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LEGISLATIVE HEARING ON H.R. 784, H.R. 785,
H.R. 1211, AND DISCUSSION DRAFT ON
EMERGENCY CARE REIMBURSEMENT

TUESDAY, MARCH 3, 2009

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

The Subcommittee met, pursuant to notice, at 10:00 a.m., in
Room 334, Cannon House Office Building, Hon. Michael Michaud
[Chairman of the Subcommittee] presiding.

Present: Representatives Michaud, Teague, Rodriguez, Halvor-
son, Stearns, and Boozman.

OPENING STATEMENT OF CHAIRMAN MICHAUD

Mr. MicHAUD. I would like to have the hearing come to order. I
want to thank everyone for coming today.

Today’s legislative hearing is an opportunity for Members of Con-
gress, veterans and the U.S. Department of Veterans Affairs (VA)
and other interested parties to provide their views on and discuss
recently introduced legislation within the Subcommittee’s jurisdic-
tion in a clear and orderly process.

I do not necessarily agree or disagree with the bills before us
today, but I believe that this is an important part of the legislative
process and will encourage frank and open discussion of these
ideas.

We have four bills under consideration today. They cover a wide
range of issues, including mental health, women veterans and re-
imbursement for emergency care treatment in non-VA facilities.

The four bills before us today are H.R. 784, sponsored by Rep-
resentative Tsongas of Massachusetts; H.R. 785, sponsored by Rep-
resentative Tsongas of Massachusetts; a Draft Discussion of Emer-
gency Care Reimbursement by Mr. Filner from California; and H.R.
1211, Women Veterans Health Care Improvement Act by Rep-
resentative Herseth Sandlin, who is also a Member of this Com-
mittee.

So I look forward to hearing the views of the witnesses on these
bills before us today, and I would like to recognize Congressman
Stearns for any opening statement that he may have.

[The prepared statement of Chairman Michaud appears on
p. 35.]
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OPENING STATEMENT OF HON. CLIFF STEARNS

Mr. STEARNS. Mr. Chairman, thank you very much.

I am delighted to be here.

I think your opening statement appropriately said it, that we
have four bills before us. You are not saying you agree or disagree,
but you are saying let us listen to the arguments and hear what
they are.

I think, particularly, every Member of Congress should realize
that before we pass legislation, we should consider the impact of
this legislation to the economy, and is it going to impact States and
cause them to spend more money, is it going to somehow decrease
jobs. So I try to look at these four pieces of legislation in that re-
spect, too.

The first bill, H.R. 784, would require VA to submit quarterly re-
ports on mental health professional vacancies.

The second bill, H.R. 785, would establish a pilot program to pro-
vide mental health outreach and training on certain college cam-
puses for Operation Iraqi Freedom (OIF) and Operation Enduring
Freedom (OEF) veterans.

The Department of Veterans Affairs has made great improve-
ments in the past 2 years to reach out to more veterans and pro-
vide better, more effective mental health services.

Mr. Chairman, with a growing number of veterans in need of
mental health care, we must continue to focus on how we can build
on the progress VA has made thus far, and I am very interested
in hearing views on these proposals.

I thank the Chairman, Mr. Filner, for reintroducing his bill to ex-
pand the benefits for veterans related to the reimbursement of ex-
penses for emergency treatment in the local non-VA facilities. I am
pleased to see that changes have been made to the bill to clarify
the requirements for VA payment under the program.

I would also like to commend my good friend, Stephanie Herseth
Sandlin, for being a champion of women’s veterans. Her bill, the
“Women Veterans Health Care Improvement Act,” includes a num-
ber of provisions designed to study, improve, and expand access to
care for our courageous women veterans.

The number of women serving in the active-duty Guard and Re-
serve, obviously, continues to increase. Today, women represent al-
most 8 percent of the total veteran population and nearly 5 percent
of all veterans who use VA health care services.

VA estimates that the number of women veterans enrolled in VA
health care will more than double over the next decade. So, obvi-
ously, it is essential for us to be making sure that the VA is pro-
viding appropriate programs and services throughout the country
to meet the unique physical and mental health needs of our women
veterans.

As we examine new initiatives, we must also be careful to ensure
that they complement and do not overlap existing VA efforts in re-
search and programs for women veterans.

So, I look forward to a very productive discussion on these legis-
lative proposals and want to thank all of our witnesses for partici-
pating in this hearing on a very cold day here in Washington. Your
testimony will help guide us to best serve our veterans in our Na-
tion.
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I thank you, Mr. Chairman. With that, I yield back the balance.

[The prepared statement of Congressman Stearns appears on
p. 35.]

Mr. MicHAUD. Thank you very much. I know Representative
Tsongas has another meeting she has to go to, so why don’t we
start with Representative Tsongas. If you could explain H.R. 784
and H.R. 785 to us and we will ask you questions if we have any.

Representative Tsongas.

STATEMENTS OF HON. NIKI TSONGAS, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF MASSACHUSETTS; AND
HON. STEPHANIE HERSETH SANDLIN, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF SOUTH DAKOTA

STATEMENT OF HON. NIKI TSONGAS

Ms. TsoNGAS. Thank you, Chairman Michaud and Congressman
Stearns for giving me this opportunity to testify.

I have introduced two bills, H.R. 784 and H.R. 785, to improve
the quality and accessibility of mental health services for our vet-
erans.

Almost one million Operation Enduring Freedom and Operation
Iraqi Freedom veterans have left active duty and become eligible
for VA health care since 2002; 400,304 or 42 percent of these vet-
erans have obtained VA care, and approximately 44 percent of that
number are facing mental disorders. The three most common diag-
noses are post-traumatic stress disorder (PTSD), depressive dis-
orders and neurotic disorders. These rates are two to three times
that of the general population.

My first bill, H.R. 784, simply requires that the VA report vacan-
cies in mental health professional positions at VA facilities on a
quarterly basis. With the significant influx of new war veterans
facing mental health wounds, as well as the already existing vet-
erans’ populations from earlier generations receiving care at the
VA, it is incumbent upon us to make sure that we have the nec-
essary staffing to provide care. This bill will help this Congress
perform our oversight role, and it will help the VA use its limited
resources to effectively care for our veterans.

The second bill, H.R. 785, will help veterans seeking to improve
their lives through education. The 110th Congress passed the most
sweeping modernization of the Montgomery GI Bill since the pro-
gram’s creation after World War II. The purpose of the moderniza-
tion is to give veterans of Afghanistan and Iraq access to the edu-
cation and job training tools that they will need to achieve the
American dream they risked so much to defend.

As I stated earlier, approximately 44 percent of Afghanistan and
Iraq veterans who have sought treatment at the VA have dem-
onstrated signs of mental health wounds, including PTSD. Studies
have shown that PTSD can have a negative impact on an individ-
ual’s ability to focus and ability to learn.

Returning from a war, separating from service, and then begin-
ning school can place significant strains on the mental health of a
veteran. It is critical that we provide our veterans with the assist-
ance they need to manage and recover from these wounds so that
they can take advantage of the opportunities available to them.
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To that end, I have introduced H.R. 785. This bill directs the Sec-
retary of Veterans Affairs to carry out a pilot program to provide
outreach and training to certain college and university mental
health centers so that they can more effectively identify and re-
spond to the mental health needs of veterans of Operation Endur-
ing Freedom and Operation Iraqi Freedom.

My legislation would not break the continuum of care provided
by the VA. The purpose of this bill is to provide college counselors
and other staff, who come in close contact with student veterans
at their schools, with the tools to recognize symptoms of combat-
related mental health wounds, the ability to appropriately assist a
student veteran in need, and an understanding of how to effectively
refer that student veteran to the VA for care.

I believe my legislation will actually augment the VA’s con-
tinuum of care and bring in veterans who may be hesitant or ap-
prehensive about seeking care from the VA. The intention of both
bills is to ensure that we have adequate services to address the
mental health care needs of our veterans, and that we give our vet-
erans the opportunity to build full lives once they take off the uni-
form.

Thank you for the opportunity to testify before the Sub-
committee. I look forward to working with you, Chairman Michaud
and the other Members of this Subcommittee, to improve these
bills and to improve the quality and accessibility of the care we
provide our veterans. Thank you.

[The prepared statement of Congresswoman Tsongas appears on
p. 36.]

Mr. MicHAUD. Thank you very much, Representative Tsongas.

I just have one question on H.R. 784. How would you respond to
potential criticism that the data collection required by H.R. 784
would be burdensome?

Ms. TsoNGAS. Well, as we know, data collection is an essential
management tool for the VA and an essential tool for Congressional
oversight. We hear about wait times and staffing shortages from
our veterans. I think any Member of Congress, as we are out in our
districts, often receives that input from those who have been seek-
ing care. So it is difficult to imagine how the VA can truly under-
stand what is happening at the local level without this data. And
it will help to provide a baseline for the VA going forward so that
it and we better understand their capacity to fill and augment the
services they provide.

Mr. MicHAUD. Okay. Thank you very much.

Mr. Stearns, do you have any questions?

Mr. STEARNS. Thank you, Mr. Chairman.

Let me just go along with what the Chairman just sort of alluded
to, the fact that these quarterly reports on mental health vacan-
cies, obviously, I think everybody would agree, would improve care
for veterans. I guess as the Chairman alluded to, is the fact that
it could be duplicative.

Last year, Congress created a grant program for institutions of
higher education to establish “Center of Excellence for Veteran Stu-
dent Success,” and it was set up to coordinate services to address
the academic, financial health, and social need of veteran students.
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Just a suggestion. Is it possible that within that Center for Ex-
cellence for Veterans Success, where they are coordinating services
dealing with health, rather than perhaps creating a new separate
pilot program, is it possible we could achieve the same goals under
that Center for Excellence that is already established where they
do actually coordinate dealing with, not only academic, financial,
and social needs, but also health, to improve the mental health out-
reach? So, in a sense, coordinating with this existing legislation
and just folding it in, rather than a separate program, I guess,
would be a question.

Ms. TsoNGAs. Well, we would be happy to work with the VA and
the Committee, Subcommittee, going forward to look at ways to in-
tegrate this. In my former life, I was an administrator in a commu-
nity college, and you see how often a very unique role that coun-
(s;lelors in institutions of higher education play with incoming stu-

ents.

And so we would be happy to work, as I said, with the VA to see
if there is of way of integrating a program that really takes advan-
tage of what colleges have to offer, the fact that they are often
those at first—guidance systems are often the first to really deal
with incoming students, and find a way that we can leverage both.

Mr. STEARNS. So you would be receptive, perhaps, to maybe even
allowing a pilot program, using this existing structure to see how
it would work as maybe a possibility of solving this?

Ms. TsoNGas. Well, I would be happy to look at that as a possi-
bility, a way of going forward. But I do think that we recognize—
acknowledge and recognize that there is a need out there that
many returning soldiers will be taking advantage of the modern-
ized GI bill going on to college and, yet, still suffering from the im-
pact of their service in war.

So we do want to take advantage of that moment of contact in
these institutions of higher education. And as the bill says, it fo-
cuses on those institutions that are receiving significant numbers
of young people from these wars.

But, again, as I said, I would like to work with the Committee
on that, and the VA.

Mr. STEARNS. Okay. Thank you, Mr. Chairman.

Mr. MicHAUD. Thank you.

Mrs. Halvorson, do you have any questions of Ms. Tsongas?

Mr. Boozman.

Mr. Teague.

Mr. TEAGUE. No, not at this time. Thank you.

Mr. MicHAUD. Thank you.

Okay. Well, thank you very much, Ms. Tsongas. I really appre-
ciate your willingness to come today and bring forward these two
pieces of legislation. I will be looking forward to working with you
as we deal with this later on in the year. Thank you very much.

Ms% TsoNGaAS. And thank you for this opportunity. And I apolo-
gize for——

Mr. MicHAUD. No, that is totally understandable with all of our
busy schedules. Thank you very much.

I am very pleased to recognize Representative Herseth Sandlin
for her many years working and fighting for veterans’ issues, espe-
cially women veterans’ health care. I also want to thank you for
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your willingness to let Representative Tsongas go through her tes-
timony so she can get on to her next meeting.
So without any further adieu, Representative Herseth Sandlin.

STATEMENT OF HON. STEPHANIE HERSETH SANDLIN

Ms. HERSETH SANDLIN. Well, thank you and good morning, Mr.
Chairman, Mr. Stearns, other Members of the Subcommittee.
Thank you for holding today’s hearing, and I certainly appreciate
having the opportunity to be here to discuss the “Women Veterans
Health Care Improvement Act.”

H.R. 1211, which I introduced on February 26th, 2009, enjoys
original cosponsor support from a number of Health Subcommittee
Members, including Chairman Michaud; the distinguished Ranking
Member of the Economic Opportunity Subcommittee, Mr. Boozman,;
and Mr. Moran. The bill will take important steps to expand and
improve Department of Veterans Affairs Health Care Services for
women veterans.

Before I talk more about the bill and the needs of women vet-
erans, I would also like to take this opportunity to thank the Dis-
abled American Veterans (DAV) for their continued leadership and
the effort to address the needs of women veterans and their sup-
port for this important legislation.

As your Subcommittee knows, Mr. Chairman, more women are
answering the call to serve and more women veterans need access
to services that they are entitled to when they return. With in-
creasing numbers of women now serving in uniform, the challenge
of providing adequate health care services for women veterans is
overwhelming. With more women seeking access to care and for a
more diverse range of medical conditions, in the future these needs
will likely be even significantly greater.

I would like to share just a few statistics with you that highlight
the need for a comprehensive update of VA services for women vet-
erans. As of October 2008, there were more than 23 million vet-
erans in the United States. Of this total, women veterans made up
1.8 million, or as Mr. Stearns noted, 8 percent of the total veteran
population.

There are increasing numbers of women veterans of childbearing
age. For example, 86 percent of OEF/OIF women veterans are
under the age of 40.

The VA notes that OEF/OIF female veterans are accessing health
care services in large numbers. Specifically, 42.2 percent of all dis-
charged women have utilized VA health care at least once. Of this
group, 45.6 percent of them have made visits two to ten times.

Finally, according to the VA, the prevalence of potential PTSD
among OEF/OIF women veterans treated at the VA from fiscal
year 2002 to 2006 grew dramatically from approximately 1 percent
in 2002, to nearly 19 percent in 2006. So the trend is clear, but not
surprising. More women are answering the call to serve, and more
women veterans need access to health services.

Clearly, we must do everything we can from a public policy
standpoint to meet this new challenge. To address some of these
issues, the “Women Veterans Health Care Improvement Act” calls
for a study of barriers to women veterans seeking health care, an
assessment of women health care programs at the VA, enhance-
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ment of VA sexual trauma programs, enhancement of PTSD treat-
ment for women, establishment of a pilot program for childcare
services, care for newborn children of women veterans, and the ad-
dition of recently separated women veterans to serve on advisory
committees.

The VA must ensure adequate attention as given to women vet-
erans program so quality health care and specialized services are
available equally for both men and women.

I believe my bill will help the VA better meet the specialized
needs and develop new systems to better provide for the health
care of women veterans, especially those who return from combat,
who are sexually assaulted, who suffer from PTSD or who need
childcare services.

Mr. Chairman, thank you, again, for inviting me to testify here
today. I look forward to answering any questions you or other
Members of the Subcommittee may have.

[The prepared statement of Congresswoman Herseth Sandlin ap-
pears on p. 36.]

Mr. MicHAUD. Thank you very much. Once again, thank you for
all your work in dealing with veterans’ issues during your tenure
here as a Member of Congress.

I just have one question. As you know, the Senate actually intro-
duced a companion bill. Reading that companion bill, there is one
difference and that is dealing with newborn care. I believe the Sen-
ate version allocates 7 days. Your version allocates 14 days for
newborn care. Is there any rationale for the difference?

Ms. HERSETH SANDLIN. Well, importantly, the 14-day provision,
in my bill, that was recommended by the Women’s Advisory Com-
mittee, but I am more than happy to further discuss with you, as
we look at differences with the Senate bill, visiting with those
women on the Women’s Advisory Committee, as to the purpose of
their recommendation for 14 days versus 7 days. But, certainly, I
think that we can find a way to negotiate the appropriate duration
of the care following birth.

Mr. MICHAUD. Do you know what the Congressional Budget Of-
fice (CBO) has scored this provision?

Ms. HERSETH SANDLIN. We have requested a cost estimate from
CBO. Unfortunately, we haven’t received an official cost estimate
yet.

As you know, much of what is in the bill requires studies, pilot
programs, updated procedures, so those provisions we anticipate
the cost will be relatively small. Although I do think, as it relates
to the additional provision that we have included this year in the
bill that we didn’t include last year, as it relates to a duration of
care for newborn children, that that would probably be the largest
item as it relates to the cost estimate. And as soon as we get it
from CBO, we obviously—I think the Health Subcommittee has re-
quested the score as well.

Mr. MiCHAUD. Thank you very much.

Mr. Stearns.

Mr. STEARNS. Thank you, Mr. Chairman. I thank the gentlelady
for her bill and for her testimony.

Generally, I think my purpose is just to clarify so that we under-
stand things.
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I think you know that the VA is currently undergoing its own na-
tional survey of women veterans, which they expect to complete
this fiscal year. I guess, their concern, and perhaps our concern
would be, do you think we should give the VA, perhaps, some flexi-
bility here and let them complete their own comprehensive assess-
ment first, and let them analyze it and find the results, perhaps,
before entering into a study that is mandated in this bill? It is just
a consideration of what you feel.

Ms. HERSETH SANDLIN. Well, thank you for the question.

In the VA’s testimony during the 110th Congress when they tes-
tified on that version of this bill, the VA acknowledged the need for
such a study, but indicated that they don’t have the resources, the
staff or the budget needed to carry out such a study. So, while they
may have undertaken that, I think it is very important that, with
the authorization and, of course, with the resources that would go
along with that, that we don’t in any way delay.

There are other studies going on that are a little bit more nar-
row. They are sort of peer-reviewed studies that would occur in just
one publication.

But I think that it is important now, at the beginning of this
Congress, in light of the statistics that I cited, that you as well
cited, Mr. Stearns, that we acknowledge that they have, perhaps,
undertaken a study, but we want it to be as comprehensive as pos-
sible. And we think the provisions authorized in this bill, particu-
larly with the input from the Women’s Advisory Committee, we
don’t want to be duplicative at the end of the day either.

And I think it is important to add to their efforts, thus far, to
make sure they understand what this Committee is looking for as
they do an overall assessment of the need for women veterans and
their health care services.

Mr. STEARNS. When this assessment is done under your bill, is
it your intent that the contract or entity that is conducting this
comprehensive assessment of women’s health care programs?
Would they also be required to develop the follow-up plan?

Ms. HERSETH SANDLIN. We haven’t anticipated if that same con-
tractor would be responsible for doing the follow-up. I think that
is something that I can discuss with Secretary Shinseki, working
with Mr. Michaud, working with you, working with Mr. Brown on
this Subcommittee.

But I think, for continuity’s sake, if that is what has been done
in the past, when they have done, worked with a contractor, do a
study, that it makes the most sense to utilize the same entity for
follow-up, that that is something that we would likely want to pur-
sue for continuity purposes.

Mr. STEARNS. My last question, Mr. Chairman. How would the
requirements to provide graduate medical education, training cer-
tification and continuing medical education for mental health pro-
fessionals under this Section 202 of the bill actually work towards
helping the training that VA is already providing?

Ms. HERSETH SANDLIN. Well, I think that the VA has done a re-
markable job in many instances, given some of the Medical Centers
that I have had a chance to visit, not just in my own district, but
in other parts of the country, including Virginia, including up in
New Hampshire, of being very creative as it relates to identifying
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those individuals who may be suffering from PTSD and what type
of follow-up is going to be most aggressive and effective, given the
individuals that they are working with.

But I think that they are, while their current training efforts are
excellent, they fall short because they don’t address the depth of
education needed, as you state, for both the graduate medical edu-
cation or continuing medical education, including clinical super-
vision, mentoring and skills testing to master the several com-
monly used evidence-based treatment protocols.

So H.R. 1211 authorizes that needed training, resources and cer-
tification. And I think it is important, building on the efforts of
some of the Medical Centers, but they have been doing it, I think,
based on the leadership at each of the Medical Centers. And I
think, again, this provides more comprehensive training and needs
with the graduate medical studies and the type of clinical super-
vision across the system in the VA, again, building on some of the
very effective and successful programs that have been built and de-
veloped piecemeal among different Medical Centers across the
country.

Mr. STEARNS. I thank the gentlelady.

And thank you, Mr. Chairman.

Mr. MiCHAUD. Thank you very much.

Mrs. Halvorson.

Mrs. HALVORSON. Thank you, Mr. Chairman.

I have a couple of questions. But, first of all, thank you, thank
you so much for bringing this to our attention. I know that I am
very pleased that the Committee is addressing some of the issues
here of the health care for women. We all know that the increase
in women veterans are going to be quite a challenge, especially in
the differences, culturally.

You pointed to a number of existing efforts to train mental
health professionals using the evidence-based practices. However,
the VA has only trained a limited number of professionals to date.
What are the VA’s plans, that you know of, for ensuring that the
training reaches all of the mental health professionals that are
practicing in the VA?

I know when Secretary was here, he said that he believes that
there is a woman’s outreach person at each one of the 156 centers.
What is going on with regards to that?

Ms. HERSETH SANDLIN. Oh, that is a good question, and I don’t
know specifically. Again, I think it has varied, based on the leader-
ship of the directors at the different Medical Centers. And, cer-
tainly, there is a sharing of information and best practices.

But as we have seen the explosion of women veterans accessing
care, I think some Medical Centers have been more aggressive than
others. I also think that in the early years of OEF/OIF, when we
were dealing with emergency budget requests, there was a dif-
ficulty in adequately resourcing and fully funding all of the pro-
grams or new developed programs that some of the Medical Cen-
ters were trying to pursue to identify and effectively treat, both
women and men veterans who suffer from PTSD.

I think as it relates to the proposed budget that we have seen
from the new Administration and the increased resources, with a
focus on breadth in comprehensive care, I don’t know specifically
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how much of those resources they would dedicate toward women’s
programs, specifically those addressed to PTSD for women vet-
erans, whether it is related to combat experience, whether it is re-
lated to sexual trauma, or other circumstances.

But I do think that this bill is important because it provides the
type of guidance, as well as authorizes the resources necessary, to
make sure that all of those who are serving veterans and their
mental health care needs have the adequate training, have the
adequate education and clinical supervision necessary to ensure
that the evidence-based research demonstrates can be most effec-
tive in caring for these veterans.

Mrs. HALVORSON. Great. And the only other question I have is—
and excuse my ignorance, I am new—what has been done in the
past with regards to newborn care of babies of veterans, female vet-
erans?

Ms. HERSETH SANDLIN. Well, I don’t believe the VA facilities
have ever provided for newborn care. I remember, and I think I
would need counsel to correct to me if I am wrong, I recall an early
debate when I was—shortly after I was elected in 2004. I believe
we were discussing the level of prenatal care for women veterans.
So just as recently as 5 years ago we were discussing whether or
not the VA should provide a breadth of prenatal care services.

So, in my opinion, and based on my recent experience, it seems
somewhat unreasonable and an unfair financial burden for women
veterans, if now that we are providing, as I think we appropriately
should for prenatal care for women veterans, that we wouldn’t pro-
vide for a set, a duration, whether it is 7, 10 or 14 days, of care
for that newborn, which can be quite costly and could be, again, an
unfair financial burden to the woman veteran.

Mrs. HALVORSON. Thank you. Thank you, Mr. Chairman.

Mr. MicHAUD. Thank you.

Mr. Teague.

Mr. TEAGUE. Yes. Thank you. I really like the bill, but I do have
a couple of concerns because I believe that there may be a lot of
gender disparity occurring.

For instance, if we had a female veteran that requested a female
counselor, female doctor, what are the chances of her getting that
female counselor or doctor?

Ms. HERSETH SANDLIN. Well, I can’t answer that. I don’t have
the numbers at my disposal that I could get from the VA in terms
of the number of psychiatrists and clinical psychologists they cur-
rently employ that would be providing—that would be available to
provide care. I don’t know if Counsel has those statistics.

Ms. WiBLEMO. Well, I don’t have the statistics, but the VA cer-
tainly tries to pair up, if there is a gender issue, say military sex-
ual trauma (MST) or some type of gender issue where a female
wants to see a female doctor, they try to pair up the gender-specific
requests. I mean, it is not—you know, I don’t know that they have
an entire program where they

Probably a better question for the Department of Veterans Af-
fairs when they come up, but I know they do try to do that, as far
as gender disparity is concerned.

Mr. TeEAGUE. Thank you. And, also, like Congresswoman
Halvorson said, I am new, and a lot of these things you all prob-
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ably already plowed through last year and years before. But I was
concerned and curious as to how to get that information because
I will follow up on it and because I do hope that we are accepting
the fact that they are different and that their needs are different
and we need to remove all the barriers that we can to be sure that
they get all of the help that they need.

Ms. HERSETH SANDLIN. Well, thank you, Mr. Teague. And I think
one of the provisions in the bill, as it relates to the assessment and
the evaluation as to what those barriers are, a survey of women
veterans, asking them if you aren’t currently receiving care, why
is it that you aren’t. And what we can anticipate anecdotally is one
of the provisions that is included in the bill, which is a lot of
women veterans are the primary caregivers to their children. And
if they don’t have access to childcare services at the time that they
are receiving their care and their counseling, that can be a barrier.
And, so that is included, and we have changed the bill in this Con-
gress so that, not just women veterans, but male veterans who also
are responsible for the care of their children can access those serv-
ices under that pilot program.

But I think that we will be able to find—and, again, I know that
the Department of Veterans Affairs will be testifying on these bills
here today as well—is it a barrier, for example—and that is what
we tried to find out in this survey—for women who may be suf-
fering from PTSD, if they feel that their chances of getting, and let
us say they are suffering PTSD from military sexual trauma, is it
a barrier to them accessing services from the VA because they be-
lieve that they are quite unlikely to get a female counselor, versus
who they may be aware are already providing counseling services
to some of their male counterparts.

So, again, I think the bill is trying to get to some of the concerns
that you have as it relates to the first provision, being one that
seeks to address what are the barriers to care, so that arms the
VA with information they need in developing new programs that
can do a more effective outreach.

Mr. TEAGUE. Good. As I thought, you all have already checked
on most of the things that I had questions about. I appreciate, not
only having done that, but of both of you for giving me time today.
Thank you.

Mr. MicHAUD. Thank you very much, Mr. Teague.

Once again, I want to thank you very much, Congresswoman, for
coming today and bringing forward this very important piece of leg-
islation. I look forward to working with you as we move forward
in dealing with the legislation. Thank you.

I would like to call up the second panel to come testify. On the
second panel we have Joy Ilem from the Disabled American Vet-
erans; Joseph Wilson, the American Legion; Eric Hilleman from the
Veterans of Foreign Wars of the United States (VFW); and Todd
Bowers from Iraq and Afghanistan Veterans of America (IAVA). I
want to thank each of you for coming this morning. I look forward
to hearing your testimony, and we will start with Ms. Ilem.
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STATEMENTS OF JOY J. ILEM, ASSISTANT NATIONAL LEGISLA-
TIVE DIRECTOR, DISABLED AMERICAN VETERANS; JOSEPH
L. WILSON, DEPUTY DIRECTOR, VETERANS AFFAIRS AND RE-
HABILITATION COMMISSION, AMERICAN LEGION; ERIC A.
HILLEMAN, DEPUTY DIRECTOR, NATIONAL LEGISLATIVE
SERVICE, VETERANS OF FOREIGN WARS OF THE UNITED
STATES; AND TODD BOWERS, DIRECTOR OF GOVERNMENT
AFFAIRS, IRAQ AND AFGHANISTAN VETERANS OF AMERICA

STATEMENT OF JOY ILEM

Ms. ILEM. Thank you, Mr. Chairman and Members of the Sub-
committee. I appreciate the opportunity to offer our views on the
bills under consideration today.

H.R. 784 would require quarterly reports to Congress regarding
clinical mental health vacancies in VA networks by a medical facil-
ity.

We appreciate the intended purposes of the bill, but as written,
we are concerned that enactment would not elicit the kind of infor-
mation Congress needs to properly evaluate VA status and results
in achieving its mental health reforms. Therefore, we ask this Sub-
committee to consider expanding the scope of the bill.

Over the past several years, VA has developed an aggressive
plan for reform through its mental health strategic plan and uni-
form mental health services package. Likewise, Congress has pro-
vided significant increases in funding to improve VA mental health
programs and services.

We believe the intended purpose of this bill is to ensure there is
real progress in increasing the number of mental health staff and
programs, specifically to improve access to these specialized serv-
ices. To achieve this result, we believe detailed oversight and moni-
toring are necessary now and imperative if ongoing progress in fill-
ing critical gaps in mental health services across the Nation is to
be assured and the goal of recovery fully embraced.

The oversight process we envision in mental health is one that
is data driven and transparent and includes local evaluations and
site visits to factor in local circumstances and needs. An empow-
ered VA organizational structure is needed to carry out this task.

Such a structure would require the Veterans Health Administra-
tion (VHA) to collect and report detailed data at the national, net-
work and Medical Center levels, on the scope of programs available
and on the net increase over time in the actual capacity to provide
comprehensive, evidence-based, mental health services.

We believe the recommendations further outlined in our state-
ment would provide the architecture for a truly effective oversight
of VA mental health programs. Again, while DAV supports the
basic intent behind H.R. 784, we ask this Subcommittee to consider
this broader scope of oversight of VA’s mental health programs.

H.R. 785 would establish a 4-year pilot program aimed at im-
proving outreach to OEF/OIF veterans on the campuses of colleges
and universities.

DAV Resolution 166 supports program improvement and en-
hanced resources for VA mental health programs to achieve read-
justment of new combat veterans and continued effective mental
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health care for all enrolled veterans needing such services. There-
fore, DAV is pleased to support H.R. 785.

H.R. 1211, the “Women Veterans Health Care Improvement Act,”
would expand and improve VA health care services available to
women veterans with a focus on women veterans returning from
Operations Iraqi and Enduring Freedom.

The current number of women serving in active military service
in its Guard and Reserve components has never been larger, and
this trend predicts that the percentage of future women veterans
who will enroll in VA health care and use other VA benefits will
continue to grow proportionately.

Also, women are serving today in military occupational special-
ties that take them into combat theaters and expose them to some
of the harshest environments imaginable. As a result, women, too,
bear the cost of war.

VA must prepare to receive a significant new population of
women veterans in future years who will present with needs that
VA has likely not seen before in this population.

Mr. Chairman, this comprehensive legislative proposal is fully
consistent with the series of recommendations that have been made
in recent years by VA researchers, experts in women’s health, VA’s
Advisory Committee on Women Veterans, the Independent Budget
and the DAV.

DAV Resolution 238 seeks to ensure high quality comprehensive
health care services for all women veterans, with a special focus on
the unique post-deployment needs of women veterans returning
from the wars in Iraq and Afghanistan. Therefore, we fully support
H.R. 1211 and urge the Subcommittee to recommend its enact-
ment.

The final bill under consideration is a draft proposal aimed at ex-
panding eligibility for reimbursement by VA for emergency treat-
ment in non-department facilities. This bill’s purposes are in full
accord with the mandate from our membership expressed in DAV
Resolution 178. Its intent is also consistent with the recommenda-
tions of the Independent Budget to improve reimbursement policies
for non-VA emergency health care services for enrolled veterans.
For these reasons, Mr. Chairman, we urge introduction of the bill
and we endorse its enactment into law.

This concludes my testimony on behalf of the Disabled American
Veterans on these important bills, and I would be pleased to re-
spond to any questions from you or other Members of the Sub-
committee. Thank you.

[The prepared statement of Ms. Ilem appears on p. 37.]

STATEMENT OF JOSEPH L. WILSON

Mr. WILSON. Mr. Chairman, thank you for the opportunity to
present the American Legion’s views on these pieces of legislation.

H.R. 784, which seeks to improve the recruitment of mental
health care professionals by having the Secretary of Veterans Af-
fairs submit quarterly reports on mental health employment vacan-
cies at VA Medical Centers nationwide, now Section (a) requires
the Secretary of Veterans Affairs to submit to Congress a report
describing any vacancy in a mental health professional position at
any medical facility of the Department no later than 30 days after
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the last day of a fiscal quarter. Within these reports, the Secretary
is to indicate, for each vacancy, the Veterans Integrated Services
Network, or VISN, to which the facility with the vacancy is as-
signed.

Now, the American Legion’s System Worth Saving Task Force
visits medical facilities throughout the VA medical system—reports
a constant need for additional mental health providers in almost
every medical facility.

As VA continues to screen, identify, and treat veterans suffering
from mental health disorders through VA outreach coordinators
and Vet Center’s Global War on Terror, or GWOT, counselors hav-
ing the staffing capabilities to treat veterans after initial interven-
tion is paramount.

The American Legion believes that—also, this is supported by
our Resolution 150 as well. The American Legion believes that with
a quarterly report, mental health care services for veterans will be
more widely available because less time for recruitment will be
needed.

Currently, following the interview process, the hiring process
takes approximately 6 months. During that time, the competitive
private sector at times hired the prospective mental health pro-
vider away from the VA.

The American Legion supports any standard that improves the
mental health capability of VA and its medical facilities, and, in
turn, would like to see the passage of H.R. 784.

To provide our veterans with the most adequate mental health
care, there should be—the proper amount of mental health pro-
viders in the VA Medical Centers, there should be. The inadequacy
of mental health providers gives way to substandard care and the
possibility that veteran mental health care needs will fall through
the cracks.

H.R. 785, this bill establishes a pilot program to provide outreach
and training to certain college and university mental health centers
relating to the mental health of veterans of OEF/OIF or Operation
Enduring Freedom/Operation Iraqi Freedom, and for other pur-
poses.

Section 1(a) seeks to establish a 4-year program under which the
Secretary shall provide a counseling center, a student health or
wellness center at a college or university with a large veteran pop-
ulation to increase outreach efforts.

Resolution 150, “The American Legion Policy on Department of
Veterans Affairs Mental Health Services,” states that veterans con-
tinue to need increased access to mental health care.

A RAND Study on the “Invisible Wounds of War: Addressing the
Mental Health Needs of Returning Soldiers,” in 2008, estimated
that 300,000 veterans, or 18% percent of those deployed, were di-
agnosed by VA with PTSD or major depression. This number con-
tinues to rise and efforts to increase access and quality of care at
the universities and colleges are imperative to ensure assistance is
available to these veterans during a time of crisis. The American
Legion supports the increased outreach efforts at universities or
colleges where many veteran students are not familiar with VA
benefits and services.
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H.R. 1211, this bill seeks to expand and improve health care
services available to women veterans, especially those serving in
Operation Enduring Freedom and Operation Iraqi Freedom, from
the Department of Veterans Affairs and for other purposes.

Approximately 1.7 million women veterans make up approxi-
mately 7 percent of the veteran population, while 240,000 utilize
VA health care services. There are currently approximately a quar-
ter of a million women serving in the U.S. armed forces. By 2010,
the percentage is projected to rise to 14 percent of the total popu-
lation and 15 percent by 2020.

A National Institutes of Health study suggested several areas of
improving the provision of health care to this Nation’s women vet-
erans to include the availability of needed services, particularly
women-specific services and the logistics of receiving care, the VA,
such as the waiting time to obtain care and the issues relating to
continuity of care. The study also revealed problems with the ease
of access in VA health care as the most significant barrier to VA
Medical Center use.

We hereby urge Congress to pass this bill to add to the closing
of gaps, as well as building on a more firm relationship between
VA and this Nation’s women veterans.

And on the Draft Emergency Treatment at Non-VA Facilities,
this draft seeks to expand eligibility for reimbursement by the Sec-
retary of VA for emergency treatment furnished in a non-depart-
ment facility and for other purposes.

The American Legion believes it is essential for veterans to re-
ceive emergency medical care from non-VA facilities in the absence
of available VA health care or when traveling presents a hazard or
hardship for the veteran in accessing care.

In addition, VA must devise better methods of communicating
and submitting payment to third-party facilities on behalf of the
veteran. Making this so will decrease the stress added to veterans
who have to answer to agencies collecting on behalf of non-VA fa-
cilities.

The American Legion supports the reimbursement of costs in-
curred by veterans who must receive emergency care at non-VA fa-
cilities.

Mr. Chairman and Members of the Subcommittee, the American
Legion sincerely appreciates the opportunity to submit testimony.
Thank you.

[The prepared statement of Mr. Wilson appears on p. 44.]

Mr. MicHAUD. Thank you.

Mr. Hilleman.

STATEMENT OF ERIC A. HILLEMAN

Mr. HILLEMAN. Chairman Michaud, Members of the Sub-
committee, thank you for this opportunity to present the Veterans
of Foreign Wars views before the Subcommittee.

On behalf of the 2.2 million men and women of the VFW and our
auxiliaries, it is my honor to urge quick passage of the four bills
presented before this Subcommittee today.

First, H.R. 784, a bill to report quarterly on the vacancies in
mental health professional positions in the Department of Veterans
Affairs.
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The VFW supports this bill, which would require the Secretary
of the VA to report to Congress for vacancies of psychiatrists, psy-
chologists, social workers, marriage and family therapists, and li-
censed professional mental health counselors. Reporting vacancies
to Congress will elevate the issue and encourage mental health
professionals to seek employment within the VA. Much needed at-
tention has to be drawn to this issue. It is an important shortage
that impacts all the lives of our veterans.

Second, H.R. 785, a bill to establish a pilot program from FY
2010 to 2013 to educate, engage—excuse me—to educate and en-
gage in outreach to college and university mental health centers.

The VFW enthusiastically supports this legislation, which would
require—excuse me—which would give the Secretary $3 million in
funding to train college and university clinicians, administrators,
and counselors for serving OIF and OEF veterans. We believe this
bill will help combat veteran stereotypes and destigmatize mental
health issues related to military service.

Through educating the education community, this information
can hopefully be broadly disseminated into the counseling and so-
cial work industry. Not only is this a benefit to schools and to the
community, it directly affects the lives of veterans on campuses
across the Nation.

In a time where more veterans will be seeking use of their new
GI bill, this benefit is crucial to their success for transition and re-
integration.

Third, H.R. 1211, the “Women Veterans Health Care Improve-
ment Act.” The VFW is proud to support H.R. 1211, legislation that
will improve benefits and services to female veterans, especially
those who have served or are serving in OEF/OIF operations.

As the number of females in uniform grow, so too will the per-
centage of females seeking services at VA. VFW is encouraged by
the improvements in this bill, and we remain hopeful this legisla-
tion will ease access to services at VA by female veterans.

The VFW recognizes the work VA has already done toward im-
plementing quality health care for all female veterans. Yet, we
have many challenges to overcome. I would like to highlight three
areas of this bill for special focus.

First, extended health care coverage for 14 days to female vet-
erans’ newborns. This is essential to the health care of the child
and the mother, allowing continuity in obstetrics and gynecological
care.

Second, the provision of this bill authorizing VA to provide grad-
uate level training, certification and continuing medical education
care for military sexual trauma and PTSD.

MST and PTSD are all too common among returning OIF and
OEF female veterans.

Lastly, and most importantly, assessing the impediments to care
were the focus on VA’s common practices. The VFW strongly be-
lieves that VA’s culture contributes to the barriers faced by women.
With more conscious effort, we can make a fundamental difference
in the lives of female veterans and improve their quality of care.

Finally, a draft bill to close existing loopholes and law allow VA
to cover unmet emergency room treatment for veterans in certain
cases. The VFW is pleased to offer our support for this bill, which
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will allow VA to pay for the emergency care for veterans enrolled
in VHA under certain cases. It closes a loophole that sticks many
veterans unfairly with a large hospital bill.

Current law unfairly penalizes veterans who receive a portion of
their costs of their care covered from another source, such as an
insurance settlement or judgment. They may not be eligible for re-
imbursement, even if the amount is a fraction of the cost of their
care. This bill allows the VA to be a second payor in those situa-
tions, so every veteran will be covered.

Mr. Chairman, Members of the Subcommittee, I thank you for
this opportunity and I look forward to your questions.

[The prepared statement of Mr. Hilleman appears on p. 45.]

Mr. MicHAUD. Thank you very much.

Mr. Bowers.

STATEMENT OF TODD BOWERS

Mr. BOWERS. Mr. Chairman and Members of the Subcommittee,
thank you for inviting IAVA to testify today regarding this per-
taining legislation. On behalf of IAVA and our 125,000 members
and supporters, I thank you for this opportunity and your unwaver-
ing commitment to veterans.

I also need to point out that my testimony today does not reflect
the views or opinions of the United States Marine Corps, in which
I still currently serve as a staff sergeant in the Reserves. It is my
gunny disclaimer so I don’t get choked this weekend, so.

H.R. 784, TAVA is very concerned with the national shortage of
mental health professionals and, in particular, how the shortage af-
fects access to adequate mental health care for troops and veterans.

The VA has already been flooded by new veterans seeking care
for psychological injuries. More than 178,000 Iraq and Afghanistan
veterans have been seen at the VA, have been given a preliminary
diagnosis of a mental health problem. That is approximately 45
percent of new veterans who have visited the VA.

Although the VA was initially caught unprepared with a serious
shortage, it is important to point out that the Department has
made significant progress in responding to the needs of new vet-
erans. Thanks to a mental health budget that has doubled since
2001, the VA has been able to devote $37.7 million to placing psy-
chiatrist, psychologists and social workers within primary care clin-
ics.

While psychological staff levels were below 1995 levels until
2006, the VA has recruited more than 3,900 new mental health em-
ployees, including 800 new psychologists, bringing the VA’s total
mental health staff to about 17,000 people. The VA is now the sin-
gle largest employer of psychologists in the country.

That being said, access to mental health care, particularly for
rural and female veterans is still an issue, in part because of the
continued shortage of mental health professionals. As an example,
Montana ranks fourth in sending troops to war, but the State’s VA
facilities provide the lowest frequency of mental health visits.

H.R. 784 will establish Congressional oversight over vacancies in
the VA’s mental health professional positions, and the increased
transparency will help improve staffing at VA hospitals and clinics.
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TAVA fully supports this legislation and looks forward to seeing its
rapid implementation.

H.R. 785, with the passage of the historic Post-9/11 GI Bill last
year, there will be a flood of Iraq and Afghanistan veterans taking
advantage of their new education benefits and attending univer-
sities across the Nation. It is to be expected that many of these vet-
erans will return to their student health centers while attending
school for their medical care. This is an opportune time to advertise
and extend VA mental health care services to new veterans.

H.R. 785 helps facilitate this by ensuring that student health
centers and counseling services at universities have the appro-
priate support from the VA to provide best services for our Nation’s
student veterans.

TAVA is pleased to support H.R. 785 and looks forward to work-
ing with Congress to ensure that this legislation is enacted in a
timely manner and does not contain any technical deficiencies. It
is our hope that the language within the bill will be modified to
clearly define what is termed as “large enrollment.” It is critical
that mental health services be available to all veterans, no matter
what school they attend.

Any university with Iraq and Afghanistan veterans should have
the appropriate amount of counselors ready to assist veterans. If
only schools with a high veteran population are allocated these re-
sources, veterans attending institutions with smaller veteran popu-
lations will continue to fall through the cracks.

In addition, Section I contains the following language: “Training
for clinicians on treatment for mental illness commonly experienced
by such veterans.” IAVA would like to see this language more
clearly defined to reduce the risk of certain illnesses going
undiagnosed and/or untreated.

H.R. 1211, TAVA is pleased to see the Subcommittee is focusing
on the unique needs of women veterans. Improvement of VA health
care for women veterans is one of IAVA’s 2009 legislative priorities.
More than 11 percent of Iraq and Afghanistan veterans are women,
and they deserve the same access to health care as any other
American veteran.

The “Women Veterans Health Care Improvement Act” will help
gather critical information on the quality of VA care provided to
women veterans. By identifying the barriers to care or gaps in
services that women veterans are experiencing, the VA and Con-
gress can better address these shortfalls.

With respect to Title II, Section 202, of what we received as the
discussion draft, IAVA would like to see funding devoted to the
study of the best evidenced-based treatment and care for veterans
suffering from post-traumatic stress disorder as a result of, both
sexual trauma and combat trauma, so that mental health care pro-
viders within the VA can be trained on these particular treatments.

This combination of traumas has rarely been studied, but with
more females serving in Iraq and Afghanistan, the possibility of
both these traumas occurring in new veterans is significant. The
VA’s mental health providers must be prepared.

In addition to this recommendation, as part of IAVA’s 2009 legis-
lative agenda, we have made multiple recommendations to ade-
quately address the needs of women veterans. In particular, IAVA
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supports prioritizing hiring of female practitioners and outreach
specialists, increased funding for specialized inpatient, women-only,
PTSD clinics, and significant expansion of resources made available
to women coping with military sexual trauma.

At this time, I would take any questions. Thank you.

[The prepared statement of Mr. Bowers appears on p. 47.]

Mr. MicHAUD. I would like to thank each of the witnesses for
coming today to give your testimony on the four bills that we have
before us.

I just have a couple of questions. In relationship to H.R. 1211,
you talked about your support for the bill. Do any of the witnesses
have any recommendations or thoughts on additional women’s fo-
cused research that should be included in the bill?

Mr. WILSON. Mr. Chairman, let us see. From January to present,
we have been, the American Legion has been on sight visits to VA
medical facilities, and I, myself, have traveled this year. And what
we have found is that there is a number—VA is in the spirit of pro-
viding that continuity of care, but there is a fragmentation in care
amongst women.

And what that means is that they are receiving care from one
provider, and then care from another provider when it has to be
continuous. And what that does is, it pushes them away. We are
finding that it is pushing them outside the VA system altogether.
So they are choosing not to come or they are going to one provider,
and not going to the other. So we would like to see that included
and keep them in mind.

As I said, they are in the spirit of providing care or providing a
female veteran with a female counselor, but it is a matter of avail-
ability as well.

Mr. MicHAUD. Thank you.

Ms. ILEM. Mr. Chairman, I noticed that the epidemiological study
that was proposed in the bill last session, H.R. 4107, was omitted
from this. And I know, we have been briefed by VA, it was some
months ago, but Dr. Khan, apparently, they are conducting an epi-
demiological study of OEF/OIF veterans. That includes an over-
sampling of women veterans.

But it wasn’t clear at the time that there was actually, if the
funding had been approved and was, that was actually moving for-
ward, and I would just encourage the Subcommittee to perhaps ask
that question of the VA, just to ensure that that is, in fact, moving
forward because I think that would be an important part to ensure,
given the changing roles of women in military today and their
roles, especially in Iraq and Afghanistan, to make sure that we are
looking at the medical aspects and impact of that service.

Thank you.

Mr. MicHAUD. Thank you.

Mr. HILLEMAN. Thank for the question, Mr. Chairman.

Given the scope of this Committee, there are a number of other
issues related to awareness among female veterans, I think, that
need to be addressed on a larger scale with regard to what benefits
that they are eligible for, what access they have. I imagine that
some components of this study will touch on that when surveying
the female veterans.
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But from a broader perspective, we are concerned that many fe-
male veterans are not aware of the basic services and benefits they
are entitled to.

Mr. MicHAUD. Okay. Thank you.

Mr. BOwERS. Mr. Chairman, under our 2009 legislative agenda,
we make multiple recommendations in ways to help female vet-
erans as they come back.

One of the ones that I would like to point out, the VA has made
tremendous strides in trying to prevent suicide. One of these things
was the establishment of the suicide prevention hotline. We would
like to see that the counselors, who are on the other line of those
phones, are trained and/or well versed in dealing with military sex-
ual trauma. We think that this would be a great advancement to
an initiative that the VA has really been outstanding on pushing.

One of the other recommendations that we have, and I will just
read this straight out under Section 3.3, where we discuss improve-
ment of access to care: “We recommend that the VA mandate uni-
form services at women clinics. Currently, women clinics vary in
the services that they deliver, from gender-specific care to general
primary care. Women veterans should have access to female pri-
mary care providers when requested. And if necessary, the VA
should contract with local health care providers to offer this serv-
ice.”

One of the issues that we found with some our membership is
there are many women veterans who are also rural veterans and
they are falling into this very difficult place to try and find appro-
priate treatment.

Thank you, Mr. Chairman.

Mr. MiCcHAUD. Thank you. My second question for each of you is,
as you know, the Senate has a bill dealing with women veterans
and the number of days for newborn care is different between Rep-
resentative Herseth Sandlin’s bill and in the Senate version. What
criteria would you consider important in determining the appro-
priate number of days for newborn care?

And we will start with Mr. Bowers.

Mr. BOWERS. Throw me right on the spot, aren’t they.

This would be something, again, this falls under an issue where
we are continually looking for the appropriate information to be
able to determine what kind of care these individuals will need. I
believe that there will be a tremendous amount of time that needs
to be spent to look into this, specifically in regards to the amount
of National Guardsmen and Reservists that utilize VA health care,
how will they fall into this, how long with they will be on active
orders in those times?

Specifically, though, I would hope that we would work with Fed-
eral agencies and mirror what other programs are available to Fed-
eral employees and things along those lines, to be able to come up
with a solid determination on how many days they should have off.

Mr. MicHAUD. Okay.

Mr. Hilleman.

Mr. HILLEMAN. Thank you, Mr. Chairman.

Not having great insight into the neonatal care or the average
number of days of neonatal care needed, we would defer to the
common sense factor. If there is research out there that suggests
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that 7 days is appropriate versus 14, I know from having a younger
sister with a number of pregnancies, her last pregnancy after her
child spent about a month in the hospital. So I think it would be
something that we would have to view on a case-by-case basis, giv-
ing certain leniency in the law.

Thank you.

Mr. MicHAUD. Mr. Wilson.

Mr. WILSON. Mr. Chairman, to ensure that my response satisfies
your question, I would like to defer to that for a later date so I can
get the full consensus of the American Legion.

Mr. MicHAUD. Thank you.

Ms. ILEM. I would agree with some of the response of my col-
leagues. And also, I think Ms. Herseth Sandlin also pointed out
some appropriate information with regard to that question. I know
one of the things that we heard constantly when I was on the
Women Veterans Advisory Committee, in speaking with the wom-
en’s veteran program coordinators or program managers, that, you
know, they were responsible as they developed the care for that,
getting ready for that woman to deliver, and especially if that was
for contract care outside the system that was very difficult for them
to develop those contracts with regard to those private entities
when they didn’t have any, you know, care that would be provided
for the child.

And I think that VA probably has a good idea, or at least they
should have an idea and perhaps could share that with the Sub-
committee regarding what is the average stay for those that they
have provided so far, and to try to come up with the best, in the
best interest of the veteran so that they would not be unfairly
stuck with some very, very costly bill for them.

Mr. MicHAUD. Thank you.

My last question goes to Mr. Bowers.

You support H.R. 785, but you recommend the bill clearly define
the terms “large enrollment” and “mental illness commonly experi-
enced by veterans.” Can you share with us some suggestions of how
these terms should be defined, if you have any?

Mr. BOWERS. In the past few years since we have been fortunate
enough to be working with the VA on some of their initiatives. One
of the things that we have learned is that their outreach training
to individuals within the VA is spectacular, whether it be a train-
ing initiative that they take upon themselves, an online training
program. Things along these lines are extremely effective.

It would be interesting to hear how the VA may look at some of
these things and be able to just provide and/or basic mailings to
colleges that may not have a very large enrollment of Iraq and Af-
ghanistan veterans. If these programs can be established and have
them sort of spun up on the things to deal with, it would be very
easy.

Myself included, 3 years ago when I came back from my second
tour in Iraq, I was attending George Washington University. My
first semester back, I had a real tough time just getting myself set-
tled, and I went to my student health center.

After about an hour of me discussing the things that I faced in
Fallujah, she looked at me cross-eyed and just tossed me a pre-
scription for Methylphenidate and Sonata. After being duped up for
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about 2 weeks, I realized this wasn’t really effective, and eventu-
ally T had to make my way over to a Vet Center to find out the
best ways to get myself focused on my schooling again.

I have talked to a lot of folks, and they really do reach out to
their folks at their universities because it is much easier for them.
They are close, they are nearby. There is almost a comfort level for
many individuals who see these individuals as someone who is sep-
arated from the military to an extent. So, therefore, that stigma in
regards to seeking treatment for mental health is very, very real
for them.

I really do think that the VA would be able to identify, if it is
a university that has 2,000 veterans studying there, then it would
be very easy for them to send a team to train these individuals.
But if there is a minimal number, if there is 5 to 10 or what not
in a very rural area, that may be difficult for the VA to have those
resources there.

Training programs can be established. There is a lot of smart
folks over there, and I think they can come up with something.

Mr. MiCHAUD. Great. Thank you.

Mr. Donnelly, any questions?

Mr. DONNELLY. Thank you, Mr. Chairman.

For the DAV, you had talked about going beyond the report and
requiring the VA—this is on H.R. 784—to adopt mechanisms, en-
suring that staffing levels are commensurately stated policy. What
kind of mechanisms would you like to see?

Ms. ILEM. Well, we provided some very detailed recommenda-
tions in our testimony, but we thought basically into two parts, so
really we need to have a good handle on because of the money that
has been provided to VA for mental health services and the infu-
sion of mental health staff, but we still would like to see some very
detailed oversight into the number of, not only all the number of
the staff that are at the different facilities, the level of those pro-
grams would be absolutely critical so we can just get a better han-
dle on, what, you know, VA is facing in terms of trying to provide
these forums through its uniform mental services package, its men-
tal health strategic plan.

Those are some very big initiatives that they have undertaken.
We really applaud the VA, those at the VA Central Office level that
have developed those. But we think now is the time for oversight.
It is very critical period as they are trying to develop recovery as
a goal in terms of their mental health staff, and that they are try-
ing to really upgrade all of their programs in substance use dis-
order, PTSD, and a number of other issues.

Mr. DONNELLY. And this, Mr. Bowers, for our vets coming back
from Iraq and Afghanistan, how do we get them to buy into mental
health screening to making sure that if they have concerns, that
we can meet them because I know some of them have told me in
the past we don’t want to participate in this because we are afraid
it might affect us employment-wise, it is a stigma. How do we get
past that?

Mr. BOWERS. One of the things that we have called for at IAVA
for years, and though this doesn’t fully pertain to this Committee,
as mandatory pre- and post-deployment screening. We see this as
the only way to remove the issue. Right now, we spend six times
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as much on dental care than we do mental health care, yet one-
third of Iraq and Afghanistan veterans returning have a mental
health issue. Getting them in the door is the difficult part.

So by making mandatory pre- and post-deployment screening, we
are allowed to establish a baseline as to where they were before
they deployed and where they are afterward, allowing proper treat-
ment and also that ability to feel confident that, while they are
speaking with this individual, they will not be seen by their fellow
servicemembers as being weak or anything along those lines.

Currently, a lot of the screening methods that are used by the
U.S. Department of Defense are woefully inadequate. They are not
effective in identifying what the problems are, making individuals
feel that they can reach out and get some help.

Mr. DONNELLY. And you hear so often that, you know, it is not
in the first week or two back home that issues start to crop up, but
a couple of months later. And, I guess, the question again is, how
do we encourage them to come back in and have another check
when they may not have wanted to do the first one?

Mr. BOowERS. By making it mandatory again.

Mr. DONNELLY. Okay.

Mr. BOwegRsS. If there is anything the military is good at, receiv-
ing orders and following those orders. We mirrored this almost very
similarly to the way we had mandatory drug testing in the late
1990s, or excuse me, mid-1990s.

When that was established, that stigma of, oh, he called into the
First Sergeant’s office and he is getting busted right now, that is
gone because, now, everybody has to do it.

This is one of the issues that, you know, we have strongly
pushed. And we understand that is a very difficult issue to over-
come, but stigma is a huge issue, so it is going to take great strides
to really try and remove that.

Getting people to come in continually by mirroring some of the
programs that have been established by the National Guard, spe-
cifically even in Maryland, where they require their servicemem-
bers to come in up to 180 days after their deployment, we think,
would be extremely helpful.

Mr. DONNELLY. Would you recommend something like, obviously,
immediately post deployment, but then again, like a 3-month, 6-
month, 1-year visit?

Mr. BOWERS. Yes, 3 months, 6 months, a year afterward, just sit-
ting down with an individual and having them kind of go through
everything and make sure you are squared away because right
now, by watching a DVD and filling out a bubble form, it is not
working, and we have seen that after the past 8 years.

Mr. DONNELLY. All right. Thank you.

Thank you, Mr. Chairman.

Mr. MiCHAUD. Thank you, Mr. Donnelly.

Mr. Teague.

Mr. TEAGUE. Yes, actually, I would like to make a couple of com-
ments to different questions that came up and one of them was
about the rural communities and, as you were saying, where you
have a population of 2,000 veterans, it is really easy to serve them.
But my district is larger than the State of Pennsylvania, so we
have a lot of small communities with just two or three people.
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I think one of the things that we need to be able to look and
maybe get some ideas from the panel, also, but you don’t incor-
porate broadband so that we can do their training just like we do
a lot of other education over the Internet, from the libraries or dif-
ferent places.

You know, there has been some pro and con here about reporting
the vacancies that are of the mental health providers, you know.
And, I mean, I think that that definitely has to be done. I think
it is the accountability that we have to have if, for whatever rea-
son, people are trying to hide the—maybe they think it is a reflec-
tion on how they are running their area if they continually have
vacancies in these mental health places.

But if we have vacancies, then we have people that are not being
served. And the only way that we can improve that is to have ac-
countability so that everybody everywhere knows what they are
doing with that.

Would anybody like to comment on that?

Ms. ILEM. I would just make mention that in talking with folks
that are in the field, mental health folks that are in the field, and
those that have just recently retired from VA, but have had dec-
ades of experience in understanding the changes that have oc-
curred over the last several years and the reforms that VA is un-
dertaking, I think they feel a tremendous amount of pressure to do
what is mandated from the top down, but there is a lot of other
factors involved for them, including the Veterans Equitable Re-
source Allocation (VERA) system that, how these programs are
funded, what kind of support they get from their Medical Center
directors and others, you know, that support the mental health pro-
grams.

And once these programs are ramped up and, you know, the
Medical Centers are then required to sustain them. It sounds like,
now, that they are going to be—instead of having fenced money or
particular money dedicated to those programs for the startup, then
those will be required to go into the regular allocation system
through VERA.

And I think that there is, they have been asked to do different
surveys about how many people, how many mental health special-
ists it will take to run these programs, how many staff they will
need, how many support staff they will need. And when they have
put those numbers forward, they have shared with us that, you
know, a different number has come back in terms of, well, this is
what you are going to get, or this is what you need to do make it
work, versus them with their expertise and knowing how long it
takes to provide these very specialized evidence-based treatments,
the number of, you know, times that they need to see these pa-
tients over a longer, more extended period for these mental health
evaluations and treatment.

I think all of those things are making them, you know, feel a lot
of pressure at the local level, and I think the oversight that we
have detailed in our testimony would really help relieve that in
terms of really getting a good assessment because I think every-
body is saying the same thing, that they want to see these mental
health programs out there available to our veterans and have that
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access. And I think the providers in the field want to have that,
too.

So it is just a good mechanism not to be punitive, but to really
just hlalwe, for all of you to have access to that information and us,
as well.

Mr. TEAGUE. I agree because I think that by having it public and
accountable, I think it protects the providers against demands
being put on them and what they produce as well as protecting the
veterans who need to occasionally see the providers.

One other thing that I wanted to talk about was the pre- and
post-screening being mandatory, and I don’t disagree with that, but
I think what we need to do is be sure that we don’t—when we do
the post-mandatory interview, is don’t make that be the, nec-
essarily, the last one. Allow that—you know, because when that
man comes back or woman comes back and is getting a chance to
get away from all of this misery and get back to my family and ev-
erything, they are going to give all of the right answers to get
loolsle. They don’t want to be here next week answering questions
still.

So, I think whereas, with the drug test, we do the test, and it
is yes or no. When we do these tests for mental problems that they
]}Olave, they are not yes or no, they are maybes and ifs, ands and

uts.

So I think we need to not necessarily close the book on those peo-
ple and I don’t know if you all have any input on how to put that
in.

Mr. BOWERS. I completely agree. What we really would like to
see is ongoing screening for these individuals. It is very similar to
if they receive a back injury to whatever it may be.

The key is going to be destigmatizing mental health and refer-
ring to it as an injury. It is an injury. It is something that can be
treated and it is something that someone can recover from and do
just fine. And that has been a problem for so many years, is that
it is focused on that once you receive a mental health injury, that
you are damaged goods, and that is not the case, that is not the
truth. Many brave men and women have served nobly overseas and
they don’t deserve that when they come home, to be seen that way.
And by doing that is getting themselves in the door, getting them-
selves the treatment that they need.

But it is the screening process that once it is made mandatory,
people can go in and receive screenings up to 2 years later, and
they may have issues such as sleep apnea, things along those lines,
which does not mean they have full-blown PTSD. It just means
that may have some reintegration problems. There is nothing
wrong with that.

We strongly believe that this is going to be the only way to really
get folks so that they can be established and get the health care
that they need.

As I mentioned before, dental issues, servicemembers always
have issues with their teeth. Well, that’s why before every deploy-
ment and after every deployment I have to go see a dentist and get
myself squared away. I don’t have the best grill, but at least it is
taken care of. Same thing needs to happen with my mind.

I just said “grill,” didn’t I?
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Mr. TEAGUE. Thank you. Mr. Chairman, thank you.

Mr. MicHAUD. Thank you very much. Once again, I would like
to thank the four of you for your testimony this morning. I look for-
ward to working with you as we move these bills through the proc-
ess. Once again, thank you very much.

I would like to call on the third panel which consists of Dr. Ger-
ald Cross, who is the Principal Deputy Under Secretary for Health,
who is accompanied by Walter Hall, who is Assistant General
Counsel to the Department of Veterans Affairs.

I would like to thank both of you gentlemen for coming this
mgrning and look forward to your testimony on the bills before us
today.

So without any further adieu, Doctor Cross.

STATEMENT OF GERALD M. CROSS, M.D., FAAFP, PRINCIPAL
DEPUTY UNDER SECRETARY FOR HEALTH, VETERANS
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS
AFFAIRS; ACCOMPANIED BY WALTER HALL, ASSISTANT GEN-
ERAL COUNSEL, OFFICE OF GENERAL COUNSEL, U.S. DE-
PARTMENT OF VETERANS AFFAIRS

STATEMENT OF GERALD M. CROSS, M.D., FAAFP

Dr. Cross. Good morning, Mr. Chairman and Members of the
Subcommittee. Thank you for inviting me here today to present the
Administration’s views on four bills that would affect VA programs
that provide veterans’ health care. Joining me today is Walter Hall,
Assistant General Counsel.

And I would like to request my written statement be submitted
for the record.

Mr. MicHAUD. Without objection.

Dr. Cross. We appreciate the opportunity to express our support
for several bills that touch on a range of important issues, includ-
ing mental health care, outreach, emergency care and women vet-
erans care.

VA recognizes the important role mental health providers fulfill
with regard to veteran care. VA has been working diligently to en-
hance mental health services throughout our system. We have done
this in part by increasing our core mental staff by 4,000 positions
over the past several years, and that expansion is continuing.

Our commitment to ensuring that veterans receive needed men-
tal health services necessarily demands that we do our utmost to
ensure that staffing levels at VA points of access are sufficient.
This data is best collected and understood, however, at the local
level, which is why VA does not support H.R. 784.

The bill would require the Secretary to submit quarterly reports
to Congress on any vacancies in mental health professional posi-
tions by medical facility and by VISN. Staffing and workloads are
dependent on local factors related to the local veteran population,
usage rates, veterans’ particular health care needs and local em-
ployment factors.

Oversight is most effectively achieved through the VISN man-
agers with accountability to senior leadership and through the use
of performance measures.
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The current model is effective. The value in creating a quarterly
reporting requirement at the national level is limited, particularly
since it would necessitate the creation of a data infrastructure to
meet the bill’s technical requirements and have no context once re-
moved from the local factors. We would be pleased to brief the
Committee on our efforts thus far.

VA supports the intent of H.R. 785, which would require VA to
conduct a 4-year pilot program to provide outreach and training
services related to the mental health needs of OEF/OIF veterans to
certain college or university counseling centers, student health cen-
ters and student service centers, but we can do what the bill pro-
poses and do it more efficiently. VA already has a number of out-
reach programs for this population.

We can expand those to include already established training pro-
grams. VA mandates, for instance, a training requirement of sui-
cide awareness for OEF/OIF veterans. It mandates participation in
this course for certain VHA staff; I took it myself.

We have shared this module with the Department of Defense,
and will direct each medical facility to offer it to their local commu-
nity colleges and 4-year colleges and universities. VA has produced
several public service announcements that also address the bill’s
concerns, and we will provide these to colleges and universities for
campus broadcast. We will invite college staff to attend local con-
ferences on the health care needs of OEF/OIF veterans and we wel-
come the opportunity to meet with Subcommittee staff to discuss
this bill further.

VA supports the draft bill expanding the reimbursement benefits
available to veterans for emergency treatment. Specifically, this bill
would provide reimbursement for treatment VA has not previously
approved from a non-VA provider for a non-service connected dis-
ability. This would relieve a potential burden for veterans.

Currently, VA is a payor of last resort. This means a veteran
who would otherwise be eligible for reimbursement of emergency
medical expenses is ineligible for the benefit if a third party makes
even a partial payment. This leaves veterans with sizeable medical
debts for which they are personally liable.

VA also supports most of H.R. 1211, the “Women Veterans
Health Care Improvement Act.” The bill would require a com-
prehensive assessment of all VA health care services and programs.
Also, the bill would require the VA’s Advisory Committees on
Women Veterans and on Minority Veterans to include recently sep-
arated veterans of these populations, a practice that we already fol-
low.

With the clarifications noted in my written statement, we would
support each of these provisions. VA does not consider section 101
of this bill necessary, as we already have a similar study under-
way. The study is expected to be complete in the next 6 months.

Before we can take a position on Section 201, medical care for
newborn children and women veterans receiving maternity care,
we first need to determine whether the timeframe of 14 days is ap-
propriate. Additionally, we must complete the cost estimate for this
provision. Once we complete these analyses, we will submit our
views and cost estimates for the record.
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Similarly, Section 203 would establish a pilot program where VA
would furnish childcare services directly or indirectly to eligible
veterans. We share the Committee’s interest in ensuring appro-
priate access to care. Once we have completed our analysis, we will
submit our views for the record.

We do not support Section 202, however. This section would re-
quire VA to carry out a program to provide graduate and medical
education, training, certification and continuing medical education
for mental health professionals who provide care and counseling for
sexual trauma and post-traumatic stress disorder. We believe this
section is unnecessary because our current training and continuing
medical education practices exceed the requirements of the bill.

We already train our mental health professional on evidence-
based practices for PTSD and associated conditions that can result
from sexual trauma, such as depression and anxiety. We are con-
ducting two national training initiatives on cognitive processing
therapy and prolonged exposure for PTSD.

Moreover, VA has begun training our mental health professionals
on acceptance and commitment therapy and cognitive behavioral
therapy. Each of these training courses includes materials and in-
formation specifically educating providers about treating women
veterans. My staff have just informed me, I believe that we train
about 1,900 of our staff already, 1,900.

Finally, I would like to mention the VA has already established
a military sexual trauma support team at the national level to
monitor MST screening and treatment, oversee MST related edu-
cational training and promote best practices for screening and
treatment of the mental and physical health and consequences of
MST. And by the way, the Congressman who asked a question
about the percentage of female providers, 52.85 percent of our psy-
chologists are female.

Mr. Chairman, thank you, again for the opportunity to discuss
these important proposals with you today. This concludes my pre-
pared statement. I'd be pleased to answer any questions that you
or the Members have.

[The prepared statement of Dr. Cross appears on p. 48.]

Mr. MIcHAUD. Thank you very much, Doctor Cross for your testi-
mony.

You noted in your testimony regarding H.R. 784 that VA
achieves oversight by holding the VISN managers accountable to
senior leadership. Could you please explain how the VISN man-
agers are held accountable? For example, does the Central Office
have a mechanism for monitoring what happens at the local level,
and are there any rewards or penalties to the VISNs based on per-
formance?

Dr. Cross. The answer to that, sir, is yes. We do have a mecha-
nism in place. An example of that would be a performance measure
that we created approximately a year ago to set for our new pa-
tients a 14-day standard during which they must receive a com-
prehensive evaluation.

We monitor that using our electronic health system record to de-
termine who is meeting that standard and who is not. This goes
beyond the issue of staffing. This is a more effective way of man-
aging a medical program than focusing on staffing. We want to



29

measure function. We want to measure what is really happening.
And so we do performance measures and we have hundreds of
them for various programs, one of them being, for instance, mental
health, as I just mentioned.

Furthermore, the analysis that you’re requesting in the bill
would not answer the question that is being asked. It does not in-
clude the full scope of mental health services that we provide. Pri-
mary care provides mental health services. Vet Centers provide
mental health service. Fee-basis care provides mental health serv-
ices.

I work with over a hundred academic affiliates. We are re-
engaged with them and their staff and their residents and their fel-
lows, who are also involved in this.

So the combination of those things, particularly with the per-
formance measures is the better way to go.

Mr. MicHAUD. Could you provide the Subcommittee, if you don’t
have it now, with the current state of mental health vacancies,
where they are located and what is being done to fill those vacan-
cies?

Dr. Cross. I don’t have that report, sir. If you request it, of
course, we will get it. But what we do track is the performance
measures and how we are actually doing in seeing our patients.

I could give you some more information on that. For instance, on
the 14-day standard, we set a 90-percent goal. All of our visits had
achieved that sometime back, so we raised the goal and made it 95
percent. As of about 2 weeks ago, I believe 15 out of the 21 VISNs
had achieved the goal, and the remaining 6 were very close to
achieving that and will do so.

Mr. MicHAUD. Okay. Yeah, I still would like to know what that
vacancy number is and what is being done to fill those vacancies.

Dr. Cross. Yes, sir. We will issue a report.

[The VA subsequently provided the information in the Post-Hear-
ing Questions and Responses for the Record, which appear on
p. 58.]

Mr. MicHAUD. On H.R. 785, what would you recommend to im-
prove this legislation so that it will not dilute or duplicate what the
VA is currently doing?

Dr. Cross. You must know that my fundamental concern about
this is that are thousands of colleges. And to take our staff away
from patient care to go train the faculty at each local community
college and university, I think, is a noble endeavor, but my first re-
sponsibility is to providing care to our patients, and that is what
my focus is.

So I think that what we were recommending was, what I believe
to be, an alternative and more effective technique.

I have in the audience a copy of the book that we provide for
training, if someone can hold that up. I can provide the Committee,
if they so desire, with copies of that, and it is very substantial. This
could be used by the local faculty without having to have our staff
there. It is self taught. I took it online. And this particular volume
is for suicide prevention, suicide awareness, detecting those signs
which might indicate an individual is in some distress and doing
something about it.



30

We like to also work with the local universities to take some of
the wonderful public service announcements that we have done.
We just had one done with Gary Sinise, who was Lieutenant Dan
in the movie “Forrest Gump.” Outstanding PSA that he did for us.
Richard Petty is doing one for us on another program right now,
the famous race-car driver. Deborah Norville has just completed
one that we are showing nationwide. We would like to share those
with our colleagues at our local colleges and universities and ask
them to put those out in their own media or their own stations.

We would like to make contact with them and invite them over
and say, we are having a meeting, can you come over, would you
like to learn more about the care of veterans.

I think those are the healthy effective ways of doing this, rather
than going out and trying to set aside, establish, and train the fac-
ulty at the university and set up a special program of training.

Mr. MicHAUD. Thank you.

My last question is, in 2006 the Advisory Committee on Women
Veterans recommended that VA seek legislation to cover the cost
of post-delivery care of all newborn children delivered to women
veterans receiving VA maternity benefits for up to 14 days. VA had
no official position back then, and in 2008 they recommended that
VA support legislation regarding newborn care without a limit on
the duration of the benefit. VA supported this recommendation
with modifications so that it applied only to cases where a covered
newborn requires neonatal care services immediately after delivery,
but does not cover routine well-baby services.

Can you explain what neo-services are and what timeframe are
they to provide these type of services? Also, could you explain what
routine baby services encompasses and the timeframe for that as
well?

Dr. Cross. On that last part, I am a family physician. I have de-
livered a lot of babies. And, you know, this is a subject that the
VA staff is very sensitive to and wants to be very helpful on this
issue. Unfortunately, I can’t give you an exact opinion on behalf of
the Administration today because we are still working on the cost
estimate.

Secondly, we don’t really know where the 14-day requirement
came from. It seems a bit arbitrary.

Most of the patients, the babies that I have delivered, you know,
they were ready to go home in 2 or 3 days. If a child has certain
conditions like neonatal sepsis, a bilirubin problem, so forth, sev-
eral days can be, additionally, can be added on.

We need to work through this with the Committee to find out
what the best answer is, and I don’t think today I have the best
answer for you.

[The VA subsequently provided the information in the Post-Hear-
ing Questions and Responses for the Record, which appear on
p. 58.]

Mr. MicHAUD. Okay. I appreciate that very much, Doctor, be-
cause unlike you, I have not delivered any babies and I look for-
ward to your expertise in this particular area, as well.

Mr. Rodriguez.

Mr. RODRIGUEZ. Thank you. I have participated on——

[Laughter.]
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Mr. RODRIGUEZ [continuing]. On the issue of women’s services, I
would hope that we want to be supportive, we want to do every-
thing we can, and I know you also want to do that, and I foresee
that there will be other pieces of legislation that are going to re-
quire you to do certain things, so I am hoping that you take, as
an agency, take the initiative, especially on women’s services.

You mentioned that there are some things that you are already
doing on sexual trauma, I kind of look at it like this Congress,
when it was nothing but men, and then we had the first females.
They could not find a restroom or anything like that, or a school
turns coed and they continue to have problems in the near future.

I think we are going to continue to have difficulty, so I would
hope that there is some mechanism throughout the system, and in
each one of these hospitals and clinics that allows an opportunity
to look in terms of not only the facilities, but also the type of serv-
ices for women, the type of training that the people are getting to
make sure that happens. And maybe that is something that you
can comment on or we can hope that the system takes it upon
themselves to make that initiative systemwide and consistent for
a good time to come.

Secondly, in the area of mental health services. I have been a
State legislator for 11 years. I have been a school board member
for 12 years. Anyone who comes to Congress all of the sudden gets
bombarded with a great amount of case work. In that case work,
a large number, at least in my district, are veterans. And the only
thing I can say is that I am handling a lot of your cases that you
should be handling. And so, somehow a case management system
would be something that would be beneficial at this time to try to
look at.

We have done legislation to provide you the flexibility to contract
out with community mental health centers, understanding that you
didn’t have all the staff that is required and needs and that you
are overwhelmed. Can you report in terms of how we are doing
from that perspective in terms of mental health services and con-
tracting out that is occurring right now?

Dr. Cross. Congressman Rodriguez, you ask several very good
questions and I certainly support your sentiments that you express.
In regard to the number of women veterans coming to see us, I
strongly agree with you.

About 5% percent of our patients right now are women, 5% per-
cent. I think that should be substantially higher. I want to make
sure, and our staff want to make sure, that VA is the first choice,
a place where they will feel most comfortable.

One of those things, of course, is to make sure that we have a
staff that is well trained and that is sensitive to their needs. And
we also want to make sure that we have the appropriate number
or adequate numbers of female staff.

I pointed out before, 52.85 percent of our psychologists now are
female; 84 percent of our nurses are female; 82 percent of our occu-
pational therapists are female; 62 percent of our physical thera-
pists are female; 58 percent of our pharmacists are female, on and
on. I could go down the list.
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We are very sensitive to this issue. We are doing a good deal. We
want to do a good deal more and, as I said, make sure that we are
their first choice and that those numbers increase.

We do case management. We have women’s coordinators at each
of our Medical Centers and we do outreach, and we are trying des-
perately to do better outreach, more effective outreach so that
women veterans understand that there is a place that they can go
that will welcome them and provide the services they need.

In terms of fee-basis care, we do it where we need to, and we are
doing billions of dollars’ worth of fee-basis care per year. I believe
the last number I heard was about $3 billion in fee basis.

Mr. RODRIGUEZ. I have a district similar to my colleagues next
to me, West Texas, which is at least 650 miles long. And in my dis-
trict I know we just did a contract with one physician in one area.
Other than that, the others, in West Texas, there is a big gap in
those rural communities. I would hope that somehow we reach out
to some of those community mental health centers that provide
those kind of services to do some of that work.

What do you attribute the number of cases that our Congres-
sional Members have with your clients?

Dr. CroSs. I can tell you that we do everything we can to work
with our Congressional Members in our local communities to make
sure that if they do get an inquiry, that we provide an efficient
pathway to immediately resolve whatever that we can resolve.

We want to be a welcoming home for these individuals, and we
are doing our absolute best to be that home.

Mr. RODRIGUEZ. Let me encourage you to be forthright with us
in terms of what you might need in terms of services because we
want to do the right thing, but what I foresee is additional types
of legislation for additional types of reporting if the complaints con-
tinue. As you well know, that usually occurs.

No one hates more bureaucratic stuff than I do, and at the same
time I would really hope that maybe the agency comes up with an
aggressive program, not only reaching out to women, but looking
at all of the types of things that might need to occur in each one
of those facilities, as well as doing what we can to make sure that
suicide numbers drop, as well as reaching out to a lot of the other
ones that suffer from mental health.

I know that mental health is a real difficult area where you can
have just a few individuals are bogging down the system. I don’t
mean to be rude in that area, but they are a difficult clientele to
deal with, because of the fact that they suffer from mental health.

But there is also the problem that the ones that suffer from men-
tal health, because of the mental health problem itself, do not seek
it out and so there needs to be outreach that needs to occur and
needs to happen by the agency. Otherwise, we are going to con-
tinue to have problems out there. And I am hoping that that can
happen.

Now, case management, what do we have now that you say that
we have a case management system?

Dr. Cross. Sir, we have case managers for OEF/OIF, for women
veterans, for MST, Federal recovery coordinators, transition patient
advocates. We have a whole range, depending on the needs of the
individual that we are serving.
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And let me say, sir, satisfaction is something that we take very
seriously. We track it, we measure it, we get third parties to do it
with us. We also do mystery shoppers to make sure. Our satisfac-
tion levels are very good and have continued to be good out here
for some time.

And in regard to where we send out cases in the community, we
also have to make sure that those facilities that we send them to,
that we refer them to will achieve certain standards. For instance,
we do screening for MST. We do screening for PTSD, for depres-
sion, for substance abuse. We have people that are specially trained
in PTSD. As I mentioned, the hundreds and hundreds that we
trained in special techniques, we don’t want to send them some-
where where they don’t have those advantages, so we are sensitive
to that issue as well.

Mr. RODRIGUEZ. Thank you for all the good work that you do do.

Dr. Cross. Thank you, sir.

Mr. RODRIGUEZ. Thank you.

Mr. MicHAUD. Mr. Boozman.

Mr. BoozMAN. Thank you, Mr. Chairman.

I want to apologize for running in and out to you and the panel.
I have had two or three things that have just kind of cropped up
that I am sure they were emergencies.

But I really do not have any questions. What I would like to do,
though, is reserve the right to go ahead and submit some in writ-
ing for the future.

And it is good to be back on the Health Subcommittee. We appre-
ciate your leadership and look forward to having a really produc-
tive Congress.

Mr. MicHAUD. Thank you very much, and we are very fortunate
to have you back on the Subcommittee and look forward to working
with you as we move forward, not only on these pieces of legisla-
tion, but throughout the next 2 years.

I understand that Members have a lot of other competing emer-
gency needs as well, so you don’t have to apologize. I really appre-
ciate your willingness to participate in the process.

Mr. Teague.

Mr. TEAGUE. Yes, thank you. And I also need to apologize for
running in and out. I am going to have to learn how to manage my
time, I think. I am going to take advice from some people that have
been here longer.

But I did want to touch on one thing and that is the fee-based
services that I heard you talking a little bit about, you know, and
I think we have to do more fee-based services and be sure that
when we are doing them, that we are doing them for the benefit
of the veteran and not for internal reasons that we are doing them.

And the reason that I am bringing that up, and I am sure that
we all have scary stories and everything, but we had a gentleman
that was actually a World War II veteran, that he could have got-
ten that service in town, but they required him to go to a VA Cen-
ter. It was 285 miles. And as the young man, the Vietnam vet-
erans, who were hauling him back and forth 3 days a week, said,
we are killing him hauling him back and forth because they needed
his number to justify their services at the VA Center, instead of
letting him have
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So I know that we have dealt with numbers, we have to work
with numbers and that, but I would like for us to also to look at
the individuals so that we do take care of the people that need help
and not fill our numbers. Thank you.

Dr. Cross. Thank you, sir.

Mr. MIcHAUD. Once again, I would like to thank you very much,
Doctor Cross for your continued efforts to make sure that our vet-
erans get the benefits that they have earned and deserve, and for
the commitment of both you and your staff, Mr. Hall, and the en-
tire staff at the VA. You do a phenomenal job and hopefully Con-
gress will be able to provide a budget that will reflect the needs
of taking care of our veterans. And as you mentioned earlier, Doc-
tor Cross, it is more or less making sure that we get the work done.
The numbers are good to have, but the services must be provided.

I want to thank you and all the previous witnesses for coming
today. Thank you.

This hearing is adjourned.

[Whereupon, at 11:48 a.m. the Committee was adjourned.]



APPENDIX

Prepared Statement of Hon. Michael H. Michaud, Chairman,
Subcommittee on Health

I would like to thank everyone for coming today.

Today’s legislative hearing is an opportunity for Members of Congress, veterans,
the VA and other interested parties to provide their views on and discuss recently
introduced legislation within the Subcommittee’s jurisdiction in a clear and orderly
process.

I do not necessarily agree or disagree with the bills before us today, but I believe
that this is an important part of the legislative process that will encourage frank
discussions and new ideas.

We have four bills before us today. Each of the bills address important issues af-
fecting our veterans today. They cover a wide range of important issues including
mental health; women veterans; and reimbursement for emergency care treatment
in non-VA facilities.

I look forward to hearing the views of our witnesses on these bills before us.

——

Prepared Statement of Hon. Cliff Stearns

Thank you, Mr. Chairman.

At our hearing today we will examine four bills that have been referred to our
Subcommittee.

The first bill H.R. 784 would require VA to submit quarterly reports on mental
health professional vacancies. The second, H.R. 785, would establish a pilot program
to provide mental health outreach and training on certain college campuses for Op-
eration Iraqi Freedom and Operation Enduring Freedom veterans. The Department
of Veterans Affairs (VA) has made great improvements in the past 2 years to reach
out to more veterans and provide better, more effective mental health services. With
a growing number of veterans in need of mental health care we must continue to
focus on how we can build on the progress VA has made thus far and I very inter-
ested in hearing views on these proposals.

I thank our Chairman, Bob Filner, for reintroducing a bill to expand the benefits
for veterans related to the reimbursement of expenses for emergency treatment in
a local, non-VA facility. I am pleased to see that changes have been made to the
bill to clarify the requirements for VA payment under the program.

I would also like to commend my good friend Stephanie Herseth Sandlin for being
a champion of women veterans. Her bill, the Women Veterans Health Care Improve-
ment Act, includes a number of provisions designed to study, improve and expand
access to care for our women veterans.

The number of women serving in the active duty, guard and reserve continue to
increase. Today, women represent almost 8 percent of the total veteran population
and nearly 5 percent of all veterans who use VA health care services. VA estimates
that the number of women veterans enrolled in VA health care will more than dou-
ble over the next decade. It is essential for us to make sure that VA is providing
appropriate programs and services throughout the country to meet the unique phys-
ical and mental health needs of our women veterans. However, as we examine new
initiatives, we must also be careful to ensure that they compliment and do not over-
lap existing VA efforts in research and programs for women veterans.

I look forward to a very productive discussion on these legislative proposals and
want to thank all of our witnesses for participating in today’s hearing. Your testi-
mony will help guide our actions to best serve our Nation’s veterans.

——
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Prepared Statement of Hon. Niki Tsongas

Chairman Michaud, Ranking Member Brown, Members of the Subcommittee,
thank you for giving me this opportunity to testify.

I have introduced two bills, H.R. 784 and H.R. 785, to improve the quality and
accessibility of mental health services for our veterans.

Almost 1 million (945,423) Operation Enduring Freedom and Operation Iraqi
Freedom veterans have left active duty and become eligible for VA health care since
2002.

Four hundred thousand three hundred four (42 percent) of these veterans have
obtained VA care and approximately 44 percent of that number are facing mental
disorders (178,483). The three most common diagnoses are PTSD (92,998), depres-
sive disorders (63,009), and neurotic disorders (50,569). These rates are two to three
times that of the general population.

My first bill, H.R. 784, simply requires the VA to report vacancies in mental
health professional positions at VA facilities on a quarterly basis.

With the significant influx of OEF and OIF veterans facing mental health
wounds, as well as the already existing veterans populations from earlier genera-
tions receiving care at the VA, it is incumbent upon us to make sure that we have
the necessary staffing to provide care.

This bill will help this Congress perform our oversight role and it will help the
VA use its limited resources to effectively care for our veterans.

My second bill, H.R. 785 will help veterans seeking to improve their lives through
education.

The 110th Congress passed the most sweeping modernization of the Montgomery
GI bill since the program’s creation after World War II. The purpose of the mod-
ernization is to give veterans of Afghanistan and Iraq access to the education and
job training tools that they will need to achieve the American dream they risked
so much to defend.

As 1 stated earlier, approximately 44 percent of Afghanistan and Iraq veterans
who have sought treatment at the VA have demonstrated signs of mental health
wounds, including PTSD.

Studies have shown that PTSD can have a negative impact on an individual’s
ability to focus and ability to learn.

Returning from a war, separating from service and then beginning school can
place significant strains on the mental health of a veteran.

It is critical that we provide our veterans with the assistance they need to manage
and recover from these wounds so that they can take advantage of the opportunities
available to them.

To that end, I have introduced H.R. 785.

My bill directs the Secretary of Veterans Affairs to carry out a pilot program to
provide outreach and training to certain college and university mental health cen-
ters so that they can more effectively identify and respond to the mental health
needs of veterans of Operation Enduring Freedom and Operation Iraqi Freedom.

My legislation would not break the continuum of care provided by the VA. The
purpose of this bill is to provide college counselors and other staff who come in close
contact with student-veterans at their schools with the tools to recognize symptoms
of combat related mental health wounds; the ability to appropriately assist a stu-
dent-veteran in need; and an understanding of how to effectively refer that student-
veteran to the VA for care.

I believe my legislation will actually augment the VA’s continuum of care and
glzing in veterans who may be hesitant or apprehensive about seeking care from the

The intention of both H.R. 784 and H.R. 785 is to ensure that we have adequate
services to address the mental health needs of our veterans and that we give our
veterans the opportunity to build full lives once they take off the uniform.

Thank you for the opportunity to testify before the subcommittee. I look forward
to working with you Chairman Michaud, Congressman Brown and the other Mem-
bers of this Subcommittee to improve these bills and to improve the quality and ac-
cessibility of the care we provide to our veterans.

Thank you.

———

Prepared Statement of Hon. Stephanie Herseth Sandlin

Good morning Chairman Michaud and Ranking Member Brown. Thank you for
holding today’s hearing. I appreciate having the opportunity to be here to discuss
the “Women Veterans Health Care Improvement Act.”
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The “Women Veterans Health Care Improvement Act,” which I introduced on Feb-
ruary 26, 2009, along with the original cosponsor support of Health Subcommittee
Members Representatives Boozman and Moran, will take important steps to expand
and improve Department of Veterans Affairs health care services for women vet-
erans. Before I talk more about the bill and the needs of women veterans, I also
would like to take this opportunity to thank the DAV for their continued leadership
in the effort to address the needs of women veterans and their support for this im-
portant legislation.

As your Subcommittee knows, more women are answering the call to serve, and
more women veterans need access to services that they are entitled to when they
return. With increasing numbers of women now serving in uniform, the challenge
of providing adequate health care services for women veterans is overwhelming.
With more women seeking access to care, and for a more diverse range of medical
conditions, in the future, these needs will likely be even significantly greater.

I would like to share just a few statistics with you that highlight the need for
a comprehensive update of VA services for women veterans.

e As of October 2008, there were more than 23 million veterans in the U.S. Of
this, women veterans made up 1.8 million or 8 percent of the total veteran pop-
ulation.

e There are increasing numbers of women veterans of childbearing age. For exam-
ple, 86 percent of OEF/OIF women veterans are under age 40.

e The VA notes that OEF/OIF female veterans are accessing health care services
in large numbers. Specifically, 42.2 percent of all discharged women have uti-
lized VA health care at least once. Of this group, 45.6 percent have made visits
2 to 10 times.

e Finally, according to the VA, the prevalence of potential PTSD among new OEF/
OIF women veterans treated at VA from fiscal year 2002—2006 grew dramati-
cally from approximately one percent in 2002 to nearly 19 percent in 2006.

So the trend is clear, but not surprising: More women are answering the call to
serve . . . and more women veterans need access to services that they are entitled
to. Clearly, we must do everything we can from a public policy standpoint to meet
this new challenge of women veterans.

To address some of these issues, the “Women Veterans Health Care Improvement
Act” calls for a study of barriers to women veterans seeking health care, an assess-
ment of women health care programs at the VA, enhancement of VA sexual trauma
programs, enhancement of PTSD treatment for women, establishment of a pilot pro-
gram for child care services, care for newborn children of women veterans, and the
addition of recently separated women veterans to serve on advisory committees.

The VA must ensure adequate attention is given to women veterans’ programs so
quality health care and specialized services are available equally for both women
and men. I believe my bill will help the VA better meet the specialized needs and
develop new systems to better provide for the health care of women veterans—espe-
cially those who return from combat, who were sexually assaulted, suffer from
PTSD, or who need child care services.

Chairman Michaud and Ranking Member Brown, thank you again for inviting me
to testify. I look forward to answering any questions you may have.

——

Prepared Statement of Joy J. Ilem, Assistant National Legislative Director,
Disabled American Veterans

Mr. Chairman and other Members of the Subcommittee:

Thank you for inviting the Disabled American Veterans (DAV) to testify at this
legislative hearing of the Subcommittee on Health. DAV is an organization of 1.2
million service-disabled veterans, and devotes its energies to rebuilding the lives of
disabled veterans and their families.

We appreciate the opportunity to offer our views on the bills under consideration
by the Subcommittee—specifically two bills focused on mental health care services
provided by the Department of Veterans Affairs (VA), a measure focused on women
veterans health, and one draft measure—related to expansion of eligibility for reim-
bursement for emergency treatment in non-VA facilities. Our comments related to
the four measures are expressed in numerical sequence of the bills.
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H.R. 784—To amend title 38, United States Code, to direct the Secretary of
Veterans Affairs to submit to Congress quarterly reports on vacancies
in mental health professional positions in Department of Veterans Af-
fairs medical facilities.

This bill would require the Secretary of Veterans Affairs to report quarterly to
Congress to describe each mental health professional vacancy in every medical facil-
ity in the Department, and to indicate to which Veterans Integrated Services Net-
work (VISN) the facility is assigned. The bill would define mental health profes-
sionals to include psychiatrists, psychologists, social workers, marriage and family
therapists, and licensed professional mental health counselors. While we appreciate
the intended purposes of this bill, we ask the Subcommittee to expand its scope to
better account for the current situation in VA mental health services, and to con-
sider our recommendations for an enhanced means of achieving better oversight and
accountability in that program.

We recognize the unprecedented efforts made by VA over the past several years
to improve the consistency, timeliness, and effectiveness of mental health care pro-
grams for disabled veterans. We are especially pleased that VA has committed
through its national Mental Health Strategic Plan (MHSP) to reform VA mental
health programs, moving from the traditional treatment of symptoms to embrace re-
covery potential in every veteran under VA care. We also appreciate the will of Con-
gress in continuing to insist that VA dedicate sufficient resources in pursuit of com-
prehensive mental health services to meet the needs of veterans. One key part of
improving mental health services and increasing access to those specialized services
is through sufficient staffing levels. The DAV supports the intent of this measure
(H.R. 784) that would attempt to verify the current vacancies in mental health posi-
tions in VA facilities and thus the gap in mental health professionals needed to pro-
vide timely, high quality mental health services to veterans who need them. DAV
is concerned, nevertheless, that the intended goal of the bill will be unfulfilled un-
less Congress goes beyond requiring VA to provide simply the number of vacancies
but rather requiring VA to adopt and enforce mechanisms to assure its policies at
the top are reflected as results in the field. As written, we are concerned that enact-
ment of the bill would not surface the kind of information Congress needs to conduct
proper oversight of VA’s results and status in achieving mental health reforms.

The development of the MHSP and the new Uniformed Mental Health Services
(UMHS) policy (detailed in VHA Handbook 1160.01, dated September 11, 2008) pro-
vide an impressive and ambitious roadmap for VHA’s transformation of its mental
health services. However, we have expressed continued concern about oversight of
the implementation phase of these initiatives. The VA MHSP was developed before
the impact of Operation Enduring Freedom and Operation Iraqi Freedom (OEF/OIF)
was evident, and we believe a pressing need is emerging for Congress to ramp up
the monitoring of VA’s strategies, policies, and operating plans being implemented
to deliver on the promise of the current strategic plan. We believe VHA must also
conduct accurate annual needs and gap assessments to take into account the chang-
ing needs of the veteran population, including the newest generation of combat vet-
erans.

Historically approximately one fifth (20 percent) of veterans receiving any kind of
VA care consumed a mental health service. This use rate in general is well above
the rate for the private sector. According to VA, the needs of OEF/OIF veterans for
mental health services are even greater, with almost 45 percent having been evalu-
ated for, or having received, a possible diagnosis of a mental health disorder. Based
on past experience and confirmed in the scientific literature, it is clear that the
needs and greater demand for mental health services continue for 5 to 10 years fol-
lowing combat exposure. In a recent compilation of screening data for servicemem-
bers returning from deployments in Iraq, nearly 40 percent of active duty soldiers
and more than 30 percent of active duty Marines screened positive for a psycho-so-
cial problem. The rates for reservists were even higher—over 45 percent for Army
reserve, 50 percent for Army National Guard and nearly 45 percent for Marine re-
serves. On all surveys of psychological concerns among OEF/OIF servicemembers,
these rates rise as they experience repeated deployments. For some, the pressures
become unbearable. While the wars continue and the number of deployments per
servicemember climbs, rates of suicide in the military are rising. Given these find-
ings, easily accessible, high quality VA mental health and substance-use disorder
treatment is essential to address the post-deployment mental health needs of com-
bat veterans early on, before symptoms become chronic. Today, VA is challenged to
meet these needs, and without meaningful oversight that challenge will grow as
time goes along.

VA has been chronically plagued with wide variation among medical centers on
the adequacy of the continuum of care of mental health services offered. Wide
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unexplainable variations were documented every year from 1996 when Congress
first mandated that VA track whether it was maintaining its capacity to provide
mental health services, until the final report from that expired mandate was deliv-
ered to Congress. In February 2004 the VA Capital Asset Realignment for Enhanced
Services (CARES) Commission included a special section on mental health services
underscoring its assessment that the breadth of services and access to mental
health care were unacceptably variable across the system. In June 2004, a VA men-
tal health task force again documented wide variation in the availability of and ac-
cess to a full continuum of mental health care services, particularly in substance-
use disorder treatment, and in use of evidence-based approaches to the care of post-
traumatic stress disorder (PTSD) and other mental disorders.

In response to the 2003 New Freedom Commission’s call for action, VA developed
a national strategic plan for mental health services which was finalized in Novem-
ber 2004. In showing sensitivity to VA’s commitment to reform, Congress allocated
new funds to enhance mental health services and required VA to spend these funds
in pursuit of that reform. Despite these efforts, in May 2007 the VA Inspector Gen-
eral again criticized the consistency and adequacy of mental health services
throughout the system.

To address these concerns VA has been provided with targeted mental health
funds in more recent years’ appropriations to augment mental health staffing across
the system. This funding was intended to address widely recognized gaps in the ac-
cess and availability of mental health and substance-use disorder services that ex-
isted prior to the development of the MHSP, to address the unique and increased
needs of veterans who served in OEF/OIF and to create a comprehensive mental
health and substance-use disorders system of care within VHA that is focused on
recovery—a hallmark goal of the New Freedom Commission. In addition, VHA devel-
oped its UMHS policy so that veterans nationwide can be assured of having access
to the full range of high quality mental health and substance-use disorder services
in all VA facilities and at the time that they are most needed. Timely, early inter-
vention services can improve veterans’ quality of life, prevent chronic illness, pro-
mote recovery, and minimize the long-term disabling effects of undetected and un-
treated mental health problems. These funds have been dispersed as part of special
initiatives, with a clear mandate that they would be used to augment current men-
tal health staffing, not merely replace older positions as they become vacant.

While the specialized mental health augmentation funding has significantly im-
proved mental health services across VHA, a recent gap analysis conducted by VHA,
resulting in the UMHS plan, underscores how much still needs to be done to assure
equity of access for all veterans. Furthermore we understand that this analysis (one
that VA has not released to the Congress or the veterans service organization com-
munity) does not fully take into account many important factors such as the cost
and effort required to provide newer evidence-based treatments for priority condi-
tions such as PTSD.

Supplementary mental health funds were allocated as time-limited, annual “spe-
cial purpose” funding allocations that occurred outside of the usual Veterans Equi-
table Resource Allocation (VERA) process. Although there was a clear expectation
by Congress that the services based on these funds would be maintained into the
foreseeable future, within VA the continued medical center funding has not been
promised or assured. It is critical that these programs and the UMHS package be
maintained, since, as was learned tragically after the Vietnam War, the needs for
mental health services are not time-limited, since many veterans of that era first
sought care long after the conflict ended. We understand that VHA now proposes
to move funding for these programs into the VERA process. We are concerned that
if all mental health funds moved into VERA and mixed with other medical care
funds allocated to the medical centers, mental health and substance-use disorder
programs will be again at great risk for erosion. In fact this has been the case in
the past when mental health and substance-use disorder funds were allocated under
VERA and were required to compete directly with other acute care programs.

VHA is a large integrated health care system with national policy and program
mandates but today is characterized as a largely decentralized management system.
While local flexibility has many strengths, the budgetary discretion granted at the
Network and local medical center levels for the use of funds allocated through
VERA could have unwarranted consequences for vulnerable veteran populations
who have special needs. Comprehensive and detailed oversight and monitoring is
imperative if ongoing progress in filling critical gaps in mental health services
across the Nation is to be assured and recovery is to be fully embraced.

We believe the solution to this pressing problem would need two major compo-
nents: an attentive oversight process, and an empowered organizational structure
to inform that oversight responsibility.
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The oversight process we envision in mental health would be a constructive one
that is helpful to VA facilities, rather than punitive. It should be data-driven and
transparent, and should include local evaluations and site visits to factor in local
circumstances and needs. Such a process could assure that ongoing progress is made
in achieving the goal of the VA MHSP and UMHS package to provide easily acces-
sible and comprehensive mental health services equitably across the Nation.

Mr. Chairman, the second component necessary to make the first one meaningful
would be putting in place an empowered VA organizational structure to assure that
this oversight process is robust, timely and utilizes the best clinical and research
knowledge available. Such a structure would require VHA to collect and report de-
tailed data, at the national, network and medical center levels, on the net increase
over time in the actual capacity to provide comprehensive, evidence-based mental
health services. Using data available in current VA data systems, such as VA’s pay-
roll and accounting systems, supplemented by local, audited reports where nec-
essary, could provide information down to the medical center level on at least the
following for the period fiscal year 2004 to the present fiscal year:

e The number of full-time and part-time equivalents of psychiatrists and psy-
chologists;

e The number of mental health nursing staff;

e The number of social workers assigned to mental health programs;

e The number of other direct care mental health staff (e.g. counselors, outreach
workers);

e The number of administrative and support staff assigned to mental health pro-
grams;

e As a basis for comparison, the total number of direct care and administrative
full-tin:ie employee equivalents (FTEE) for all programs, mental health and oth-
ers; an

e The number of unfilled vacancies for mental health positions that have been ap-
proved, and the average length of time vacancies remain unfilled.

The current practice of reporting only the number of offers made to prospective
new mental health staff members, and not the number who are actually on board,
should be immediately halted, since we know there are lags of several months in
actually bringing these new clinicians on board.

Mr. Chairman, we believe VA should be required to establish a web-based clinical
inventory instrument to gather information from the field about existing mental
health programs (i.e., PTSD, substance-use disorder, etc.) in each VA facility includ-
ing hours of operation, caseloads and panel sizes, staffing levels and current capac-
ity to provide evidence-based treatments as specified in published VA/DoD Evi-
dence-Based Practice Guidelines.

VA should also develop an accurate demand model for mental health and sub-
stance-use disorder services, including veteran users with chronic mental health
conditions and projections for the needs of OEF/OIF veterans. This model develop-
ment should be created parallel to the VA mental health strategic planning process.
This model should include estimated staffing standards and optimal panel sizes for
VA to provide timely access to services while maintaining sufficient appointment
time allotment.

Assuming the creation of these resource tools, Congress should also require VA
to establish an independent body, a “VA Committee on Veterans with Psychological
and Mental Health Needs,” with appropriate resources, to analyze these data and
information, supplement its data with periodic site visits to medical centers, and
empower the Committee to make independent recommendations to the Secretary of
Veterans Affairs and the Congress on actions necessary to bridge gaps in mental
health services, or to further improve those services. Membership of the Committee
should be made up from VA mental health practitioners, veteran users of the serv-
ices and their advocates, including veterans service organizations and other organi-
zations concerned about veterans and VA mental health programs. The site visit
teams should include mental health experts drawn from both within and outside of
VA. These experts should consult with local VA officials and seek consensual, prac-
tical recommendations for improving mental health care at each site. This inde-
pendent body should synthesize the data from each of the sites visited and make
recommendations on policy, resources and process changes necessary to meet the
goals of the MHSP.

In addition to these changes, VA should be directed to conduct specialized studies,
under the auspices of its Health Services Research and Development Program and/
or by the specialized mental health centers such as the Mental Illness Education,
Research and Clinical Centers (MIRECCs) in several sites, the Seriously Mentally
Il Treatment, Research Education and Clinical Center (SMITREC) in Ann Arbor;
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and the Northeast Program Evaluation Center in West Haven, among others, on eq-
uity of access across the system; barriers to comprehensive substance use disorders
rehabilitation and treatment; early intervention services for harmful/hazardous sub-
stance use; couples and family counseling; and programs to overcome stigma that
inhibits veterans, particularly newer veterans, from seeking timely care for psycho-
logical and mental health concerns.

As an additional validation, we believe that the Government Accountability Office
(GAO) should be directed to conduct a follow-on study of VA’s mental health pro-
grams to assess the progress of the MHSP, the UMHS, and to provide its inde-
pendent estimate of the FTEE necessary for VA to carry out the above-noted initia-
tives. Congress should also require GAO to conduct a separate study on the need
for modifications to the current VERA system to incentivize its fully meeting the
mental health needs of all enrolled veterans.

While DAV supports the basic intent behind H.R. 784, we ask the Subcommittee
to consider a broader scope of oversight of VA’s mental health program than envi-
sioned by the bill. We believe the ideas above—ideas that we have gleaned from a
number of mental health and research professionals in and out of VA, and from the
literature, are necessary to fully ensure VA is moving its mental health policy and
program infrastructure in a proper direction. Also, we urge the Subcommittee,
which would be the major recipient of this new approach to reporting true VA men-
tal health capacity, to continue its strong oversight to assure VA’s mental health
programs and the reforms it is attempting to meet all their promise, not only for
those coming back from war now, but for those already here.

H.R. 785—To direct the Secretary of Veterans Affairs to carry out a pilot
program to provide outreach and training to certain college and uni-
versity mental health centers relating to the mental health of veterans
oofI Igperation Enduring Freedom and Operation Iraqi Freedom (OEF/

The intent of this bill is to establish a 4-year pilot program aimed at improving
outreach to OEF/OIF veterans on the campuses of colleges and universities. The
measure would require VA to provide training to clinicians, administrative and
other relevant individuals at the selected pilot sites for the purpose of improving
access to mental health treatment and services for returning war veterans from Iraq
and Afghanistan. H.R. 785 would require VA to report on the selected pilot sites,
the number of OEF/OIF veterans enrolled in each university or college, a description
of the services to be made available under the program and assessment and effec-
tiveness of the program. The bill would authorize appropriations of $3 million annu-
ally to carry out its intent for each fiscal year 2010 through 2013.

Current research findings indicate that combat veterans from OEF/OIF are at
higher risk for post traumatic stress disorder (PTSD) and other post-deployment
mental health problems. VA reports that veterans of the current wars have sought
care for a wide range of medical and psychological conditions, including depression,
anxiety, PT'SD and substance-use disorders.

The VA has a unique obligation to meet the health care and rehabilitative needs
of veterans who have been wounded during military service or who may be suffering
from post-deployment readjustment problems as a result of combat exposure. The
VA and Congress must remain vigilant to ensure that Federal programs aimed at
meeting the needs of the newest generation of combat veterans are sufficiently fund-
ed and adapted to meet them, while continuing to address the chronic health main-
‘fclenance needs of older veterans who served and were injured in earlier military con-

icts.

DAV Resolution 166, adopted in general session by our members at DAV’s Na-
tional Convention assembled in Las Vegas, Nevada, August 9-12, 2008, supports
program improvement and enhanced resources for VA mental health programs to
achieve adjustment of new combat veterans and continued effective mental health
care for all enrolled veterans needing such services. Therefore, DAV is pleased to
support H.R. 785, a bill that would offer an appropriate outreach effort and would
attempt to better inform academic centers about VA services and the unique needs
our newest generation of war veterans—and specifically about their post-deployment
mental health needs.

H.R. 1211—Women Veterans Health Care Improvement Act

This measure seeks to expand and improve health care services available to
women veterans from the Department of Veterans Affairs (VA); especially those
serving in Operations Iraqi and Enduring Freedom (OIF/OEF).

Title I, section 101 would require VA to enter into a contract with an outside enti-
ty or organization to perform a comprehensive study and report on the existing bar-
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riers that impede or prevent women from accessing health care and other services
from VA. This study would build on the work of the National Survey of Women Vet-
erans in FY 2007-2008, to ensure sufficient sample size and include reporting on
such barriers as perceived stigma with seeking mental health services, child care,
distance to and availability of care, acceptability of integrated primary care, percep-
tion };)f personal safety and gender sensitivity during care, and effectiveness of out-
reach.

The VA would be required to internally review the results of the study and submit
findings with respect to the study to specified divisions within VA, and would be
further required to submit two reports to Congress. The report to Congress would
include recommendations for administrative and legislative action by the VA Sec-
retary as deemed appropriate. The bill would authorize appropriations of $4 million
to carry out the purpose of this section.

Section 102 would require VA to contract with an outside entity or organization
to perform a comprehensive assessment of existing health care programs for women
veterans and report the findings to Congress. This would include assessment of spe-
cialized programs, including those for women with post traumatic stress disorder
(PTSD), those who are homeless, require substance-use disorder or mental health
treatment, and for women who require obstetric/gynecological care. The assessment
would rate the effectiveness of the VA’s programs based on the frequency with
which the services are provided, the demographics of women using these services,
the locations of the services, and whether, and to what extent, waiting lists, distance
to care, and other factors affect the receipt of services.

After the assessment is completed, and no later than 1 year after the enactment
of this Act, the Secretary would be required to provide a report to Congress on a
plan to improve health care services to women veterans, and project future health
care needs to include mental health needs of OEF/OIF women veterans. The report
would also include a list of services available at every medical center in the Depart-
ment and include recommendations for administrative and legislative action that
the VA Secretary deems appropriate. Within 6 months of this report, GAO would
be required to submit a report to Congress based on the Secretary’s report. The bill
would authorize $5 million to be appropriated to carry out the purposes of this sec-
tion.

Title II, section 201 would amend subchapter VIII of chapter 17 of title 38, United
States Code, to authorize hospital care and services for newborn children of women
veterans receiving maternity care at a Department facility or through contract care
at VA expense, for a period of 14 days beginning on the date of birth of the child.

Section 202 would improve VA’s ability to assess and treat veterans who have ex-
perienced military sexual trauma (MST) who exhibit symptoms of PTSD by requir-
ing a new tailored training and certification program to ensure VA health care pro-
viders develop competencies in caring for these co-occurring conditions. Section 202
would also mandate that professionals be trained in a consistent manner to include
the principles of evidence-based treatment and care for MST and PTSD.

Under this authority, the Secretary would also be required to provide Congress
an annual report covering a number of areas including the number of mental health
professionals, graduate medical education trainees, and primary care providers who
have been certified under the program, along with the amount and type of con-
tinuing medical education that they complete for the required certification; in addi-
tion, the report would include the number of graduate medical education, training,
certification and continuing medical education (CME) courses that were provided by
the program. The report would also detail the number of veterans who received
counseling, care and services from these certified professionals, trainees and other
providers, and the number of trained full-time employee equivalents needed to meet
the needs of veterans treated for MST and PTSD. Finally, the report would contain
%r’fys 1gecommended improvements for treating veterans with co-occurring MST and

Section 203 would authorize a 2-year pilot program, in at least three VISNs, of
reimbursement for the expenses of child care services for certain qualified veterans
receiving mental health, intensive mental health or other intensive health care serv-
ices, whose absence of child care might prevent them from obtaining these services.
The term “qualified veteran” would be defined as a veteran with the primary care-
taker responsibility of a child or children. Following the completion of the pilot, the
Secretary would be required to report on the program, including recommendations
to Congress for continuing or expanding the program. The bill would authorize ap-
propriations of $1% million for each of fiscal years 2010 and 2011 to carry out the
pilot program under this section.

Section 204 would require recently separated women veterans and minority vet-
erans to be appointed to certain VA advisory committees.
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Women veterans are a small but dramatically growing segment of the veteran
population. The current number of women serving in active military service and its
reserve and Guard components has never been larger and this phenomenon predicts
that the percentage of future women veterans who will enroll in VA health care and
use other VA benefits will continue to grow proportionately. Also, women are serv-
ing today in military occupational specialties that take them into combat theaters
and expose them to some of the harshest environments imaginable, including serv-
ice in the military police, artillery, medic and corpsman, truck driver, fixed and ro-
tary wing aircraft pilots and crew, and other hazardous duty assignments. VA must
prepare to receive a significant new population of women veterans in future years,
who will present needs that VA has likely not seen before in this population.

Mr. Chairman, this comprehensive legislative proposal seeking to access, improve
and expand VA services for women veterans, is fully consistent with a series of rec-
ommendations that have been made in recent years by VA researchers, experts in
women’s health, VA’s Advisory Committee on Women Veterans, the Independent
Budget, and DAV. DAV Resolution 238 seeks to ensure high quality comprehensive
VA health services for all women veterans, with a special focus on the unique post-
deployment needs of women veterans returning from OEF/OIF. DAVs resolution
notes that VA needs to undertake a comprehensive review of its women’s health pro-
grams, and seek innovative methods to address barriers to care for women veterans
to ensure they receive the treatment and specialized services they need and deserve.
Therefore, we fully support H.R. 1211 and urge the Subcommittee to recommend its
enactment.

We note with regard to section 202 of the bill that it specifically references
“women” a couple of times. VA MST and mental health specialists have reported
to us that veterans currently under care for MST in VA programs are nearly equally
divided by gender. While we fully support the purposes of the bill, and have no ob-
jection to the purposes of section 202 being included in the bill, we would rec-
ommend any references in section 202 to “women” be made gender neutral. Alter-
nately, the bill could be amended to sub-divide the required report for each gender.

Draft Bill—To amend title 38, United States Code, to expand veteran eligi-
bility for reimbursement by the Secretary of Veterans Affairs for emer-
gency treatment furnished in a non-Department facility.

This bill would amend subparagraph (b)(3)(C) of section 1725 of title 38, United
States Code, by striking the words “or in part” where they appear in current law.
In subsection (f)(2) the bill would strike subparagraph E. The bill would also add
new language to clarify Congressional intent that VA would be required to assume
responsibility as a secondary payer in a case in which an otherwise eligible veteran
has private insurance coverage that pays a portion or part of the cost of an episode
of emergency care in a private facility. Under the bill, VA would pay the remainder
of the veteran’s obligation, less any required copayments under the associated pri-
vate insurance coverage. DAV supports the purposes of this draft bill and appre-
ciates the sensitivity of the Subcommittee leadership in developing an effective solu-
tion to a nagging problem plaguing both service-connected and nonservice-connected
veterans who rely on VA to meet their primary health care needs.

In 1999, Congress enacted the Veterans Millennium Health Care and Benefits
Act, Public Law 106-117. That Act provided the authority sought by VA at the time
to complete its role as a comprehensive health care system for all veterans who are
enrolled, by giving VA authority to reimburse costs of emergency private care under
certain circumstances. Prior to passage of the Millennium Act, VA was essentially
without authority to pay emergency expenses in private facilities for its own pa-
tients, unless generally they were service-connected veterans. Under prior law VA
was authorized to pay for non-VA emergency treatment for a veteran’s service-con-
nected disability, a nonservice-connected disability aggravating a veteran’s service-
connected condition, any condition of a veteran rated permanently and totally dis-
abled from a service-connected condition(s), and a veteran enrolled in a VA voca-
tional rehabilitation program.

The intent of this bill would enable a veteran, enrolled in VA health care, who
otherwise is eligible for VA reimbursement of certain private emergency health care
expenses under the Millennium Act authority but for the existence of coverage “in
part” by a form of private health insurance (no matter how major or minor such
private coverage might be), to be reimbursed as otherwise authorized under the Mil-
lennium Act’s emergency care reimbursement program. Rescission of the words “or
in part” in section 1725, accompanied by the striking of subparagraph E of sub-
section (f)(2) of that section, would provide VA a clearer authority. For a VA-en-
rolled veteran with minimal insurance coverage (such as a small medical rider on
a state-mandated automobile insurance plan) to secure VA reimbursement for emer-
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gency care under the intended authority, would be an exceedingly helpful new ben-
efit.

Today, a number of enrolled veterans routinely are being denied reimbursement,
because they are covered “in part,” even if all other eligibility requirements are met.
The bill would be effective as of October 8, 2007, presumably to take into account
the circumstances of any individuals who may have recently been denied VA reim-
bursement because of the current “in part” restriction.

DAV supports the intent of this draft bill. This bill’s purposes are in full accord
with the mandate from our membership expressed in DAV Resolution No. 178,
adopted at our National Convention assembled in Las Vegas, Nevada, August 9-12,
2008. Its purposes are also consistent with the recommendations of the Independent
Budget to improve reimbursement policies for non-VA, emergency health care serv-
ices for enrolled veterans. We urge the Subcommittee Chairman to introduce this
bill, to gain its further consideration by the Full Committee, and we endorse its en-
actment into law. The DAV thanks those involved for their efforts to ensure this
essential emergency relief benefit originally contemplated in the Millennium Act,
and its improvements from this bill, are properly implemented.

With regard to this bill, we note the current renewed discussion of the need for
national health reform, a major stated goal of this Administration. Emergency hos-
pitalization of the uninsured is one of the driving forces for reform in the private
sector. One of the unintended consequences of such reform might well impact on the
VA health care system. In that regard, we ask the Subcommittee for vigilance to
ensure that whatever shape reform may ultimately take, that veterans’ rights be
protected for continuation of reimbursement of their emergency health care services
as authorized by section 1725, title 38, United States Code.

Mr. Chairman, this concludes the testimony of Disabled American Veterans on
these important bills. I would be pleased to respond to questions from you or other
Members of the Subcommittee on these matters.

——

Prepared Statement of Joseph L. Wilson, Deputy Director, Veterans Affairs
and Rehabilitation Commission, American Legion

Mr. Chairman and Members of the Subcommittee:

Thank you for the opportunity to present The American Legion’s views on these
two important pieces of legislation.

H.R. 784, Quarterly Reports on Vacancies in Mental Health Professional Po-
sitions

H.R. 784 seeks to improve the recruitment of mental health care professionals by
having the Secretary of Veterans Affairs submit quarterly reports on mental health
employment vacancies at VA Medical Centers nationwide.

Section (a) requires the Secretary of Veterans Affairs to submit to Congress a re-
port describing any vacancy in a mental health professional position at any medical
facility of the Department, no later than 30 days after the last day of a fiscal quar-
ter. Within these reports, the Secretary is to indicate, for each vacancy, the Vet-
erans Irétegrated Services Network (VISN) to which the facility with the vacancy is
assigned.

The American Legion’s “System Worth Saving” Task Force visits medical facilities
around the country and reports a constant need for additional mental health pro-
viders in almost every Medical Facility. As VA continues to screen, identify, and
treat veterans suffering from mental health disorders through VA outreach coordi-
nators and Vet Center’s Global War on Terror Counselors, having the staffing capa-
bilities to treat veterans after initial intervention is paramount. Resolution 150,
“The American Legion Policy on Department of Veterans Affairs Mental Health
Services,” states that VA now has more mental health patients seeking treatment
with fewer mental health providers.” The American Legion believes that with a
quarterly report, mental health care services for veterans will be more widely avail-
able because less time for recruitment will be needed.

The American Legion supports any standard(s) that improve the mental health
capabilities of VA and its medical facilities, and in turn would like to see the pas-
sage of H.R. 784. To provide our veterans with the most adequate mental health
care, there needs to be the proper amount of mental health providers in the VA
Medical Centers. The inadequacy of mental health providers gives way to sub-
standard care and the possibility that veteran mental health care needs will fall
through the cracks.
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H.R. 785, Pilot Program on Outreach and Training Relating to Mental
Health of Veterans of Operation Iraqi Freedom and Operation Endur-
ing Freedom

This bill establishes a pilot program to provide outreach and training to certain
college and university mental health centers relating to the mental health of vet-
erans of Operation Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF),
and for other purposes.

Section 1(a) seeks to establish a 4-year program under which the Secretary shall
provide a counseling center, student health or wellness center at a college or univer-
sity with a large veteran population to increase outreach efforts.

Resolution 150, “The American Legion Policy on Department of Veterans Affairs
Mental Health Services,” states that veterans continue to need increased access to
mental health care. A RAND Study on the ‘Invisible Wounds of War: Addressing
the Mental Health Needs of Returning Soldiers’ in 2008 estimated that 300,000 vet-
erans, or 18% percent of those deployed, were diagnosed by VA with Post Traumatic
Stress Disorder or major depression. This number continues to rise and efforts to
increase access and quality of care at the universities and colleges are imperative
to ensure assistance is available to these veterans during a time of crisis. Addition-
ally, training is needed to ensure college and university staff is prepared in the case
of a veteran’s mental health crisis. Moreover, The American Legion supports the in-
creased outreach efforts at universities or colleges where many veteran students are
not familiar with VA benefits and services.

Mr. Chairman and Members of the Subcommittee, The American Legion sincerely
appreciates the opportunity to submit testimony and looks forward to working with
you and your colleagues on the abovementioned matters. Thank you.

————

Prepared Statement of Eric A. Hilleman, Deputy Director, National
Legislative Service, Veterans of Foreign Wars of the United States

MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE:

On behalf of the 2.2 million men and women of the Veterans of Foreign Wars of
the U.S. (VFW) and our Auxiliaries, I would like to thank you for the opportunity
to provide our views on the bills under consideration at today’s hearing. These bills
would make meaningful changes in the law, improving the quality of health care
this Nation’s veterans receive at the Department of Veterans Affairs (VA). We urge
quick passage of all four.

H.R. 784, a bill to report quarterly on vacancies in mental health profes-
sional positions in the Department of Veterans Affairs (VA)

The VFW supports, this bill would require the Secretary of VA to report to Con-
gress, no later than 30 days from the end of the quarter, each vacancy for: psychia-
trists, psychologists, social workers, marriage and family therapists, and licensed
professional mental health counselors. Each report would be required to state the
Veterans Integrated Services Network (VISN) or region in which the vacancy ex-
isted. The date of termination for these quarterly reports would be December 31,
2014.

Currently, reporting on vacancies for mental health professionals is not shared
with Congress. Reporting vacancies to Congress will elevate the issue of the health
care professional shortage and draw much needed attention to developing these pro-
fessions nationally. In breaking out the data by VISN, Congress and the VA can ad-
dress regional shortages and/or barriers to employing these essential health care
professionals. Fully understanding the shortages and need for mental health care
professionals may also aid in creating incentives for their employment.

VFW is proud to support this legislation.

H.R. 785, a bill to establish a pilot program from FY 2010 to 2013 to educate
and engage in outreach to college and university mental health centers

The VFW enthusiastically supports this legislation, which would give the VA Sec-
retary the authority to train college and university clinicians, administrators, and
counselors to serve veterans returning from Operation Enduring Freedom and Oper-
ation Iraqi Freedom (OEF/OIF). The VA would highlight illnesses common to vet-
erans, resources available, and any other service the Secretary determined nec-
essary for this program. The reporting component of the program would require the
Secretary to report to Congress not later than 2 years after enactment of this Act.
The Authorization for Appropriations of this Act would be $3 million.
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This legislation follows the prevailing trend of engagement of and on behalf of
OEF/OIF veterans. We believe this bill will help to combat stereotypes of veterans
in the community, de-stigmatizing mental health issues related to military service.
Through educating the education community this information can hopefully be
broadly disseminated into the counseling and social work industry. Not only is this
a benefit to schools and the community, it directly affects veterans on campuses
across the Nation and eases their transition/reintegration.

The timing of this bill is especially important due to the New GI Bill the VA an-
ticipates an increase of veterans on college campuses in the coming years. Many vet-
erans will encounter an entirely new culture and bureaucracy not designed to sup-
port older students with unique needs. It is for these reasons that the VFW enthu-
siastically supports this bill.

H.R. 1211, “Women Veterans Health Care Improvement Act”

VFW is proud to support H.R. 1211, legislation that would improve benefits and
services to female veterans, especially those who have served or are serving in OEF/
OIF operations. Recent data collected by VA’s Center for Women Veterans reports
that the number of women serving on active duty is about 15 percent, and that fe-
male personnel serving in Guard and Reserve capacities is 17.6 percent and grow-
ing. VA reports that 44 percent of the transitioning female veterans are seeking care
at VA. As the number of females in uniform grow, so too will the percentage of fe-
males seeking services at VA. VFW is encouraged by the improvements this bill,
and we remain hopeful this legislation will ease access to servicers at VA by women
veterans.

The VFW recognizes that VA has begun to compile data with the goal of better
understanding the barriers facing women within VA. We encourage VA to continue
studying with an eye toward creating a more accepting culture at VA for female vet-
erans. The improvements cited in this bill are an excellent means for progressing
toward that goal.

The VFW supports section 101, which would require VA to study barriers in pro-
viding comprehensive health care for women including: scope of services provided
to women, effective outreach, mental health care and gender sensitivity of its health
care providers. For many years, VA has been a gender-focused institution. All health
care, documents, outreach, and programs were focused on male veterans, institu-
tionalizing a lack of sensitivity for the needs of female veterans. Studies such as
this will enable VA to move beyond the one-size-fits-all ideals and tailor its services
to the specific needs of female veterans. It is our understanding that VA has already
successfully executed a sample study of women veterans, the “Women Veterans Am-
bulatory Care Use Project, Phase II,” in the West LA area and this study has con-
tributed to VA’s health care providers understanding of female veterans in this
area. For example, the study finds that female VA users are more likely than non-
users to receive mental health services. We believe the results of this study have
led to increased sensitivity and understanding of women veterans and could have
positive and lasting impacts in the way female veterans are treated if implemented
across the system.

The VFW also supports section 102, which would require a comprehensive assess-
ment of current health care programs and services provided to women by the VA.
The study would examine services including specialized programs to treat PTSD,
substance abuse and mental illness, as well as the availability of obstetric and
gynecologic care throughout the VA system. Further, it collects data on waiting
times, health care services offered, demographics, geographic distance, and other
factors faced by female veterans. In time, we believe this data will aid to close the
existing gender gap and provide care sensitive to the needs of female veterans.

We fully support the sections contained in Title II of the legislation, which deal
with the improvement and expansion of health-care programs for women veterans.

We applaud the recommendation of section 201 to extend health care coverage,
for up to 14 days, to female veterans’ newborns. The period of 14 days is essential
to the health of the child and the veteran, allowing continuity in obstetrics and
gynecologic care. The VFW would encourage research on birth defects of children
born to female veterans; we are highly sensitive to unknown exposures and environ-
mental factors related to OEF/OIF service. Further recommendations on this issue
are found in the FY 2010 edition of the Independent Budget (IB).

The VFW is extremely supportive of section 202, which would authorize VA to
provide graduate level training, certification, and continuing medical education for
counseling with specific focus on evidence-based treatment and care for Military
Sexual Trauma (MST) and PTSD. This is all too common among combat theatre fe-
male veterans. In these cases, VA should strive to be hypersensitive to the environ-
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ment, approach, and treatment options when providing care or evaluating veterans
for their physical and mental health needs related to MST.

We also strongly support section 203, which would create a pilot program to pro-
vide childcare for veterans receiving health care through VA. This is a valuable pro-
posal, which has the potential to eliminate a tremendous barrier for care, especially
for single parents.

In addition, we applaud section 204, which adds two recently separated female
veterans to the VA Advisory Committees on women veterans and minority veterans.
The veteran population is increasing greatly with the return of OEF/OIF veterans.
Veterans of the current conflict era have specific needs.

A Draft bill to close existing loopholes in law, allowing VA to cover unmet
emergency room treatment for veterans in certain cases

The VFW is pleased to offer our support for the draft legislation that deals with
an issue important to a number of our members. This bill would allow VA to pay
for of emergency care for veterans enrolled in VHA under certain cases. It closes
a loophole that sticks many veterans unfairly with a large hospital bill.

Section 1725 of Title 38 authorizes VA to reimburse veterans for medical expenses
related to emergency care at non-VA facilities if the veteran is enrolled and using
the VA health care system. This is an important safety net for many veterans who
have no other means to pay for potentially life-saving care. However, veterans who
receive a portion of their care cost from another source, such as an insurance settle-
ment or judgment are not eligible for any reimbursement, even if that amount is
a fraction of the cost of their care. This bill allows VA to be a secondary payer in
those situations, so the vet will not have to pay out of pocket. Additionally, it re-
moves care accidents where insurance pays out for medical coverage from the list
of things that would bar VA from paying for emergency care.

This legislation lifts these restrictions, treating VA as a secondary payer to cover
the remaining amount due for a veteran’s emergency room care. We fully support
this legislation. VFW believes that all essential emergency room care should be cov-
ered for all veterans.

Mr. Chairman, this concludes my testimony. I would be happy to answer any
questions that you or the Members of the Subcommittee may have. Thank you.

———

Prepared Statement of Todd Bowers, Director of Government Affairs, Iraq
and Afghanistan Veterans of America

Madam Chair, and Members of the Subcommittee, thank you for inviting Iraq and
Afghanistan Veterans of America (IAVA) to testify today, and for giving us the op-
portunity to present our views on H.R. 784, H.R. 785, H.R. 1211 and drafted legisla-
tion pertaining to emergency care. On behalf of IAVA and our more than 125,000
members and supporters, I would also like to thank you for your unwavering com-
mitment to our Nation’s veterans.

H.R. 784

TIAVA is very concerned with the national shortage of mental health professionals,
and in particular, how this shortage affects access to adequate mental health care
for troops and veterans. The VA has already been flooded by new veterans seeking
care for psychological injuries. More than 178,000 Iraq and Afghanistan veterans
seen at the VA have been given a preliminary diagnosis of a mental health problem,
about 45 percent of new veterans who visited the VA for any reason.

Although the VA was initially caught unprepared with a serious shortage of staff
and an exceedingly inadequate budget, the Department has made significant
progress in responding to the needs of new veterans. Thanks to a mental health
budget that has doubled since 2001, the VA has been able to devote $37.7 million
to placing psychiatrists, psychologists, and social workers within primary care clin-
ics. While psychologist staff levels were below 1995 levels until 2006, the VA has
recruited more than 3,900 new mental health employees, including 800 new psy-
chologists, bringing the VA’s total mental health staff to about 17,000 people. The
VA is now the single largest employer of psychologists in the country.

That being said, access to mental health care, particularly for rural and female
veterans, is still an issue, in part because of the continued shortage of mental health
professionals. As an example, Montana ranks fourth in sending troops to war, but
the state’s VA facilities provide the lowest frequency of mental health visits.

H.R. 784 will establish congressional oversight over vacancies in the VA’s mental
health professional positions, and the increased transparency will help improve
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staffing at VA hospitals and clinics. IAVA fully supports this legislation and looks
forward to seeing its rapid implementation.

H.R. 785

With the passage of the historic “Post-9/11” GI Bill last year, there will be a flood
of Iraq and Afghanistan veterans taking advantage of their new education benefits
and attending universities across the Nation. It is to be expected that many of these
veterans will turn to their student health centers while attending school for medical
care. This is an opportune time to advertise and extend VA mental health care serv-
ices to new veterans.

H.R. 785 helps facilitate this by ensuring that student health centers and coun-
seling services at universities have the appropriate support from the VA to provide
the best services to our Nation’s student-veterans.

TAVA is pleased to support H.R. 785 and looks forward to working with Rep-
resentative Tsongas to ensure that this legislation is enacted in a timely manner
and does not contain any technical deficiencies. It is our hope that language within
the bill will be modified to clearly define what is termed as “large enrollment” in
section 1(b)(1). It is critical that mental health services be available to all veterans
no matter what school they attend. Any university with Iraq and Afghanistan vet-
erans should have the appropriate amount of counselors ready to assist veterans.
If only schools with a very high veteran population are allocated these resources,
veterans attending institutions with a smaller veteran population will continue to
fall through the cracks. In addition, section 1(b)(1)(A) contains the following lan-
guage: “training for clinicians on treatment for mental illness commonly experienced
by such veterans.” IAVA would like to see this language more clearly defined to re-
duce the risk of certain illnesses going undiagnosed and untreated.

H.R. 1211

TAVA is pleased to see that the Subcommittee is focusing on the unique needs of
women veterans. Improvement of VA health care for women veterans is one of
IAVA’s 2009 Legislative Priorities. More than 11 percent of Iraq and Afghanistan
veterans are women, and they deserve the same access to health care as any other
American veteran.

The “Women Veterans Health Care Improvement Act” will help gather critical in-
formation on the quality of VA care provided to women veterans. By identifying bar-
riers to care or gaps in services that women veterans are experiencing, the VA and
Congress can better address these shortfalls.

With respect to Title II, section 202 of the discussion draft, IAVA would like to
see funding devoted to the study of the best evidence-based treatment and care for
veterans suffering from post-traumatic stress disorder as a result of both sexual
trauma and combat trauma, so that mental health care providers within the VA can
be trained on these particular treatments. This combination of traumas has rarely
been studied, but with more females serving in Iraq and Afghanistan, the possibility
of both these traumas occurring in new veterans is significant. The VA’s mental
health providers must be prepared.

In addition to this recommendation, as part of IAVA’s 2009 Legislative Agenda,
we have made multiple recommendations to adequately address the needs of women
veterans. In particular, IAVA supports prioritized hiring of female practitioners and
outreach specialists, increased funding for specialized in-patient women-only PTSD
clinics, and significant expansion of the resources available to women coping with
Military Sexual Trauma.

While not all of these issues are addressed in the Herseth Sandlin bill, it is our
hope that these provisions will be incorporated into future legislation. IAVA thanks
the Chairwoman for her work on women veterans’ issues, and looks forward to see-
ing the final language of the bill.

Thank you for your time. Semper Fi.

———

Prepared Statement of Gerald M. Cross, M.D., FAAFP, Principal Deputy
Under Secretary for Health, Veterans Health Administration,
U.S. Department of Veterans Affairs

Good Morning Mr. Chairman and Members of the Subcommittee. Thank you for
inviting me here today to present the Administration’s views on four bills (one of
which is in draft form) that would affect Department of Veterans Affairs (VA) pro-
grams that provide veterans benefits and services. With me today is Walter A. Hall,
Assistant General Counsel. We appreciate the opportunity to discuss the bills on to-
day’s agenda.
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H.R. 784 Quarterly Report on Vacancies

H.R. 784 would require the Secretary to submit quarterly reports to Congress on
any vacancies in mental health professional positions (i.e., psychiatrists, psycholo-
gists, social workers, marriage and family therapists, and licensed professional men-
tal health counselors) at any VA medical facility. These reports would have to iden-
tify the Veterans Integrated Services Network (VISN) in which the medical facility
is located and would be submitted to Congress not later than 30 days after the last
day of a fiscal quarter. This reporting requirement would terminate after December
31, 2014.

VA does not support H.R.784 because it is unnecessary. VA has been working dili-
gently to enhance mental health services throughout our system. We have done this,
in part, by increasing our core staff to date by 4,000 positions, and we plan again
this year to continue increasing the number of mental health professionals in the
field to ensure sustained operations of this vital service line at our medical centers
and clinics. Our commitment to ensuring that veterans receive needed mental
health services necessarily demands that we do our utmost to ensure that staffing
levels at VA points of access are sufficient. This data is best collected and controlled,
however, at the local level. This is because staffing and workloads are inescapably
dependent on local factors related to the local veteran population, usage rates, vet-
erans’ particular health care needs, and local employment factors. We achieve over-
sight by holding the VISN managers accountable to senior leadership. Given that
the current model is effective, we think the value in creating a quarterly reporting
requirement at the national level is limited, particularly given it would necessitate
the creation of a new complex data infrastructure to meet the bill’s requirements
and have no accurate or helpful context once removed from local factors. We would
be pleased to brief the Committee at any time on our efforts.

We estimate the cost of H.R. 784 to be $188,000 in Fiscal Year 2010; $1 million
over a 5-year period; and just over $1 million over a 10-year period.

H.R. 785 Pilot Program to Provide Outreach and Training to College and
University Mental Health Centers

The key provisions of H.R. 785 would require VA to conduct a 4-year pilot to pro-
vide outreach and training services related to the mental health needs of veterans
who served in Operation Enduring Freedom (OEF) and Operation Iraqi Freedom
(OIF) to certain college or university counseling centers, student health centers, and
student service centers. Educational institutions covered by the bill would be those
that have a large population of enrolled OEF and OIF veterans. Specifically, VA
would be required to:

e train clinicians at those sites on mental illnesses commonly experienced by
these veterans;

e train those clinicians on how to assist veterans seeking VA mental health serv-
ices;

e train administrative staff who interact with these veterans on crisis manage-
ment and other relevant skills;

e train peer counselors who conduct support groups for these veterans; and

e provide any other service VA deems necessary or appropriate.

VA supports the intent of the bill’s drafters. While costs are not prohibitive for
such a pilot project, we believe more effort needs to go into identifying the precise
scope and intended objectives of the pilot program before we can analyze whether
H.R. 785 constitutes an effective means of achieving those ends. We are also con-
cerned that the pilot program not dilute or duplicate our ongoing outreach efforts
targeted at this veteran population and, more importantly, not detract from our
ability to provide direct patient care to these and other veterans.

That said, however, we are committed to doing more in this area. We have al-
ready developed a comprehensive training course for suicide awareness that focuses
particularly on this cohort of veterans. (This training is mandatory for certain VHA
staff.) We have already shared the training module with the Department of Defense,
and we will next direct each VA medical facility to offer it to the clinical and admin-
istrative staff at local community colleges, 4-year colleges, and universities. The ad-
vantage to this training module is that it is targeted at veteran-patients, is self-
taught, and is accessible electronically online or in hard copy.

Additionally, we have developed some excellent Public Service Announcements
relevant to the bill’s concerns. We will ensure these are also made available to col-
leges and universities for broadcast on campus stations. Included in such materials
will be our advertisements and outreach materials on the Department’s suicide pre-
vention hotline and safe-driving initiative. We will also take immediate steps to es-
tablish liaisons with colleges and universities at the local level as well as enhance
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our existing associations with affiliated educational institutions by, for instance, in-
viting their staff to attend conferences at the local VA medical facilities relating to
the health needs of OEF/OIF veterans.

We welcome the opportunity to meet with the Subcommittee to discuss these ini-
tiatives further.

We estimate the cost of the pilot project to be $828,000 in Fiscal Year 2010 and
just over $3 million over the 4-year duration of the pilot program.

Draft Bill to Expand Eligibility for Reimbursement for non-VA Emergency
Care

This draft bill would expand the benefit available under 38 U.S.C. § 1725 related
to the payment or reimbursement of expenses incurred by a veteran who received
unauthorized emergency treatment from a non-VA provider for a non-service con-
nected disability. Currently, to be eligible for reimbursement of such expenses, a
veteran must meet a number of criteria, including that he or she not have “other
contractual or legal recourse against a third party that would, in whole or in part,
extinguish such liability to the provider.” 38 U.S.C. §1725(b)(3)(C). The draft bill
would amend that particular eligibility criterion to require that the veteran have
no other contractual or legal recourse against a third party that would in whole ex-
tinguish the veteran’s liability to the private provider.

The draft bill would further provide for the coordination of benefits when a vet-
eran has other legal or contractual recourse against a third party responsible for
only partial payment of the veteran’s financial liability for the non-VA emergency
treatment. In such cases, the draft bill would require VA to be a secondary payer,
but it would limit VA’s financial liability to the difference between the amount al-
ready paid by the third party (excluding copayment or deductible amounts owed by
the veteran) up to the amount VA would be authorized to pay under the program,
i.e. 70 percent of the Medicare rate. That is, the VA-allowable amount would be off-
set by the amount already paid by the responsible third party. For example, if a
non-VA provider billed a veteran $100 for the emergency treatment covered under
section 1725, the third party paid $50 on the claim, and the VA-allowable amount
for such treatment is $80, then VA would be responsible for paying $30 to the non-
VA provider under the draft bill. Payment by the Secretary would then extinguish
the veteran’s liability to the non-VA provider for the expenses of the emergency
treatment at issue. VA’s payment could not include co-payments or similar pay-
ments owed by the veteran. All of these amendments would apply to non-VA emer-
gency treatment furnished on or after October 8, 2007.

VA supports the draft bill. Under current law, VA is a payer of last resort. Con-
sequently, a veteran who would otherwise be eligible for reimbursement or payment
of private emergency medical expenses is ineligible for the benefit because a third
party makes partial payment toward the veteran’s emergency treatment expenses
pursuant to other contractual or legal recourse available to the veteran. In these
cases, veterans are often left with sizeable medical debts for which they are person-
ally liable. We understand the purpose for the legislation is to remedy this limited
situation. Payment by the Secretary as secondary payer would fully extinguish the
veteran’s liability to the private provider who furnished the emergency treatment.

It is not feasible to cost this proposal without extensive data on veterans’ personal
liability for non-VA emergency care expenses following partial payments made by
third parties under various personal injury protection policies. Those data are not
available. We have therefore estimated the cost of the draft bill based on the aver-
age payment made by the Secretary for unauthorized non-VA emergency treatment
of veterans’ non-service connected disabilities. We estimate the cost of implementing
this draft bill to be $500,000 for Fiscal Year 2010, $3 million over a 5-year period,
and $7.8 million over a 10-year period.

H.R. 1211 “Women Veterans Health Care Improvement Act”

The last bill on today’s agenda is the “Women Veterans Health Care Improvement
Act,” which contains a number of provisions that I will address individually.

Section 101 would require VA to contract with a qualified independent entity or
organization to carry out a comprehensive assessment of the barriers encountered
by women veterans seeking comprehensive health care from VA, building on the
VA’s own “National Survey of Women Veterans in Fiscal Year 2007-2008” (National
Survey). Many requirements related to sample size and the scope of the survey
would apply to the conduct of the assessment. Section 101 would also require the
contractor-entity to conduct research on the effects of the following concerns on the
study participants:

o The perceived stigma associated with seeking mental health care services.
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e The effect of driving distance or availability of other forms of transportation to
the nearest appropriate VA facility on access to care.

o The availability of child care.

e The acceptability of integrated primary care, or with women’s health clinics, or
both.

e The comprehension of eligibility requirements for, and the scope of services
available under, such health care.

e The perception of personal safety and comfort of women veterans in inpatient,
outpatient, and behavioral health facilities of the Department.

e The gender sensitivity of health care providers and staff to issues that particu-
larly affect women.

e The effectiveness of outreach for health care services available to women vet-
erans.

e The location and operating hours of health care facilities that provide services
to women veterans.

e Such other significant barriers identified by the Secretary.

Additionally, section 101 would require the Secretary to ensure that the heads of
the Center for Women Veterans and the Advisory Committee on Women Veterans
review the results of the comprehensive assessment and submit their own findings
with respect to it to the Under Secretary for Health and other VA offices admin-
istering women-veterans health care benefits.

VA supports section 101 but notes that the results of our National Survey will
not be available until later in the fiscal year. Consequently, we do not think 1t fea-
sible to enter into a contract for the mandated assessment and research until we
have first had a chance to complete and fully analyze the results of the National
Survey. Only in this way can the assessment and research adequately build on the
National Survey and reliably augment, rather than duplicate, VA’s efforts in this
area. We estimate the cost of section 101 to be $3%2 million.

Section 102 of H.R. 1211 would require VA to enter into a contract with an entity
or organization to conduct a very detailed and comprehensive assessment of all VA
health care services and programs provided to women veterans at each VA facility.
The assessment would have to include VA’s specialized programs for women with
PTSD, homeless women, women requiring care for substance abuse or mental ill-
nesses, and those requiring obstetric and gynecologic care. It would also need to ad-
dress whether effective health care programs (including health promotion and dis-
ease prevention programs) are readily available to, and easily accessed by, women
veterans based on a number of specified factors.

After the assessment is performed, the bill would require VA to develop an ex-
tremely detailed plan to improve the provision of health care services to women vet-
erans, taking into account, among other things, projected health care needs of
women veterans in the future and the types of services available for women vet-
erans at each VA medical center. VA would then be required to report to Congress
on the assessment and plan, including any administrative or legislative rec-
ommendations VA deems appropriate.

What is unclear in the bill is whether the contractor-entity conducting the assess-
ment would also be required to develop the follow-up “plan,” as the terms of section
102 refer to the contractor’s conduct of “studies and research” required by that sec-
tion.

VA supports section 102 only if the development of the mandated plan would be
conducted by a contractor-entity. We estimate the total costs of this section to be
$4,354,000 during the period of Fiscal Year 2010 through Fiscal Year 2012.

Section 201 of H.R. 1211 would authorize VA to provide hospital care and medical
services to newborns of women-veterans who receive their maternity care through
the Department. This treatment authority would be limited to 14 days, beginning
on the date of the child’s birth.

We appreciate and understand the Committee’s interest in this issue. Before we
can take a position on section 201, however, we first need to determine whether the
time-frame of 14 days is appropriate. Additionally, we must complete the cost esti-
mate for this provision. Once we complete these analyses, we will submit our views
and cost estimate for the record.

Section 202 would require VA to carry out a program to provide graduate medical
education, training, certification, and continuing medical education for mental
health professionals who provide sexual trauma care and counseling services and
care and counseling for Post-Traumatic Stress Disorder (PTSD). We do not support
section 202 because it is unnecessary. Further, the training and continued medical
education and training that VA currently requires of these mental health profes-
sionals far surpasses that which would be required by this provision.
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We believe it is essential that our medical professionals across the system be able
to effectively recognize and treat the manifestations of sexual trauma and PTSD.
To that end, we train our mental health professions on evidence-based practices
(EBPs) for PTSD and associated conditions that can result from sexual trauma, such
as depression and anxiety. VA is also conducting two national training initiatives
to educate therapists in two particular EBPs for PTSD. The first of these is Cog-
nitive Processing Therapy (CPT), which began in 2006. Following didactic training,
clinicians participate in clinical consultations to attain full competency in CPT. VA
is also using new CPT treatment manuals, originally developed and tested in civil-
ian settings for victims of rape and child sexual abuse, which had been adapted spe-
cifically for VA and the Department of Defense by inclusion of material on the treat-
ment of issues arising from the experience of sexual trauma during military service.
To date, VA has trained 1,484 VA clinicians in the use of CPT.

The second national initiative is an education and training module on Prolonged
Exposure (PE) for treatment of PTSD, which began in 2008. As you are likely
aware, there have been a number of studies supporting the use of exposure treat-
ment for PTSD. Originally PE was developed to treat sexual-assault survivors, but
it has been successfully adapted for the treatment of combat-related PTSD. To date,
OMHS has trained 233 clinicians in the use of PE.

VA has also begun training its mental health professionals in Acceptance and
Commitment Therapy (ACT) and Cognitive Behavioral Therapy (CBT), which are
evidence-based psychotherapies for anxiety and depression, two mental health con-
ditions that can result from the experience of sexual trauma. Similar to the two
PTSD-related training initiatives, this training program includes the use of didactic
training materials adapted for the treatment of sexual trauma experienced during
military service and clinical case studies involving women veterans. This training
program began in 2008, and VA has already trained 151 clinicians.

As our mental health professionals receive training under these two initiatives
and other targeted training programs, we carefully monitor their clinical practice to
ensure they are delivering state-of-the-art care to their patients.

Finally, I would like to mention that VA has established the Military Sexual
Trauma (MST) Support Team at the national level to monitor MST screening and
treatment, oversee MST-related education and training, and promote best practices
for screening and treatment of the mental and physical health consequences of MST.
This MST Support Team hosts monthly MST teleconference training calls. Typically,
more than 100 phone-lines are used with multiple listeners on each line. Sample
topics include: evidence-based psychotherapies, MST in Primary Care settings,
health issues associated with men who have experienced MST, and cultural issues
affecting patients suffering from MST and/or MST-related treatments. Credits for
professional continuing education are available for those who participate in these
training calls. The MST Support Team operates an intranet Web site homepage
with links to MST-related resources and materials (including training materials), re-
ports on MST screening and treatment of MST-related health problems, and MST-
related discussion forums. The Team also hosts an annual clinical training program
for MST Coordinators, which is a 5-day training session on both the treatment of
MST and program development strategies for VA facilities. Lastly, the MST Support
Team is currently revising the Veterans Health Initiative Independent Study course
on MST for which Continuing Education credit is available.

In short, the training described above is designed to complement the professional
training of VA’s highly qualified mental health staff by providing them with addi-
tional training in emerging, cutting-edge therapies and practices. Note that this is
in addition to the continuing medical education required by the providers’ State li-
censing boards and/or professional specialty boards and organizations.

VA estimates the cost of implementing section 202 to be $9% in Fiscal Year 2010,
$46 million over a 5-year period, and $99 million over a 10-year period.

Section 203 would require VA, not later than 6 months after the date of the bill’s
enactment, to carry out a 2-year pilot program at no fewer than three VISNs to fur-
nish child-care services (directly or indirectly) to eligible veterans as a means of im-
proving their access to mental and health care services. Eligible veterans would in-
clude veterans who are the primary caretaker of a child and who are receiving reg-
ular or intensive mental health care services or any other intensive health care
services for which the Secretary determines the provision of child care would im-
prove the veterans’ access to care. Child care would be limited to the time during
which the veteran actually receives the covered services and the time required to
travel to and from the VA facility for the covered services. VA would be permitted
to provide child care services through a variety of means, i.e., stipends offered by
licensed child care centers (directly or through a voucher system), the development
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of partnerships with private agencies, collaboration with other Federal facilities or
programs, or the arrangement of after-school care.

We share the Committee’s interest in ensuring appropriate access to care. Once
we hz(live completed our analysis, we will submit our views and cost estimate for the
record.

Section 204 would require the Department’s Advisory Committee on Women Vet-
erans to include recently-separated women veterans. It would also require the De-
partment’s Advisory Committee on Minority Veterans to include recently separated
minority-group veterans. These requirements would apply to Committee appoint-
ments made on or after the date of this bill’s enactment.

We fully support section 204. These amendments would help both Committees to
better identify and address the needs of their respective veteran-populations.

Mr. Chairman, this concludes my prepared statement. I would be pleased to an-
swer any questions you or any of the Members of the Subcommittee may have.

———

Statement of Hon. Bob Filner, Chairman,
Committee on Veterans’ Affairs

Chairman Michaud, thank you for the opportunity to testify before the Sub Com-
mittee on Health on this legislation which will assist veterans who get hurt while
they are off-duty and require emergency care in non-VA medical facilities.

Under current law, the VA does not pay for emergency treatment for non-service
connected conditions in non-VA facilities if a veteran has third party insurance that
pays either full or a portion of the emergency care. This includes veterans who carry
an auto insurance policy providing minimal health care coverage.

I first became aware of this issue through Stephen Brady, a sixty percent service
connected veteran who was in a serious motorcycle accident in October of 2007 and
received emergency care in a non-VA facility. Mr. Brady carried an auto insurance
policy which covered $10,000 in medical costs, even though his total medical bill far
exceeded $10,000. As you can imagine, this has caused undue stress and financial
hardship on veterans such as Stephen Brady.

In the last Congress, I introduced H.R. 5888 to address this problem. Since then,
I've worked to make some improvements to the legislation by including new provi-
sions clarifying the reimbursement responsibilities of the VA.

Specifically, the new provision defines the VA as a secondary payor where a third
party insurer covers a part of the veteran’s medical liability.

It also explains that the VA is only responsible for the difference between the
amount paid by the third party insurer and the VA allowable amount. Veterans
would continue to be responsible for copayments owed to the third party insurer.

And finally, it protects our veterans by clarifying that they are not liable for any
remaining balance due to the provider after the third party insurer and the VA have
made their payments.

In the new Congress, I hope that the Committee supports and passes this impor-
tance piece of legislation.

In closing, I look forward to the day when veterans like Stephen Brady can focus
on their recovery, instead of being overburdened with financial concerns.

Thank you again for the opportunity to share my thoughts with you.

——

Statement of Paralyzed Veterans of America

Mr. Chairman and Members of the Subcommittee, Paralyzed Veterans of America
(PVA) would like to thank you for the opportunity to submit a statement for the
record on H.R. 784; H.R. 785; the “Women Veterans Health Care Improvement Act;”
and draft legislation concerning emergency treatment furnished in a non-Depart-
ment of Veterans Affairs (VA) facility. PVA appreciates the emphasis this Sub-
committee continues to place on addressing mental health needs of veterans. We are
also pleased to see that the Subcommittee intends to address the needs of a rapidly
growing population—women veterans.

H.R. 784

PVA fully supports H.R. 784, a bill that requires the VA to provide quarterly re-
ports on vacancies in mental health professional positions. As explained in the FY
2010 edition of The Independent Budget, there is a national shortage of behavioral
health professionals. Despite this fact, the VA still must improved its succession
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planning in mental health services in order to address the professional field short-
ages, recruitment, and retention challenges.

Ultimately, the key to ensuring that the VA is able to provide adequate mental
health services to the current generation of veterans and veterans of previous eras
is strong oversight. As such, this legislation establishes an additional tool that can
be used for that oversight. As explained in The Independent Budget:

The development of the MHSP [Mental Health Strategic Plan] and the
new Uniform Mental Health Services package provide an excellent road
map for the VHA’s transformation of its mental health services to veterans.
However . . . the IBVSOs have expressed continued concern about the pace
of implementation of the mental health clinical, education, and research
programs. There are also significant gaps that need to be closed, especially
in oversight of mental health programs and in the case management pro-
grams for OEF/OIF combat veterans.

Given the incredible amount of resources that have been invested in VA mental
health programs in recent years this oversight will be critical. For additional rec-
ommendations and discussion about VA mental health programs, please refer to the
FY 2010 edition of The Independent Budget.

H.R. 785

PVA supports H.R. 785, a bill that requires the VA to conduct a pilot program
to provide outreach and training to certain college and university mental health cen-
ters. Much like the issues addressed with regards to H.R. 784, the VA is at a critical
period in its provision of mental health services. This pilot program will allow the
VA to expand its efforts to meet the needs of Operation Enduring Freedom and Op-
eration Iraqi Freedom (OEF/OIF) veterans. This legislation is particularly timely in
light of the possibility for substantial new enrollments of this generation of veterans
into colleges and universities as a result of the benefits provided under the Post-
9/11 GI Bill. As with the broader mental health programs administered by the VA,
the success of this program will also depend on serious oversight. However, if suc-
cessful, this pilot program could provide an effective blueprint for the expansion of
VA mental health services in the future.

The “Women Veterans Health Care Improvement Act”

PVA supports the draft legislation—the “Women Veterans Health Care Improve-
ment Act.” Women have played a vital part in the military service throughout our
history. In the last 50 years their roles, responsibilities, and numbers have signifi-
cantly increased. Current estimates indicate that there are 1.8 million women vet-
erans comprising nearly 8 percent of the United States veteran population. Accord-
ing to Department of Defense (DoD) statistics, women servicemembers represent 15
percent of active duty forces, 10 percent of deployed forces, 20 percent of new re-
cruits, and are a rapidly expanding segment of the veteran population.

Historically, women have represented a small numerical minority of veterans who
receive health care at Department of Veterans Affairs (VA) facilities. However, if
women veterans from Operation Enduring Freedom and Operation Iraqi Freedom
(OEF/OIF) continue to enroll at the current enrollment rate of 42%% percent, it is
estimated that the women using VA health care services will double in two to 4
years.

As the population of women veterans undergoes exponential growth in the next
decade, VA must act now to prepare to meet the specialized needs of the women
who served. Overall the culture of VA needs to be transformed to be more inclusive
of women veterans and must adapt to the changing demographics of its women vet-
eran users—taking into account their unique characteristics as young working
women with childcare and eldercare responsibilities. VA needs to ensure that
women veterans’ health programs are enhanced so that access, quality, safety, and
satisfaction with care are equal for women and men.

This legislation is meant to expand and improve health care services available in
the VA to women veterans, particularly those who have served in Operation Endur-
ing Freedom and Operation Iraqi Freedom (OEF/OIF). More women are currently
serving in combat theaters than at any other time in history. As such, it is impor-
tant that the VA be properly prepared to address the needs of what is otherwise
a unique segment of the veterans population.

Title I of the bill would authorize a number of studies and assessments that
would evaluate the health care needs of women veterans. Furthermore, these stud-
ies would also identify barriers and challenges that women veterans face when seek-
ing health care from the VA. Finally, the VA would be required to assess the pro-
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grams that currently exist for women veterans and report this status to Congress.
We believe each of these studies and assessments can only lead to higher quality
care for women veterans in the VA. They will allow the VA to dedicate resources
in areas that it must improve upon.

Title II of the bill would target special care needs that women veterans might
have. Specifically, it would ensure that VA health care professionals are adequately
trained to deal with the complex needs of women veterans who have experienced
sexual trauma. Furthermore, it would require the VA to disseminate information on
effective treatment, including evidence-based treatment, for women veterans dealing
with Post-Traumatic Stress Disorder (PTSD). While many veterans returning from
OEF/OIF are experiencing symptoms consistent with PTSD, women veterans are ex-
periencing unique symptoms also consistent with PTSD. It is important that the VA
understand these potential differences and be prepared to provide care.

PVA views this proposed legislation as necessary and critical. The degree to which
women are now involved in combat theaters must be matched by the increased com-
mitment of the VA, as well as the Department of Defense, to provide for their needs
when they leave the service. We cannot allow women veterans to fall through the
cracks simply because programs in the VA are not tailored to the specific needs that
they might have. Finally, we would encourage the Subcommittee to review the ex-
tensive policy section in the FY 2010 edition of The Independent Budget—“Women
Veterans’ Health and Health Care Programs.”

Emergency Treatment in a Non-VA Facility

The draft legislation will expand eligibility for emergency medical care at the VA
for some veterans. Currently, veterans who have a third-party insurance provider
that pays a portion of medical expenses in the event of an emergency do not have
the balance of their medical expenses covered by the VA. This proposed legislation
should eliminate that situation. It will prevent the VA from denying payment for
emergency service at non-VA hospitals when a veteran is partially covered by their
third-party insurance.

We do have one question about the legislation. PVA is unclear about why a seem-
ingly arbitrary date—October 8, 2007—was chosen as the effective date? Otherwise,
PVA supports this legislation.

Mr. Chairman and Members of the Subcommittee, PVA would once again like to
thank you for the opportunity to provide our views on this important legislation. We
look forward to working with you to continue to improve the health care services
available to veterans.

b Thank you again. We would be happy to answer any questions that you might
ave.

———

Statement of Thomas J. Berger, Ph.D., Senior Analyst for
Veterans’ Benefits and Mental Health Issues, and Marsha Four, Chair,
National Women Veterans Committee, Vietnam Veterans of America

Mr. Chairman, Ranking Member Brown, Distinguished Members of the House
Veterans’ Affairs Subcommittee on Health and honored guests, Vietnam Veterans
of America (VVA) thanks you for the opportunity to present our statement for the
record views on this important veterans legislation being presented before this Sub-
committee today.

It is indisputable that the number of women in the military has risen consistently
since the 2 percent cap on their enlistment in the Armed Forces was removed in
the early 1970s. This has resulted in an increased number of women we can now
call “veterans”, and most assuredly, will have a direct bearing on the number of
women who will be knocking on the door of the VA in the very near future. A focus
on the capacity and capability of the VA to equitably and effectively provide care
and services must be a priority today. Planning and readiness is essential for the
future. These responsibilities also require oversight and accountability in order to
meet both VA and veteran goals, objectives, requirements, standards, and satisfac-
tion, along with agency advancement.

While much has been done over the past few years to advance and ensure greater
equity, safety, and provision of services for the growing number of women veterans
in the VA system, these changes and improvements have not been completed imple-
mented throughout the entire VA system. In some locations, women veterans still
experience significant barriers to adequate health care and oversight with account-
ability. Thus VVA asks the new Secretary to ensure senior leadership at all VA fa-
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cilities and in each VISN to be held accountable for ensuring that women veterans
receive appropriate care in an appropriate environment.

Additionally, there is much to learn about women veterans as a separate patient
cohort within the VA. Women’s Health is now studied as a specialty in every med-
ical school in the country. It has moved far beyond that of obstetrics and gynecology.
Gender has an impact on nearly every system of the body and mind. This has great
significance in the ability of any health care system to provide the most appropriate,
comprehensive, and evidence-based scientific treatment and care. This also has a di-
rect effect on the delivery system along with staff requirements to meet the needs
of women now utilizing the VA health care system, as well as for those new women
veterans who will be coming into the system in the future.

The VA has already identified that our country’s new women veterans are young-
er and that they expect to use the system more consistently. For example, in Decem-
ber 2008, the VA reported that of the total 102,126 female OEF/OIF veterans, 42.2
percent of them have already enrolled in the VA system, with 43.8 percent using
the system for 2-10 visits. Among these returning veterans, 85.9 percent are below
the age of 40 and 58.9 percent are between 20 and 29. In fact, the average age of
female veterans using the VA system is 48 compared with 61 for men. Therefore
it is clear that the needs of women veterans are growing and already taxing the
VA system, which historically has focused on an older population.

The 110th Congress put forward two bills related to women veterans S.2799 and
H.R. 4107 that unfortunately were not finalized with passage. So VVA is pleased
to see the reintroduction of such legislation with H.R.1211 and applauds the efforts
of this Committee to bring women veterans’ health care to the forefront of attention
in the 111th Congress. However, VVA does wish to make comments on a number
of specific provisions included in this proposed legislation.

Title I: Studies and Assessments of Department of Veterans Affairs Health
Services for Women Veterans:

Section 101: Study of Barriers for Women Veterans to Health Care from the
Department of Veterans Affairs—Section 101(a)(4)

VVA believes that this study is vital to understanding today’s women veterans
and that building on the “National Survey of Women Veterans in Fiscal Year 2007—
2008” is a referenced starting point. However, VVA also believes that there is a
need to expand several elements in this section. For example, section 101(a)(4)
should include a survey of sufficient size and diversity to be statistically significant
for women of all ethnic groups and service periods.

Section 101(b)—VVA believes that this study should identify the “best practices”
that facilities utilize to overcome identified barriers.

Section 101(b)(2)—VVA believes that with the fragmentation of women’s health
care services there needs to be consideration for driving time/transportation to med-
ical facilities that offer specialty care as well as primary care.

Section 101(d)(1)—While VVA holds great respect for and recognizes the impor-
tant work of both the Office of the Center for Women Veterans and that of the Advi-
sory Committee on Women Veterans, this section as written would limit the initial
review, creating unnecessary delays. Rather, VVA believes that this study should
also go immediately to these two entities, plus the VA Undersecretary for Health, the
Deputy Undersecretary for Quality and Performance, the Deputy Undersecretary for
Operations, the Office of Patient Care Services, and the Chief Consultant for the
Women Veterans Health Program for review and recommendations, which in turn
are then forwarded to the Deputy Undersecretary for action to remove or ameliorate
the identified barriers.

Section 101(e)(2)—VVA recognizes that this section requires that 30 months
after the VA publishes the 2007-08 National Survey of Women Veterans that the
VA Secretary in turn is required to report to Congress on the barriers study and
what actions the VA is planning. However, in reality, this means that the informa-
tion/directions contained in the ’07-08 report is/are put “on hold” for 2% years.
Therefore VVA believes that the Secretary’s report to Congress should also include
what actions—if any—have transpired both during the survey and the 30 month hia-
tus.

Section 102(1)—VVA believes this section should include appropriate language
directing the study format to include the use of evidence-based “best practices in care
delivery”.
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Title II: Improvement and Expansion of Health Care Programs of the De-
partment of Veterans Affairs for Women Veterans

Section 201—VVA asks that particular reflective consideration be given to the
following—VVA seeks a change in this section of the proposed legislation that would
increase the time for the provision of neonatal care from 14 to 30 days, as needed
for the newborn children of women veterans receiving maternity/delivery care
through the VA. Certainly, only newborns with extreme medical conditions would re-
quire this time extension. VVA believes that there may be extraordinary cir-
cumstances wherein it would be detrimental to the proper care and treatment of the
newborn if this provision of service was limited to solely 14 days. If the infant must
have extended hospitalization, it would allow time for the case manager to make
the necessary arrangements to arrange necessary medical and social services assist-
ance for the woman veteran and her child. This has important implications for our
rural women veterans in particular. And this is not to mention cases where there
needs to be consideration of a woman veteran’s service-connected disabilities, includ-
ing toxic exposures and mental health issues, especially during the pre-natal period.

Section 202—VVA has concerns about the VA establishing a “certification” pro-
gram. In order to be valid, VVA believes that such a certification program be based
upon and modeled after those already utilized by many professional organizations.
Such a certification program would lend itself well to oversight and accountability.
Too many VA certification programs now consist of only a 1-hour training class or
reading materials.

Section 202(e)(2)—Although this section calls for reporting the number of
women veterans who have received counseling, care and services under subsection
(a) from “professionals and providers who received training under subsection (4)”,
VVA asks “Who in the VA is already trained and holds professional qualifications
under these subsections? ”

A Concern of Non-inclusion—During the 110th Congress, VVA was heartened
to see that the S.2799 legislation included a “Long Term Study of Health of Women
Veterans of the Armed Forces Serving Operation Iraq Freedom and Operation En-
during Freedom”. However, VVA is extremely disappointed to see that any mention
of this proposed study is missing from H.R. 1211 which is currently under consider-
ation by the 111th Congress. As you know, the second round of the National Viet-
nam Veterans Readjustment Study was never completed by the VA, even though it
was mandated by Congress to do so. VVA urges you not to let this opportunity be
lost again on a statistically significant and diverse population of veterans. With re-
gard to women veterans and the NVVRS, if and when the VA is ever held account-
able and again directed to complete this important study, VVA is extremely inter-
ested in the issue of auto-immune diseases found in the study.

As time, social environments, and veterans’ population demographics change,
there are also cultural expectations based on scientific advancements in health care
that elicit a re-definition of women veterans’ needs in the VA system. Knowing the
needs is vital to understanding and meeting them. The VA has recognized many of
the needs of women veterans by actually creating interest groups comprised of not
only VA staff, but veterans as well. For example, there is recognition that younger
women veterans are also working women who need flexible clinic and appointment
hours in order to also meet their employment and child-care obligations. They also
need to have sexual health and family planning issues addressed, along with the
needs of infertility and pre-natal maternity. And there are unanswered questions
and concerns about the role of exposures to toxic substances and women’s reproduc-
tive health.

The new women veterans also need increased mental health services related to
re-adjustment, depression, and re-integration, along with recognition of differences
among active duty, Guard, and reserve women. The VA already acknowledges the
issue of fragmented primary care, noting that in 67 percent of VA sites, primary
care is delivered separately from gender specific health care—in other words, two
different services at two different times, and in some cases, two different services,
two different times, and two different delivery sites. The VA also notes that there
are too few primary care physicians trained in women’s health, and at a time when
medicine recognizes the link between mental and medical health, most mental
health is separate from primary care. VVA seeks to ensure that every woman vet-
eran has access to a primary care provider who meets all her primary care needs,
including gender specific and mental health care in the context of an on-going pa-
tient-clinician relationship; and that general mental health providers are located
within the women’s and primary care clinics in order to facilitate the delivery of
mental health services.
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Vietnam Veterans of America applauds the VA for elevating its Office of Women’s
Health to the Strategic Health Care Group level. With this action, the VA has
“pumped up” the volume on the attention and direction of the VA regarding women
veterans. But there remains much to be learned about women veterans as a health
care cohort. Data collection and analytical studies will provide increased opportuni-
ties for research and health care advancement in the field of women’s health, as
well as offer evidence-based “best practices” models and innovative treatments.

The VA is a massive health care system that possesses challenges for the new
Secretary, VA leadership, and all those VA employees who provide and deliver care
treatment, and services to our Nation’s veterans. VVA is hopeful that any shortfalls
can be turned into positive action with resolve through a progressive implementa-
tion plan which turns hopeful plans into reality.

H.R. 784, VVA has no objections to the proposed emendation of Title 38, U.S.
Code which directs the Secretary of Veterans Affairs to submit quarterly reports to
Congress on vacancies in mental health professional positions in Department of Vet-
erans Affairs medical facilities.

H.R. 785, VVA generally supports the bill as written; however, we suggest that
there be an evaluation report after 1 year of operations. The legislation should be
passed as the pilot program to provide outreach, training and evaluation to certain
college and university mental health centers relating to the mental health of vet-
erans of Operation Iraq Freedom and Operation Enduring Freedom.

Emergency Treatment in Non-VA Facilities, VVA is pleased to support the
proposed emendation to Title 38, United States Code, to expand veteran eligibility
for reimbursement by the Department of Veterans Affairs for emergency treatment
in a non-Department facility.

As you may well remember from several previous appearances before this Com-
mittee, VVA has addressed the problems associated with the VA’s paradigm for de-
livery of health care. Until very recently this paradigm has been predicated on plac-
ing resources where there is a large concentration of veterans eligible for services.
In other words, the chief mechanism for service delivery of veterans’ health care has
been in or near large urban centers. However, those service men and women fight-
ing our current wars in Iraq and Afghanistan (and elsewhere) comprise the most
rural fighting force since before World War 1.

The Department of Defense reports that over 40 percent of our current military
force originates from towns and communities of 25,000 or less. What this means is
that we collectively must re-think the paradigm of how we deliver medical services,
including emergency medical services, to veterans in need.

The proposed emergency care legislation is a good start in toward testing what
is going to work in regard to delivering quality health care services to veterans (in-
cluding demobilized National Guard and Reserves) who live in less populous areas
of our country, and deserves to be enacted and implemented as quickly as possible.

VVE{& thanks this Committee for the opportunity to submit testimony for the
record.
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MATERIAL SUBMITTED FOR THE RECORD

Committee on Veterans’ Affairs
Subcommittee on Health
Washington, DC.

March 12, 2009

Honorable Eric K. Shinseki
Secretary

U.S. Department of Veterans Affairs
810 Vermont Avenue, NW
Washington, D.C. 20240

Dear Secretary Shinseki:

Thank you for the testimony of Dr. Gerald Cross, Principal Deputy Under Sec-
retary for Health, Veterans Health Administration, at the U.S. House of Represent-
atives Committee on Veterans’ Affairs Subcommittee on Health Legislative Hearing
on H.R. 784, H.R. 785, H.R. 1211, and a Draft Discussion on Reimbursement for
Emergency Care that took place on March 3, 2009.

Please provide answers to the following questions by April 23, 2009, to Jeff
Burdette, Legislative Assistant to the Subcommittee on Health.

1. In your testimony on H.R. 1211, you state that VA needs to first determine
if the 14 day timeframe is appropriate for newborn care. The Subcommittee
would appreciate it if VA could get back to us within the next four to 6 weeks
regarding section 201 of H.R. 1211.

2. As with section 201 of H.R. 1211, the Subcommittee would appreciate it if VA
could get back to us within the next four to 6 weeks with their analysis, views
and cost on carrying out a pilot program to furnish child-care services (directly
or indirectly) to eligible veterans.

3. Please provide the Committee with information on the location and status of
current mental health staff vacancies, including VA’s progress in filling those
vacancies.

Thank you again for taking the time to answer these questions. The Committee
looks forward to receiving your answers by April 23, 2008.

Sincerely,
MICHAEL H. MICHAUD
Chairman

CW/ib

Questions for the Record

Hon. Michael Michaud
Chairman
Subcommittee on Health
House Committee on Veterans’ Affairs
March 3, 2009
Legislative Hearing on H.R. 784, H.R. 785, H.R. 1211 and Discussion Draft
on Emergency Care Reimbursement

Question 1: In your testimony on H.R. 1211, you state that VA needs to first de-
termine if the 14 day timeframe is appropriate for newborn care. The Subcommittee
would appreciate it if VA could get back to us within the next four to 6 weeks re-
garding section 201 of H.R. 1211.

Response: Section 201 of H.R. 1211 would authorize the Department of Veterans
Affairs (VA) to provide hospital care and medical services to newborns of women
Veterans who receive their maternity care through VA. The proposal authorizes care
for the first 14 days following the child’s birth.

VA has evaluated the circumstances related to care for newborns and concluded
the optimal period for VA coverage is 7 days, beginning with the date of the child’s
birth. VA has analyzed data and found that 94 percent of mothers and their infants
are released from medical facilities within the first 7 days. This limit would still
afford the remainder of women Veterans sufficient opportunity to make alternate
financial arrangements, such as Medicaid or the State Children’s Health Insurance
Program for their infants. In addition, we note that this level of coverage is signifi-
cantly beyond the standard provided under group health insurance policies which
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typically cover only routine care for the newborn child for up to 48-96 hours of the
mother’s maternity stay at the hospital.

Services covered under this analysis include up to 7 days of health care services
for newborns. Health care services include room and board and ancillaries, daily
physician services, and post-discharge physician care delivered within the mandated
period of coverage. VA estimates the cost of this program to be $55.3 million in the
first year, $293.6 million over 5 years, and $589.3 million over 10 years.

Question 2: As with section 201 of H.R. 1211, the Subcommittee would appre-
ciate it if VA could get back to us within the next four to 6 weeks with their anal-
ysis, views and cost on carrying out a pilot program to furnish child-care services
(directly or indirectly) to eligible veterans.

Response: H.R. 1211, section 203, requires the Secretary of VA to carry out a
2-year pilot program under which the Secretary provides child care assistance to
qualified Veterans in at least three Veterans Integrated Services Networks (VISN).
Child care assistance under this section may include:

1. Stipends for the payment of child care offered by licensed child care centers (ei-
ther directly or through a voucher program);

2. The development of partnerships with private agencies;

3. Collaboration with facilities or programs of other Federal departments or agen-
cies; and

4. The arrangement of after school care.

Under this section, child care assistance may only be provided for the period of
time that the qualified Veteran (1) receives a health care service at a VA facility,
and (2) travel time to and from such facility for health care service. A qualified Vet-
eran, under this section, means a Veteran who is the primary caretaker of a child
and who is receiving one or more of the following health care services from VA:

1. Regular mental health care services

2. Intensive mental health care services

3. Any other intensive health care services for which the Secretary determines
that providing child care would improve access by qualified Veterans.

We support the Committee’s intent in removing barriers that could limit a vet-
eran’s access to health care. However, we do not support this bill because the bene-
fits are not tailored to those Veterans who would otherwise forgo health care in the
absence of Government-subsidized child care assistance. Moreover, this pilot would
shift resources that could be used to support the direct delivery of health care to
Veterans to those who may have existing child care options available. Since VA has
no experience in predicting the use of child care services by “qualified Veterans,”
v;le %s‘lclimate that costs for this pilot could be up to the $1%2 million authorized by
the bill.

Question 3: Please provide the Committee with information on the location and
status of current mental health staff vacancies, including VA’s progress in filling
those vacancies.

Response: VA has developed a number of initiatives that have had a significant
positive impact on the recruitment and retention of mental health professionals.
With the aid of these recruitment initiatives, VA mental health staffing levels have
increased by over 5,000 full time employee (FTE) since fiscal year (FY) 2005, when
VA began implementing its Mental Health Strategic Plan. Currently, there are al-
most 19,000 mental health professionals employed by VA, and 95 percent of all Vet-
erans seeking new mental health services are seen within 14 days for evaluation
and initiation of treatment. Although vacancies exist, most are quickly filled. There
is no systemic problem with “unfilled” positions that impact the delivery of timely
care to Veterans. VA has recruitment goals, and those goals increase annually.

Staffing goals can not be viewed in a vacuum, and VA considers several factors
in determining appropriate staffing levels for mental health professionals. This proc-
ess includes sufficiently training professionals to ensure required services are deliv-
ered at facilities (or to ensure these services are available through tele-mental
health) and scheduled at times convenient for Veterans. VA also is establishing pro-
ductivity standards, which will be performance-based and sensitive to the multiple
settings in which mental health care is provided. These standards will recognize the
roles and intensity of care needed in various settings. Once established, those pro-
fluctlivity standards will support determinations of optimal mental health staffing
evels.
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Although specific data on staff vacancies are not available in VA’s databases, it
can provide a staffing level assessment of the number of vacancies for positions
funded by the Mental Health Enhancement Initiative. These positions, however,
only represent about 4,500 of the approximately 19,000 total mental health profes-
sionals.

Table 1. Vacancies in mental health positions at Veterans Health Administration
(VHA) medical facilities and outpatient clinics, for the core mental health profes-
sions

Vacant FTE Vacant FTE Vacant FTE
in active in pre- not in
recruitment recruitment recruitment Vacancies as
FTE total for | (% of vacant | (% of vacant | (% of vacant a percent of
vacant FTE for each | FTE for each | FTE for each overall
positions profession) profession) profession) positions*
Nurses 688.00 554.05 54.00 79.95 7.3%
(80.5%) (7.9%) (11.6%)
Psychiatrists 538.16 464.43 38.35 35.38 19.4%
(86.3%) (6.6%) (7.1%)
Social Work 835.80 646.30 110.50 79.00 19.2%
(77.3%) (13.2%) (9.5%)
Psychology 680.40 553.80 66.80 59.80 21.9%
(81.4%) (9.8%) (8.8%)
Totals 2,742.36 2,218.58 269.65 254.13 13.9%
(80.9%) (9.8%) (9.3%)

*Reported vacancies divided by current known staff positions plus reported vacancies)

Table 2 shows the location of vacancies by VISN for each of the core mental
health professions, as requested. While there is some variability across VISNs, it is
not dramatic and is primarily accounted for by the size of the VISN, in terms of
number of facilities and number of unique Veterans served. Totals nationally appear
in the last row, to confirm that all vacancies shown in Table 1 also are accounted
for in Table 2.

Table 2. Distribution of vacant FTE across VISNs, by profession

Nursing Social Work
Vacancies in Vacancies in
VISN Scitings (FTE) | Vacancies (WTE) | Settings (FTB) | Vacancies (FTE)

1 30.65 24.55 52.50 34.80
2 21.90 8.40 22.20 18.10
3 39.10 4.20 28.10 23.50
4 21.00 18.75 31.00 32.25
5 17.00 12.50 40.00 25.00
6 54.00 28.95 52.00 46.00
7 46.00 31.60 34.00 46.00
8 48.00 47.00 50.20 56.10
9 33.50 39.50 43.50 37.50
10 32.95 23.93 38.75 38.65
11 25.00 25.20 41.00 32.40
12 15.70 14.38 30.60 25.50
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Table 2. Distribution of vacant FTE across VISNs, by profession—Continued

Nursing Social Work
Vacancies in Vacancies in
VISN Sottings (FTE) | Vacancies (FTE) | Scttings (FTE) | Vacancies (FTE)

15 29.00 31.10 37.50 27.00
16 50.00 38.08 67.50 46.50
17 43.00 38.62 18.00 38.30
18 38.00 42.00 33.40 28.30
19 22.50 14.50 30.25 12.00
20 24.50 25.45 67.00 32.80
21 50.50 35.30 48.50 32.50
22 14.20 22.04 42.00 22.50
23 31.50 12.13 27.80 26.50
Totals 688.00 538.16 835.80 680.40

Of the 232 currently active vet centers, 229 have at least one VHA qualified men-
tal health professional (psychologist, social worker, or psychiatric nurse; there are
no psychiatry staff in vet centers) on staff as per the Readjustment Counseling Serv-
ice Handbook. The remaining three sites (McKeesport, PA, Moline, IL, and Redwood
City, CA) are recruiting for mental health professionals to fulfill this requirement.
The vet center program currently employs 69 licensed psychologists, 442 licensed so-
cial workers, and 12 psychiatric nurses for a grand total of 523 mental health pro-
fessionals. Sixty-four percent of all current vet center team leaders and 60 percent
of all current vet center counselors are licensed psychologists, licensed social work-
ers, or psychiatric nurses.

Readjustment Counseling Service has increased the overall number of mental
health professionals on staff by 22 percent in the last 15 months. Overall, the cur-
rent staffing levels are as follows.

DEC 2007 MAR 2009 DIFFERENCE

Professional on Staff Vet Centers with

Mental Health 217 229 +12
Mental Health Professionals on Staff
Licensed Psychologists 49 69 +20
Licensed Social Workers 367 442 +75
Psychiatric Nurses 13 12 -1
Total Mental Health Professionals 429 523 +94
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