 12 month
extension would prevent the spouse from having to ‘ make a premature move from the
family home' and aso was ‘ consistent with other [V eterans Affairs] benefits which, in
most cases continue for a period of up to one year following the veteran’s death.’
Nonetheless, due to concerns about ‘policy creep’ the extension was hedged with
conditions. To avoid setting a precedent for paying health benefits to a dependent, the
department insisted that ‘only the termination date of certain VIP elementsis being
extended and that digibility to a spouse is not being recognized; digibility till resides
through the veteran.’” If the spouse changed residence within the 12 month period the
benefit would terminate. In no case did the department wish to prove afoothold for
arguments in favour of paying ‘other benefits/services to spouses and dependents.’
Veterans Affairs sponsorship of the ‘ Care for the Caregiver’ program and
workshops between 1992 and 1994 kept the profile of caregiver needs and concerns high
within the VIP, and clearly sensitized department staff around these issues but in the
context of fiscal restraint policies and benefit cutbacks in the early 1990s there was little
scope for moving beyond the 1990 policy amendment liberalizing spousal VIP benefits for
12 months. By the mid 1990s, however, the needs of caregivers within the program were
gaining greater attention. The Client-Centred Service Initiative, as discussed previoudly,
clearly represented a philosophic shift not only within the VIP but within the entire
department as well towards a more holistic and family-centred focus on needs rather than

entitlements. From this perspective, the role and contributions of veteran caregiversto the



ability of a veteran population, now past age 75, to continue living in their own homes,
could not help but be brought more sharply into view. In 1996 this approach received a
major boost through the creation of the Review of Veterans Care Needs Project. In 1997
the RVCN project conducted a series of 12 focus groups in cities across Canada with
veterans, their caregivers, and service providers. Its report on these discussions, prepared
by Pollara consultants, provided acritical forum for veterans and their caregiversto talk
frankly about the strengths and deficiencies of the VIP. ‘Why does Veterans Affairs not
treat wives the same aswe are?,’ one veteran asked. ‘ Spouses are part of us; they suffered
with us and they should be compensated. If | pass away my wifeisout in the cold.” Their
partners expressed similar feelings. ‘We are caregivers of veterans. They will give you
service aslong as the veteran is living. If he dies, what will happen to me? Will al those
benefits be cut off? Summing up the concerns they had heard during the 12 focus group
sessions, the consultants noted that ‘ these caregivers thought that the services available to
their veteran spouses should also be available to them. Some felt very strongly that,
without their assistance as a caregiver, the costs of caring for the veteran would be much
higher for DVA. Thus, they rationalized the extension of veterans servicesto include

spousal caregivers.” The Pollara report also concluded that

Caregivers isolation, loneliness, and fear were central to the ‘last piece of advice
given by the caregiver group participants....The caregivers concerns were

concentrated in afew important areas such as the sense of isolation and being ‘all
alone out there.” Their expressed isolation and loneliness as caregivers, could as

stated, be linked to their strong articulation of their fear of losing benefits. The



degree of fear of losing benefits may well be associated with the fear of other

participants with regard to the caregivers' lack of spousal benefits.

All of these concerns about the needs of spousal caregivers surfaced between 1997
and 2003 in other key forums both internal and external to the department. The formation
of the Veterans Affairs Gerontological Advisory Council in 1997 created anew and
important vehicle for triangulated discussions among department officials, veterans
organizations, and academic experts for connecting the needs of veterans and their spousal
or other informal caregivers. Council members Neena Chappell, Evelyn Shapiro and
Norah Keating had long been among the leading advocates within Canadian gerontology
for policy recognition of caregiver contributions. Not surprisingly, one of the first
suggestions they made for Council research priorities was the topic of veteran spouses or
caregivers. Within ayear Keating was chair of aworking group on ‘caregiving’ for the
GAC exploring, among other topics, the ‘ continuation of VIP...after the death of the
veteran.” With the urging of representatives from veterans organizations, by its May 2000
meeting the council was recommending lifetime spousal digibility for the VIP, although
Veterans Affairs officials stressed the need for more research and cautioned that if ‘the
agenda s pushed hard, they could get nowhere [because] money is alarge obstacle.” This
was a position which caused some veteran representatives temporarily to boycott the GAC
during the next year.

Both the Legion and the National Council of Veterans Associations, however,
pushed hard from 1997 onwards for lifetime spousal benefits to the VIP for widows of

veterans at their regular appearances before the Senate Standing Sub-committee on



Veterans Affairs. ‘ The Veterans I ndependence Program. .. helps keep the veteran in his
home. It isimportant that a spouse remain in the home as long as that spouse is capable of
managing, perhaps with some help,” Jim Rycroft, the Legion’s Service Bureau director

argued.

It only seems to make sense that if Veterans Affairsis already tied in to the care of
veterans and their spouses through disability pensions, through proportionate
pensions for survivors and so forth, that they take on the role with respect to
spouses. They seem to recognize it by acknowledging that respite care and other
careis anecessity. We are saying that they should rationalize that process and then
work to provide a solution that does not cut the widow off when her husband dies

after ayear, but continues as long as that person is capable of managing the home.

Cliff Chadderton of the NCV A agreed. ‘ These are caregivers, most of them 50
yearsin the saddle. They could not go out and get jobs because they looked after their
veteran spouse al those years. One year after his death sheis cut off...Certainly the
Veterans Independence Program should continue for her lifeif sheis capable of livingin
the house.’” Four years later lifetime eligibility to the VIP for widowed spouses of veterans
had become the Legion’s ‘top priority.” By this point the rising mortality of its mostly
male Second World War membership, now in their early 80s, had sharply underscored the
concern of veterans for what would happen to their wives when they were gone.
‘Certainly in the mind of the veteran, that program was taking care of both of them -

allowing both of them to live in the house,” Rycroft told the senatorsin 2001. ‘We are



trying to honour the veterans' wishes to take care of the surviving spouse. That isthe
proper thing for Canadians to do....The Veterans Independence Program could solve the
problem for $2500 to $4000 per year.’

The Legion’s arguments received partial support from amajor report by Norah
Keating, Jacquie Eales, and Janet Fast that same year on ‘ The Differential Impact of
Veterans Affairs Canada Policies on the Economic Well-Being of Informal Caregivers,
commissioned by Veterans Affairs. Unlike veterans' organizations, however, Keating,
Eales and Fast put forward a much broader agenda for policies which would recognize the
full range of caregiving contributions within veterans' families. “A policy of ‘equal support
for caregiving work of equal value' isrequired,” they argued. If the department’s mission
was to ‘support...veterans and their families, then benefits should be extended to all
veterans.” That would include compensating not only caregivers of veterans, but
caregivers who were veterans as well as caregivers of veterans not currently clients of the
department. Under this policy framework, widowed spouses would receive digibility for
the VIP beyond one year. But they would also be eligible for benefits derived from the
Veterans Health Care Regulations. Keating, Eales and Fast also argued that V eterans
Affairs should provide ‘financial compensation to informal caregivers who have reduced
or forfeited paid employment to provide care, or in regions in which unemployed
caregivers are providing substantial amounts of caring work,” and that the department
move beyond a client-centred to a family-centred approach to meeting needs. Asthe
experience of the VIP indicated, ‘ attempts to support caregivers with policies devel oped
to support care recipients are cumbersome. We argue that as VAC moves towards a focus

on the veteran family unit, it should be prepared to provide direct benefits to informal



caregivers,’ through existing programs for veterans such as the veterans health care
regulations and Attendance Allowance. This was an ambitious policy agendawhich
incorporated but went far beyond the issue of lifetime extension of VIP to widowed
spouses of veterans.

Over the spring and autumn of 2003 the sSix year campaign of veterans
organizations to achieve lifetime eligibility for veterans' widows to the groundskeeping
and housekeeping provisions of the VIP, in place at the time of their husband’ s death, was
rewarded with success. In atwo stage process Minister of Veterans Affairs Rey Pagtakhan
first announced in May 2003 that surviving spouses would become dligible for lifetime
grounds-keeping and house-maintenance services of the VIP, in place at the time of their
partner’s death, as of 1 June 2003 if such access allowed them to remain self-sufficient in
their own homes. However, digibility would not be made retroactive to wives whose
husbands had died before that date.

This decision created a summer and autumn of discontent around the creation of
what veterans organizations, veterans wives, and members of Parliament termed “two
classes of veterans' widows, those who received VIP benefits for the remainder of their
lives and those who did not because of an ‘arbitrary date.’” The very widows ‘who had
lobbied the minister that these benefits be ongoing would get nothing...[I]nstead, ...the
only ones now receiving the veterans independence program...are those whose husbands
died in the last year. Why will the minister not treat these veterans' wives equally and give
benefits to past recipients of the VIP? opposition MPs asked. Whatever the fiscal logic of
this decision, the political optics of leaving between 23,000 and 28,000 veterans widows

without VIP support were terrible. If anything these women were older, frailer, and more



in need of housekeeping and groundskeeping services to keep living independently than
their more recently widowed counterparts.

In October 2003 backbench Liberal M.P. Bob Woods introduced a motion in the
House of Commons, which received unanimous support, urging that lifetime VIP
eligibility for widows be made retroactive. A month later prime minister Jean Chrétien
intervened personally to repair the damage. On 6 November, Veterans Affairs minister
Rey Pagtakhan announced in Parliament that VIP digibility would indeed be extended
retroactively to qualified surviving spouses whose partners had died subsequent to 1990,
the year when the original 12 month extension of VIP to widows was first put into place.
Still left out in the cold, however, was another arbitrary category: veterans wives widowed
prior to 1990.

By the end of 2004, in response to persistent lobbying by veterans organizations
and veterans widows, the exclusion of this remaining group was finaly addressed. On 7
December 2004, Veterans Affairs minister Albina Guarnieri announced that housekeeping
and groundskeeping services in place through the VIP at the time of the veteran’s death
would be extended retroactively for life to primary caregivers of veterans, principally their
widows, dating back to 1981, the year the Aging V eterans Program was originally
created. ‘Thisisabeautiful Christmas gift for these people who were not included in the
last VIP announcement,” Kenneth Henderson, Dominion President of the Army Navy and
Air Force Veterans in Canada pointed out. Mary Ann Burdett, Dominion President of the
Royal Canadian Legion also commended Veterans Affairs for *adopt[ing] a policy whichis
more consistent with their traditional client-centred approach to service delivery.” The

decision was expected to bring an estimated 4,000 additional clientsinto the scheme at a



cost of $31.7 million over the next five years.

The granting of lifetime spousal eligibility to the VIP for veterans widows who
needed housekeeping and groundskeeping services constituted an historic shift in the
department’ s mandate. For the first time not simply service in time of war, but caregiving
in time of peace was being acknowledged as conveying aright to assistance for living
independently in the community. It was an important step towards expanding the

relevance of the VIP homecare model to awider Canadian audience.

NOTES



CONCLUSION

Over the past 23 years the Veterans Independence Program has evolved from a small
‘pilot project’ serving fewer than 300 disabled veterans in 1981 to become the
acknowledged ‘ flagship program’ of Veterans Affairs helping to keep almost 70,000
elderly veterans and their spouses living in the community. Asthe 1998 Review of
Veterans Care Needs project pointed out, ‘veterans want to remain independent in their
own homes or communities as long as possible.” When asked, in focus group discussions,
what Veterans Affairs services they thought were most important, ‘without fail, most said
the VIP program was the most important service upon which they relied. All indicated
they would be unable to maintain their homes without it.’

These remarks echo similar high levels of satisfaction expressed by VIP users
during the * Care for the Caregiver’ sessions of 1993-94 or to the Price Waterhouse
evaluation of the program in 1987-88. They were also powerfully underscored by the
results of the Overseas Service Veterans pilot project in which even veterans with high
care needs, when given the choice between access to along term care bed or assistance to
remain living in their own home, chose the VIP model nine times out of ten. The
program’s explosive caseload growth beginning in 1985 and continued popularity over the
ensuing two decades confirmed the wisdom of the original vision which inspired it.
Whether in their sixties or their eighties, older people, as Ferguson Anderson argued, ‘are
happier and healthier in their own homes if they are fit enough to be there and so desire’
Veterans, more than any other group of Canadian seniors, have been given the widest

range of support to make this choice possible.



That this was so reflected a combination of circumstances: the strong desire of
veterans to continue living independently for as long possible; their status as * very special
Canadians,” or ‘citizens plus  because of war service and subsequent entitlement to
enhanced support in old age; the need of Veterans Affairs to find a less expensive
aternative to the anticipated doubling in costs of institutional care by the mid 1980s
because of the aging Second World War veterans' cohort; and a cadre of creative policy
thinkers within the department who, as Darragh Mogan notes, were anxious to find ‘an
aternative to the warehouse' so that their clients could grow old in comfort, security, and
dignity. Second World War veterans and their caregivers were also an advance guard of
the ‘grey wave' which would soon wash over the rest of Canadian society. Much of the
excitement of building the VIP clearly reflected the awareness, by Veterans Affairs
officials, that in developing a national home care strategy for their clients the department
was pioneering new policy terrain with potentially important lessons for an aging Canada.

The VIP srapid growth and enduring popularity among veterans familiesis
evidence of both the attractiveness and need for community based home care strategies
which provide a broad continuum of support for aging in place. The most widely used
elements of the VIP, self-managed housekeeping and groundskeeping services, although
not generally available within provincial homecare policies, have arguably played a key
role in bringing veterans into care plans designed to avoid a caregiving crisis. ‘It'sthe
VIP services, the support services for seniors that makes home care an efficient program,’
Betty Havens, one of North America’ s leading authorities on the topic argues. ‘Home
care becomes more effective if you' ve got these minimal resources that are either

volunteered, levered, or paid...Putting those things together is part of what supports



caregivers. And if you want to have informal caregivers providing 80 per cent or more of
care - which is where we are at the moment -then you better be able to support your
caregivers or you are going to wind up with two clients.” Or as one veteran’s wife put it,
‘if we don't get help you are going to have two of us going to anursing home.” Insights
such as these informed the VIP from itsinception. Building on them has been one of its
lasting legacies.

Has the VIP been cost effective? Thisis an argument which has typically driven
policy debates around home care in the rest of Canada and the United States. Since the
program’ s original rationale was premised on its ability to avoid the need for doubling the
supply of institutional beds funded by Veterans Affairs by the mid-1980s this was not an
insignificant concern for government. At every stage of its history department officials
have argued that the VIP saves money. Estimates of how much have varied. Sevento
one, eight to one, and ten to one differentials between the average annual cost of VIP
home care services per client and the cost of an institutional bed were put forward by
Veterans Affairs officials as ajustification for program expansion at different points
throughout the program’s life. More recently afour or five to one differential was used in
making the case for the cost-effectiveness of the Overseas Veterans Pilot project.

During the late 1980s the Price Waterhouse study tried to devise a global estimate
for the cost-savings generated by the VIP but without knowing what choices veterans and
their families would make in the absence of the program, the exercise was problematic, as
both the consultants and Veterans Affairs officials conceded. Thereis aclear consensus
within the department and among the leaders of veterans organizations, however, that the

VIP has reduced the demand for beds. More to the point, money not spent on institutional



care has allowed tens of thousands of veterans and their caregivers to benefit from VIP
home care services.

Bed-avoidance rather than cost-saving perhaps provides a more accurate
description of the VIP simpact since the program has provided an opportunity to question
the meaning of waiting lists for institutional care. Veterans impatience with waiting lists at
institutions such as Sunnybrook Hospital in the mid-1970s helped to spark Veterans
Affairs origina interest in searching for less expensive alternatives to domiciliary care. A
quarter-century later, long waiting lists for priority access bedsin Ottawa, Victoriaand
Halifax inspired the creation of the Overseas Service Veterans Pilot Project. Out of this
experience emerged direct evidence that waiting lists, in and of themselves, are a dubious
guide to what people want if given a choice. How many veterans have avoided
ingtitutionalization because of the VIP is unknown and likely unknowable. That they
prefer using it to stay at home, if at all possible, rather than accept the offer of along term
care bed is clear.

V eterans have such a choice because they are privileged clients of the Canadian
welfare state in recognition of their sacrificesin time of war. Their right to federally-
funded long term care beds, for example, was the program’s original policy driver. A
tension between entitlement and need, which has only grown in urgency as veterans
become older and frailer, has shaped the VIP s evolution over the past 23 years.
Pensioners with awar-related disability were the program’ s first clients even though their
need for its services, in many cases, was less than that of low income veteransin receipt of
aWar Veterans Allowance. Asédligibility expanded rapidly, during the George Hees era

of ‘courtesy, generosity, and speed,” higher need client groups joined the VIP caseload in



large numbers easing this discrepancy, athough pensioners remained alarger than
anticipated component of the program’s caseload. However, by 1990 a new era of fisca
restraint forced a difficult reorientation of the VIP away from what some termed a ‘ culture
of generosity,” and towards tighter enforcement of eligibility criteria at the same time that
its clients were becoming older and frailer. Out of this conjuncture of circumstances
emerged the search for a new approach to service delivery focused on risk-screening, a
more holistic and multi-faceted approach to interpreting needs and ligibility, and the
redirection of counseling resources to where they were most required.

Between 1985-1995 the policy environment within the department shifted
dramatically away from efforts to actively recruit clients for the VIP through
‘ascertaining’ veterans with unmet needs and towards policies of fiscal restraint and risk
screening. During this period of change Veterans Affairs area counselors faced difficult
administrative challenges which caused frustration, staff burnout, and growing tension
between department headquarters and district offices. Staff trained principally as benefit
administration officers in an earlier era had the most difficulty in making the adjustment.
Those with social work or gerontological training, (a magjority by the late 1980s) adapted
more easily to the transition. Nonetheless complaints about large casel oads, inadequate
training, the growing intensity of their clients' needsin relation to VIP digibility
requirements, and a perceived organizational culture of ‘over-control’ became recurring
refrains repeated within external audits and evaluations of the program. The too rapid and
top-down implementation of advance pay in 1992 as away of ‘streamlining’ the costs of
VIP administration brought these tensions to a head. Out of the unhappiness produced by

this experience emerged a shift towards formal staff consultation through the creation of



the Field Advisory Committee. FAC recommendations helped to usher in new delivery
strategies providing more discretionary authority for district office staff, the development
of standardized assessment tools, and risk-screening procedures, and a new emphasis on
client-centred rather than program-driven service. This client-centred service approach has
now become the organizational philosophy for Veterans Affairs as awhole. But its origins
within the department can be located in the challenges and leadership emerging out of the
VIP.

The Veterans Independence Program began in 1981 as a program targeted
overwhelmingly towards the needs of male veterans, although the much smaller number of
women veterans also benefited. Although the central role of spouses in maintaining
veterans ‘independence’ was acknowledged by the program’s designers, it remained
muted throughout the VIP sfirst decade. On the one hand the ideology of familialism
which underpinned the program insisted that the caregiving labour of wives (and other
household members) for veterans was smply part of the ‘normal responsibilities of the
family. In no way should the VIP undermine these traditional roles and obligations. In this
way the costs to and contributions of caregiversto veterans ‘independence were
rendered invisible as were the capital costs of the veteran’s house as the site of care. On
the other hand, since the entitlement to VIP derived from the veterans war experience,
any benefits or support gained by their wives, principaly through the provision of
housekeeping and groundskeeping services, were implicit and indirect rather than derived
from their own services as caregivers. When the veteran died, VIP came to an end after
30 days. In thissense veterans benefits Ssmply exaggerated the hierarchical breadwinner

ideology which had long underpinned the larger structure of the Canadian welfare state.



By the 1990s these twin assumptions - familialism and the exclusivity of (mostly
male) veteran entitlement were becoming unstable. New research was exploding the
‘independence’ or ‘autonomy’ myth by highlighting the interdependency of family life
among the elderly (and others) and its hidden costs to caregivers. Within Veterans Affairs
these realities had long been apparent to counselors through their firsthand work with
veterans and their families. The cost-savings of the VIP and the redlity of veterans
independence really rested on a foundation of unpaid female labour. As veterans
themselves grew older, their demands for recognition of their wives sacrifice and right to
live with dignity as widows became louder. So too did the voices and the contributions of
the women themselves as the care demands of their partnersintensified. ‘We are the
caregivers of veterans...If he dies what will happen to me?;” they told the Review of
Veterans' Care Needs project. Asitsreport pointed out, the demand of wives for
continued VIP services “was seen asa ‘return’ or ‘compensation’ for the commitment
they made to their veteran spouses.” This demand achieved recognition between 2003
and 2004 with the granting of lifetime ligibility to selected VIP services for veterans
widows (or other principal caregivers), on proof of need. In the process, an historic shift
in the mandate of Veterans Affairs through the state’ s recognition of a new form of
service has occurred.

Does the VIP represent a home care policy model for the rest of Canada? Have
Veterans Affairs and Canadian veterans pioneered the way for other Canadians in need of
assistance with daily living as they reach old age? Here the answers are mixed. Thereis
no question that the Veterans Independence Program has demonstrated the importance

and viability of acommunity based home care adternative for veterans and their families



across Canada.  The overwhelming satisfaction of its clients with the services received
through the program is testimony to its success in realizing its objective of keeping
veterans in their own homes as the preferred alternative to institutional care. Whether the
lessons of the VIP reach a wider Canadian audience, however, depends on the extent to
which the entitlement itself is seen as unique to veterans. Asthe Review of Veterans Care
Needs pointed out “because many veterans believed they had aright to services ...[they]
were more ‘open’ about what they needed....Services such as the VIP are acceptable to
them because VIP is a service that they have earned and they get it from DVA.”

Thisis asentiment American political sociologist Theda Skocpoal, in her study of
the G.1. Bill of Rights, has termed ‘legion populism.” But as the U.S. example illustrates,
legion populism does not always trandate well into clams which are easily winnable by a
wider public. Today American veterans enjoy arange of publicly-financed medical and
hospital services which Canadians have long taken for granted as part of their basic
medicare entitlement. Veterans health care benefits south of the border, however, have
not led to a successful American campaign for universal, publicly-funded health insurance.
A similar challenge confronts those arguing for the addition of something like the VIP
home care model to our national health care package. For thisto occur, VIP-like services
must first be seen as essential and affordable, not just for ‘very specia Canadians,” but for
everyone who requiresthem. The transferability of the VIP model to the larger Canadian
health care domain will depend, in the final analysis, on whether all Canadians, not just
veterans, believe that they too have earned a similar right to comfort, security, and dignity

inold age.
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Appendix 1

Veterans | ndependence Program Chronology

November, 1980 Aging Veterans Program announced by J. GillesLamontagne, Minister of Veterans
Affairs.

April, 1981 Aging Veterans Program introduced for war pensionersfor pensioned conditions.

August, 1981  Regulations gazetted to phase-in new €ligibility groups between October, 1984 and
January, 1988.

Octaber, 1984 Eligibility extended to War Veterans Allowance recipients, age 75 and to dual
recipients (WVA-and CPC pensioners), age 65.

January, 1986 Eligibility extended to WV A recipients, age 65.
Name of program changed to Veterans | ndependence
Program.

Octaober, 1986 Eligibility extended to WW!I near -recipients, (i.e those who would bereceiving
WVA if they or their spouses were not receiving OAS)

January, 1988 Eligibility extended to remaining veteran near-r ecipients.
April, 1989 Eligibility extended to Canada Service Veterans age 65.

September, 1990H ousekeeping and groundskeeping servicesin place at time of veteran’s death may
be continued for the surviving spouse for up to one year
following the death of the veteran.

June, 1991 Eligibility extended to special duty area pensionersfor their pensioned condition.
July, 1992 Eligibility extended to Merchant Navy Veterans.

June, 2003 Lifetime eligibility for housekeeping and groundskeeping servicesin place at time
of veteran’s death may be continued for surviving spouses
whose partnersdied after 1 June 2003.

November, 2003 Lifetime eligibility for housekeeping and groundskeeping services
in place at the time of veteran’s death made r etr oactive
for surviving spouses whose partners died subsequent to
1990.

December, 2004 Lifetime eligibility for housekeeping and groundskeeping servicesin place at the
time of veteran’s death made retroactive for surviving
spouses whose partners died subsequent to 1981.



Appendix 2

VIP Caseload and Expenditure Growth, 1981-2001

Fiscal Year Number of Clients Expenditures ($M)
1981-1982 300 0.2
1982-1983 1,400 1.4
1983-1984 2,900 3.1
1984-1985 5,500 5.9
1985-1986 9,500 13.8
1986-1987 16,200 21.2
1987-1988 24,800 31.3
1988-1989 40,400 54.0
1989-1990 59,700 85.6
1990-1991 71,900 111.6
1991-1992 82,000 135.5
1992-1993 87,900 168.3
1993-1994 85,400 168.4
1994-1995 83,000 162.3
1995-1996 78,900 155
1996-1997 76,000 152
1997-1998 73,200 150
1998-1999 71,500 153
1999-2000 69,700 156
2000-2001 68,900 163

Sources:. Veterans Affairs Canada, VIP Records, File 765-8, vol. 10, ‘ Veterans
Independence Program Component Profile,” Table, ‘VIP Clients & Actual Expenditures,
Main Estimates, Part I11), p. 8; Veterans Affairs Canada, Satistics Directorate,
Corporate Planning Division, ‘ Clients and Expenditure Forecasts, 2002-2003 Forecast
Cycle, October 2001, Table, ‘ Clients by Program, Forecast 2002-2011," p. 15; Table,
‘Expenditures by Program, Forecast 2002-2011, p. 17.



Appendix 3

VIP Participation by Age Group, March 2001

<65 16%
66-69 29%
70-74 32%
75-79 61%
80-84 69%
85-89 74%
90+ 78%

Source: Veterans Affairs Canada, Satistics Directorate, Corporate Planning Division,
‘Client and Expenditure Forecasts,” 2002-2003 Forecast Cycle, October 2001, p. 47



Appendix 4

VIP Participation by Age and Program Element, March 2001

Housekeeping
<65 10%
65-69 23%
70-74 28%
75-79 54%
80-84 60%
85-89 62%
90+ 57%

Groundskeeping

<65 13%
65-69 21%
70-74 22%
75-79 42%
80-84 45%
85-89 41%
90+ 33%

Nursing Home Care

<65 25%
65-69 15%
70-74 1.0%
75-79 2.8%
80-84 3.7%
85-89 7.0%
90+ 14.3%

Source: Veterans Affairs Canada, Satistics Directorate, Corporate Planning Division,
‘Client and Expenditure Forecasts, 2002-2003 Forecast Cycle, October 2001, p. 48



Appendix 5
VIP Participation by Age and Program Element, March 2001, Cont’d

Ambulatory Care

<65 1%

65-69 .25%
70-74 4%

75-79 1.0%
80-84 1.2%
85-89 1.8%
90+ 2.2%

Adult Residential Care

<65 1%

65-69 .05%
70-74 .15%
75-79 .20%
80-84 .25%
85-89 .35%
90+ 1.7%

Social Transportation

<65 5%
65-69 2.4%
70-74 4.0%
75-79 5.1%
80-84 7.5%
85-89 10.1%
90+ 15.0%

Source: Veterans Affairs Canada, Satistics Directorate, Corporate Planning Division,
‘Client and Expenditure Forecasts,” 2002-2003 Forecast Cycle, October 2001, p. 49



Appendix 6

VIP Participation by Age and Program Element, March 2001, Cont’d

Nutrition
<65 5%
65-69 1.75%
70-74 2.4%
75-79 3.75%
80-84 4.74%
85-89 7.0%
90+ 10.0%

Personal Care
<65 5%
65-69 1.2%
70-74 1.3%
75-79 2.5%
80-84 3.75%
85-89 5.1%
90+ 8.0%

Source: Veterans Affairs Canada, Satistics Directorate, Corporate Planning Division,
‘Client and Expenditure Forecasts,” 2002-2003 Forecast Cycle, October 2001, p. 49

Average VIP Expenditures per Client, 1993-2001

1993

1994

1995

1996

1998

1999

2000

2001

$1,905

$1,944

$1,927

$1,912

$1,962

$2,013

$2,108

$2,215

$2,347

Source: Veterans Affairs Canada, Satistics Directorate, Corporate Planning Division,
‘Client and Expenditure Forecasts, 2002-2003 Forecast Cycle, October 2001, p. 50
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