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WOMEN, RURAL, AND SPECIAL NEEDS
VETERANS

MONDAY, APRIL 21, 2008

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

The Subcommittee met, pursuant to notice, at 10:03 a.m., San-
ford Town Hall, 919 Main Street, Sanford, Maine, Hon. Michael
Michaud [Chairman of the Subcommittee] presiding.

Present: Representatives Michaud and Miller.
Also present: Representative Allen.

OPENING STATEMENT OF CHAIRMAN MICHAUD

Mr. MICHAUD. I would like to call the Subcommittee to order. I
would also like to ask unanimous consent for Mr. Allen to sit at
the dais and to be able to ask witnesses questions. If there are no
objections, it is so ordered.

I also would like to thank Sanford, the folks at Sanford Town
Hall, for allowing us to use their facility today. I really appreciate
it. Veterans’ issues are extremely important, and this definitely
will give us a venue so we can hear from our witnesses today.

I also would like to recognize in the audience Mike Aube who
works for Senator Olympia Snowe’s office, as well as Bill Vail who
works for Senator Susan Collins’ office, Kara Hawthorne, who is
the new Director of the Office of Rural Health that Congress estab-
lished a couple years ago, and Dr. Patty Hayes who is a Chief Con-
sultant for Women Veterans’ Health. They are both from Wash-
ington, DC. I want to thank both of you for coming here today to
hear what veterans have to say about rural healthcare issues.

I also would like to recognize Adam Cote who is an Iraq War vet-
eran. I don’t know if there are any other Iraqi War veterans or Af-
ghanistan War veterans here, but I want to thank you and all the
veterans here in this room for your service to our great Nation. I
am very pleased to see you here as well. I want to thank everyone
else who I have not mentioned for coming here today to talk about
veterans’ issues.

Today, we will examine the U.S. Department of Veterans Affairs
(VA) programs regarding rural veterans, women veterans and other
special needs population. I am very happy that it is held here in
Sanford, Maine, this morning. Sanford is home of a long-time vet-
eran advocate, someone who I was honored to call a friend, Roger
Landry. Roger worked and served in the Maine legislature. He
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worked very diligently in the veterans service organization (VSO)
community here in Maine, and he was very well-liked and re-
spected by all. Roger served his country and his community with
great pride and honor. Roger died, unfortunately, last year. He is
sorely missed. I would like to dedicate this hearing to Roger
Landry in honor of all of his hard work with and for our veterans
here in Maine and all around the country.

It is appropriate that we are having this hearing in my home
State of Maine. Maine is a very rural State. Because of this, we
face many unique challenges in providing healthcare to our vet-
erans. Many have to travel long distance for care, creating a sig-
nificant burden for veterans and their families. The VA has insti-
tuted some innovative programs to provide much needed services
to our rural veterans, and I look forward to hearing from our pan-
els today about their ideas to improve access and decrease the trav-
el burden for our veterans living in rural communities all across
Maine and also all across the country.

At this hearing, we will also hear about women veterans. Women
make up about 14 percent of the active-duty military; and con-
sequently, they are making up more and more of our veteran popu-
lation. Women have some unique healthcare needs. I look forward
to hearing today about the unique needs of women veterans and
hearing ideas about how the VA can improve their service targeted
to women veterans.

When the United States made a commitment to care for vet-
erans, we made the commitment to care for all veterans: Male, fe-
male, urban, and rural. Today, I hope that we will learn how the
VA is meeting the needs of these populations, what challenges are
on the horizon, and what can we do to provide services for these
veterans in the most cost-effective manner.

I also want to thank Congressman Miller, who is the Ranking
Member of the Subcommittee on Health of the Committee on Vet-
erans’ Affairs. Congressman Miller is from Florida. He has been a
strong advocate for veterans’ issues. We deal with the healthcare-
related veterans’ issues in Congress. And I know that this is actu-
ally a holiday here in Maine and Massachusetts, and I know that
Mr. Miller has a lot of work in his home State that he has to do.
We really appreciate him taking the time to come here, along with
Committee staff, to hear what veterans have to say. Indeed, he is
a true advocate for veterans’ issues.

So, I would turn it over to Mr. Miller for an opening statement.

[The prepared statement of Chairman Michaud appears on
p. 42.]

OPENING STATEMENT OF HON. JEFF MILLER

Mr. MILLER. Thank you very much, Mr. Chairman. I am, in fact,
very pleased to be here in your great State of Maine to examine
how VA is addressing the healthcare needs of women, rural needs
and special needs veterans. It is appropriate that we are here today
on Patriots Day because I truly do believe that there is no greater
patriot than the veteran, a person who has worn the uniform in de-
fense of this Nation for all the things we stand for. It is great to
be here with my friend and colleague, Tom Allen. We have had nu-
merous opportunities to do things legislatively in Washington. We
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have traveled together as well. It is a great pleasure to be with you
here today.

I know that rural America does have a strong military tradition.
A lot of people don’t think of Florida as being a rural State, but
actually Maine and Florida are ranked in the top 18 in the States
in this country that, in fact, have access issues. The veterans in my
district, which is Pensacola to Destin, northwest Florida, my vet-
erans have to travel 3, 3% hours to get to a hospital. Most people
don’t think about that when they are thinking about the State of
Florida because the veteran population—I have—I actually have
the largest veteran population of any Congressional district in the
country, and I am proud to represent those individuals in Wash-
ington, DC. Certainly being here today to have a chance to hear
from the folks from Maine and surrounding areas about how you
are being dealt with or not being dealt with I think is very impor-
tant. I do have a statement that I would like to have entered into
the record.

I would also like to add that the Chairman has continued to
promise me a taste of Moxie, and I have yet to get it. I continue
to wait with great anticipation. So, it is a pleasure.

Mr. MICHAUD. You definitely will have an opportunity to have
Moxie. As a matter of fact, I see it coming down the aisle right
now. And I want you to know that, actually, Moxie is the official
soft drink here in the State of Maine. So, enjoy.

[Whereupon Congressman Miller was handed a can of Moxie.]

Mr. MILLER. I like it.

Mr. MicHAUD. Well, I am glad you like it. There are plenty more.

It is now my distinct pleasure to introduce my colleague from the
State of Maine who actually is in this district. I appreciate your
willingness also, Congressman Allen, to take the time out today to
hear what people have to say about rural veterans’ issues, and also
thank you for putting forward the name for our first witness.

So, I will turn it over to Mr. Allen.

OPENING STATEMENT OF HON. THOMAS H. ALLEN

Mr. ALLEN. Thank you, Mr. Chairman. It is nice to say those
words in Mike Michaud’s case. Thank you, Mr. Chairman, for hold-
ing, organizing this hearing, and also for allowing me to partici-
pate, even though I am not a Member of the Veterans’ Affairs Com-
mittee.

I do want to welcome Congressman Jeff Miller. It is a real pleas-
ure to have him here. He and I were on a trip together to Afghani-
stan and Iraq and Pakistan last August. And you get to know peo-
ple pretty well when you are on a trip like that. And I think we
both came away with an enormous respect for what the young men
and women in the armed services are doing over there under ex-
traordinarily difficult and challenging circumstances. And I just
want you all to know, many of you veterans from other conflicts,
and I see Adam Cote here who is an Iraq veteran, many of you
from other conflicts that appreciate and understand how chal-
lenging and difficult the work there really is.

I also want to welcome today’s witnesses to the hearing. I look
forward to their testimony about how we can improve care for vet-
erans in Maine and across the country.
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Finally, I want to welcome and express my thanks to all of the
veterans who are here today. I want to thank you for your brave
and honorable service to this country. I thank you for your service
and thank you for being here.

Maine is home to over 150,000 veterans who have sacrificed for
our country. I have been honored for the last 12 years to represent
the veterans in the 1st District of Maine. And I pledge to you I will
continue my work in Congress to keep the promises we have made
to those who have defended us past and present.

Today’s hearing will focus on the particular needs of women vet-
erans, veterans in rural areas and other special populations, in-
cluding veterans with mental health needs. The percentage of
women serving in the armed forces, their scope of responsibility,
and their exposure to danger have all grown dramatically in recent
years. Therefore, we must work even harder to ensure that the VA
is ready to serve women veterans. Women who have served in the
military must receive the same benefits as their male counterparts,
but they also must have access to healthcare targeted to their spe-
cific needs, including gynecological care and mammography, an
issue that given my wife’s illness, I am more aware of than ever
before.

Another important component of care for women veterans is the
availability of military sexual trauma counseling at Togus’ Wom-
en’s Clinic and the VA Vet Centers throughout Maine. Vet Centers
and community-based outpatient clinics (CBOCs) have been ex-
tremely important for our rural State. Because of the progress of
these centers and clinics, most veterans no longer have to travel for
hours to get the healthcare benefits that they have earned, though
they still in many cases have to travel some distance.

I am glad that Congress recently increased the mileage rate from
a meager 11 cents per mile that it was to 28.5 cents per mile. The
rate is still, as you know, far less than actual costs and I am sure
we can do better.

We are extremely proud of the dedicated VA employees here in
Maine working under the direction of Director Brian Stiller. The
VA is doing whatever it can to address the healthcare requirements
of veterans with special needs. The post traumatic stress disorder
(PTSD) program at Togus has been extremely helpful.

I recently introduced legislation to help veterans applying for dis-
ability compensation for post traumatic stress disorder. The Full
Faith in Veterans Act would change the VA standard of proof for
veterans who suffer from PTSD. The bill creates a common sense
approach that is long overdue.

And as you may know, as many of you know, when veterans seek
treatment and disability benefits for PTSD, they bear the burden
of proof to establish, first, that they have a diagnosis of PTSD; and
second, that the PTSD causing event happened during their serv-
ice. To prove the second factor, they must produce existing military
documentation about the event that proves the event happened and
that they were present, or they have to come up with 2 buddy
statements that attest to these facts.

Often, however, particularly in the case of Vietnam vets, no
records were created at the time that document the event. In many
cases, moreover, finding a veteran’s buddy who was at the scene is
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difficult, and the military services have not been especially helpful.
This has led to situations where it is clear to medical professionals
that a veteran’s PTSD was caused by an event during the individ-
ual’s service, but the veteran is not eligible to receive disability
compensation because the veteran’s military records are inad-
equate.

As I have learned from our veterans here in Maine, too many of
our Nation’s heroes are denied benefits because of gaps in military
documentation that are not their fault. Forcing veterans to jump
through these hoops to receive compensation they had earned while
serving their country is simply unacceptable. Under my bill, a cer-
tified mental health professional could make a logical connection
between the diagnosis of PTSD and the veteran’s military service,
and a service connection must be granted. The bill also directs the
VA to improve their procedures for evaluating and treating PTSD.

I want, again, to thank Chairman Michaud for cosponsoring this
legislature with me and working to ensure that this legislation gets
considered by the full House of Representatives for a vote. I want
to thank you all for being here again today. And, Mr. Chairman,
I yield back.

Almost forgot, but not quite. Dana Doliber

Mr. DOLIBER. Yes, sir.

Mr. ALLEN [continuing]. Is one of my constituents. He lives here
in Sanford. He is a Vietnam veteran. He doesn’t need much by way
of introduction because he is going to tell his story. In many ways,
I was saying to Dana earlier, he is the poster-child for the legisla-
tion that I have recently introduced about PTSD. And in a few
minutes, you will understand why.

Dana, thank you very much for being here.

Mr. DOLIBER. Thank you, sir.

Mr. ALLEN. You have to turn on the microphone.

STATEMENT OF DANA DOLIBER, SANFORD, ME (VETERAN)

Mr. DOLIBER. First, let me say what an honor and a privilege it
is to be here to provide this testimony for you.

In 1971, I filed my first claim with the VA. As PTSD was not
a known accepted condition at that time, I was denied. In 1985, at
my wife’s urging, I began seeing Robert Paige, LCSW, for what in
a short time was diagnosed by Mr. Paige and Dr. John Scammon
as PTSD. A claim was again filed with the VA for service connected
PTSD for service in Vietnam for service from 1967 to 1968.

From 1985 to 1992, despite documentation, the VA routinely
ruled against my claim. The VA did not provide the veteran with
assistance acquiring records when requested or ruled in the vet-
eran’s favor providing the benefit of the doubt in favor of the vet-
eran or ruled in favor of the veteran without a preponderance of
the evidence to disprove what the veteran provided as evidence.
Those 3 of the VA’s own regulations were not followed in every de-
nial of the veteran’s claim.

The VA’s own record was inaccurate in its portrayal of the vet-
eran’s branch of service, birth date, and personal record prior to
service. Doctors at the VA routinely diagnosed other conditions
than PTSD due to their not being given the paperwork submitted
providing stressors, which would have permitted the diagnosis of
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PTSD, as that is what eventually happened. It reached a point that
I felt I needed the serial number of the round being fired at me
to prove my case, a standard that the VA seems to not have a prob-
lem requiring from many veterans.

With the submission of documentation of the combat action rib-
bon awarded in 1992, I was granted a percentage rating with serv-
ice connection. From 1992 to the year 2000, the issue of clear CUE,
or clear and unmistakable error, and retroactivity of date of service
connection, along with percentage of disability was the issue which
dealt with the past issues from 1985 to 1992. In 2000, I was award-
ed 100 percent PNT, that’s permanent and total, retroactive to
1985. I agreed to drop the CUE case and retroactivity to 1971 as
I felt this would drag the case out another 10 years. Claims for
skin rashes and sores and hearing loss were also denied by the VA
in much the same manner.

The VA has a choice to either be part of the problem or part of
the solution. As part of the solution, the VA should improve claim
processing being mindful to be proactive for the veteran, abiding by
the laws as passed by Congress as the will of the people for the
veteran as in the Haas Case, and to be proactive regarding veteran
medical care. If doctors ask for equipment in the rehab of a vet-
eran, provide it. If surgeries require rehab for the healing process,
provide it.

The other part of the solution comes from both houses of the leg-
islature, not with fancy pro-veteran sounding bills that are anti-
veteran, such as the Noble Warrior Act or the America’s Wounded
Warrior Act, but proactive veteran legislation is what is required.
Servicemen and women understand and expect that if they need
help when they come home, that help will be there. America’s vet-
erans provided the—providing the freedoms that we have deserve
no less than the full support of the VA and the Congress. The
American people expect no less than your full support of our vet-
erans. We should not disappoint them by a lack of action. Thank
you.

[The prepared statement of Mr. Doliber appears on p. 42.]

Mr. MicHAUD. Thank you, Mr. Doliber. I really appreciate your
willingness to come here today to give your testimony.

I guess my question is are you currently accessing the VA care
for your PTSD?

Mr. DOLIBER. Yes.

Mr. MicHAUD. Do you have trouble getting appointments within
the VA system to see your provider?

Mr. DOLIBER. For other medical problems that are ongoing, there
seems to be extending waiting periods. If, for instance, 2 or 3 years
ago I fell on the ice and I had a multiple compound fracture of my
left arm. After getting treated at Henrietta D. Goodall Hospital, I
was—and having notified the VA of the accident and everything
like that, I called up the VA to request help with their rehab serv-
ices and the follow-up appointment to have somebody from ortho-
pedic to attend to my multiple compound fracture of my left arm.

I was told that I would probably have to wait a month or 2 for
that. The physicians here in town felt that the medical help that
was needed to be done within a week, not a month or 2.
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Mr. MicHAUD. And the services that you have received from the
VA, do you think that they have been helpful to you?

Mr. DoLIBER. What I term the VA medical care is benign neglect.
They do not—they do not intentionally with malice, I believe, do
these things. It is just that that’s the way their system is set up.
That’s the way that the veteran, when he is seeking help, can find
himself in a long waiting line.

It is not beneficial for the veteran who is seeking the aid and as-
sistance from the VA for medical conditions or even for conditions
for PTSD to be put off. Usually, for instance, like the PTSD, that’s
post traumatic stress disorder. That means that it has already gone
past the point of where it needs to be dealt with. The veteran fi-
nally has to deal with it. And when they seek help from the VA,
a lot of times you have to be put in a line or there is a waiting
situation that has to happen because they have to get the doctor
there. Sometimes you will see a physician assistant. There needs
to be more proactive work from the VA toward the veteran.

Mr. MicHAUD. My last question is whether you have talked to
i)thgr veterans who have the same problem, being put on a waiting
ist?

Mr. DOLIBER. Yes, yes. I talked with an Iraqi veteran when I was
up at the VA about a month and a half ago. And he was there for
traumatic head injury, and he was in the pay office and I was talk-
ing with him. And in the middle of the conversation with him, he
stopped in mid-sentence and it was as if the lights were on, but
there is nobody home. And he was there trying to seek help from
the VA. And his wife is beside him, she’s in tears. They are going
financially broke. He is not being—he is only 40-percent disabled.
That is the rating that the VA gave him. That is on the VA. He
deserves far more attention.

Mr. MicHAUD. Thank you. Mr. Miller.

Mr. MILLER. Thank you very much. I appreciate your willingness
to come forward and testify.

What did the VA tell you when they said it would take time for
you to get into rehab? Just that there were no slots?

Mr. DOLIBER. They said the earliest that they could—the earliest
that the appointment could be made for would at least be a month,
possibly 2. The orthopedic doctor that had set my arm and had op-
erated on it said I needed to see a doctor a week after that. Okay?
I couldn’t wait a month. As a result of that, I incurred the expense
from the orthopedic doctor and all of the rehab services after that
on my own.

Mr. MILLER. Do you think a solution is a fee-for-service type
issue, where when you cannot get an appointment within an ac-
ceptable amount of time you have the ability to continue to use the
physician that set your arm until you can get into the VA system?

Mr. DOLIBER. Yes, sir. Yes, I do. Fee-for-service has worked very
well for a lot of veterans. It has been cut back because of lack of
funding, because of budget cuts. And if I could, I would like to ad-
dress the budget cuts part of it.

I had a conversation at one time up at the VA regarding budget
cuts with the then director, Mr. Sims. And he said that the budget
cuts are the responsibility of the Congress. And at that time, the
VA budget and the U.S. Department of Housing and Urban Devel-
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opment (HUD) budget were both tied-in at the same time when
they were being considered. Well, since then, that has changed.
The HUD budget and the VA budget, from what I understand, are
2 different things.

The problem was that I found out that the VA budget that gets
submitted to the Congress, the requests, come from the directors
of the Veterans Administration regional offices. In other words, if
they are not asking for the increase in funding, the Congress has
no way of knowing that an individual regional office needs that in-
crease in funding. And to my knowledge, that is the way it is still
being run.

Mr. MILLER. The budget process works where the President or
the Administration submits a budget to Congress, but we are in
fact—one of the main things we do is pass appropriation bills. So,
Congress does have a very large impact. As you said, if the infor-
mation doesn’t get to us——

Mr. DOLIBER. Right.

Mr. MILLER [continuing]. That is why these field hearings are so
critical. Sometimes the request is not made and we don’t know, but
we do, in fact, have control of the purse strings

Mr. DOLIBER. Yes, sir.

Mr. MILLER [continuing]. In D.C. What other things, what other
types of outreach do you think that the VA can use, especially in
rural areas, to get the word out to those special needs veterans or
to other groups of veterans?

Mr. DoOLIBER. Well, the Vet Centers—I have never been to a Vet
Center. Initially, when I began my PTSD therapy, it was being
funded by the Vet Center in Portland. I had never gone to the Vet
Center in Portland, but the Vet Center here in Sanford requested
the funding from them. That soon was cut because their budgets
were cut. So, the therapist I was seeing at the time began seeing
me pro bono, and he saw me for years pro bono because the VA
would not approve the funding for my therapy.

Outreach centers need to be there. They do provide a helpful
service to the veteran, especially in rural communities. The fund-
ing, again, the 900 pound gorilla in the room is money, and that
is what it comes down to. Now, the American people know that the
funding—they want the funding for their veterans. They know the
veterans need the funding. The VA needs to provide the request to
the Congress for the funding. And to be penny-wise and pound fool-
ish doesn’t seem to make a whole lot of sense. And the first thing
that can be done in rural areas is to have the Vet Centers because
they do provide a needed service.

Mr. MicHAUD. Congressman Allen.

Mr. ALLEN. Dana, thank you for being here. I just have a com-
ment about the funding issues. I sit on the Budget Committee, and
I did want to make one clarification. Often the regional directors
will be asking for more money than they actually get in the present
budget, because the Office Management and Budget

Mr. DOLIBER. Right.

Mr. ALLEN [continuing]. The presidential operation will trim
down those requests. And then the regional VA director’s kind of
stuck with the number that they have been given. Maybe not the
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number they asked for privately, but the number that they have
been given by the Administration.

But as Representative Miller said, ultimately the decision is
going to be made in the Congress. And I agree with him that the
information that we get from our constituents is fundamentally im-
portant to understanding how we can drive that budget, as we did
last year, in a much more positive direction.

I have a question; you indicated that you provided documentation
to the VA to support your claim of service connection for your
PTSD over all those years when you were trying to get——

Mr. DOLIBER. Yes, sir.

Mr. ALLEN [continuing]. Trying to get benefits, but there were
cert(:iain gaps in the documentation that led to your claim being de-
nied.

Can you talk a little bit more about what those gaps were, what
it was you were being told you had to provide but could not?

Mr. DOLIBER. Well, the main requirement was to provide what
the VA would term a stressor. Now, a stressor could be handling
wounded, a stressor could be being shot at or being around explo-
sions going off.

I provided pictures of my ship high-lining wounded from my ship
to the hospital ships, Repose and Sanctuary. I provided documenta-
tion from my ship, albeit sketchy, and from the USS St. Paul cruis-
er that we operated with, the USS Newport News, another heavy
cruiser that we operated with, and the USS Collette, another de-
stroyer, where they spell-out in their record and their ship’s log our
receiving counter-battery from coastal defense units from North
Vietnam and South Vietnam. We operated almost up to the Hai
Phong Harbor in North Vietnam.

A lot of the American people believe that our participation in
Vietnam stopped at the demilitarized zone (DMZ). We were rou-
tinely—and it wasn’t any real big deal for us to be north of the
DMZ. We received fire from islands off of the DMZ, from North Vi-
etnamese, coastal batteries. I am at a loss as to how those records
could be misrepresented on the ship that I was on, and yet to be
so complete in the other vessels that we operated with.

Mr. ALLEN. Did you think at some level was there any chance
the VA was thinking, well, you were on a ship, you weren’t on the
ground on the shore? Was that a piece of it?

Mr. DOLIBER. Well——

Mr. ALLEN. Or how would you try to explain it?

Mr. DOLIBER. Let me explain it this way. I had a conversation
with a veteran’s service officer at the VA. And he was an on-the-
ground marine in Vietnam, and more power to him. When he heard
that I had been onboard ship, he at that time would not take my
case because in his words, we were on a cruise. It was if we were
on the Queen Mary.

This was no Queen Mary. We were—we provided gunfire support
for the 3rd Marine Division at the Battle of Hué. We were an-
chored in the Perfume—at the mouth of the Perfume River. I was
in the rangefinder. I was looking through. I was watching it. I was
providing—I was pressing the button on the rangefinder that fired
the guns. This is no Queen Mary. They don’t call them destroyers
for nothing, and we did a damn good job.
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Mr. ALLEN. Thank you very much.

Mr. DOLIBER. Thank you.

Mr. ALLEN. Thank you for your testimony.

Mr. MicHAUD. Thank you very much, Dana. Without objection, I
would ask anything that has been said and for all the written testi-
mony to be submitted in full for the record. Hearing none, it is so
ordered.

I want to ask the second panel to come on up. While they are
coming up, I just want to let you know, Dana, that in your written
testimony you had asked that this Subcommittee be assured that
there be no retribution against you for your testimony today. I as-
sure you that there will not be any retribution. I want to thank you
once again for coming here today.

Mr. DOLIBER. Thank you, sir.

Mr. MICHAUD. So, if the second panel could come forward. While
they are coming forward, the second panel is Peter Ogden, who is
the Director of Bureau of Veterans’ Services for the State of Maine.
We have Gary Laweryson, who is the Chairman of the Maine Vet-
erans Coordinating Committee. Kelley Kash, who is the Chief Exec-
utive Officer of the Maine Veterans’ Homes (MVH). And David
Hartley, who is the Director of the Maine Rural Health Research
Center. I want to thank all 4 of you for coming here today to give
your testimony. We look forward to hearing your testimony here
today.

We will begin with Mr. Ogden. Please proceed.

STATEMENTS OF PETER W. OGDEN, DIRECTOR, BUREAU OF
VETERANS’ SERVICES, STATE OF MAINE, AUGUSTA, ME, AND
SECRETARY, NATIONAL ASSOCIATION OF STATE DIRECTORS
OF VETERANS AFFAIRS; GARY I. LAWERYSON, USMC (RET.),
CHAIRMAN, MAINE VETERANS COORDINATING COMMITTEE,
WALDOBORO, ME, COMMANDER, MILITARY ORDER OF THE
PURPLE HEART, STATE OF MAINE, JUDGE ADVOCATE, MA-
RINE CORPS LEAGUE, STATE OF MAINE, AND AIDE-DE-CAMP
TO GOVERNOR JOHN BALDACCI; KELLEY J. KASH, CHIEF EX-
ECUTIVE OFFICER, MAINE VETERANS’ HOMES, AUGUSTA,
ME; AND DAVID HARTLEY, PH.D., MHA, DIRECTOR, MAINE
RURAL HEALTH RESEARCH CENTER, AND PROFESSOR,
MUSKIE SCHOOL OF PUBLIC SERVICE, UNIVERSITY OF
SOUTHERN MAINE, PORTLAND, ME

STATEMENT OF PETER W. OGDEN

Mr. OGDEN. Chairman Michaud, Congressman Miller, Congress-
man Allen, thank you for this opportunity to speak today on 3 ex-
tremely important issues for Maine’s veterans: Access to rural
healthcare, women’s issues

Mr. MICHAUD. Excuse me, sir. Is your microphone on?

Mr. OGDEN. The light’s on. Okay. Should we start over? Okay.

Chairman Michaud, Congressman Miller and Congressman
Allen, thank you for the opportunity to speak today on 3 extremely
important issues for Maine veterans: Access to rural healthcare,
women veterans, and outreach to veterans for benefits. My testi-
mony today comes from 3 perspectives: The Director of the Bureau
of Maine Veterans’ Services, the Secretary of the National Associa-
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tion of State Directors of Veterans’ Affairs, and as a disabled com-
bat veteran who uses the VA healthcare system in Maine.

I will begin with some facts that are key to understanding Maine
and its veterans. First, in 2000, Maine had the largest per capita
veteran population in the Nation and is still at number 2.

Second, Togus Medical Center is the oldest VA hospital in the
Nation.

Third, Maine’s aging veteran population is geographically dis-
persed across a large land area. Veterans living in northern Maine
can drive 5 to 6 hours and up to 260 miles to reach the one VA
Medical Center at Togus.

Fourth, 65 percent of our veterans are age 55 or older. This per-
centage should reach about 70 percent between 2020 and 2025, and
these are the veterans that are most likely to need and use the VA
healthcare system.

Fifth, 73 percent of our veteran population served during a war-
time, which means they have more benefits available to them.

Last, we have over 52,000 or 36 percent of our veterans enrolled
in the VA healthcare system, and about 38,500 who actively use
the VA healthcare in Maine.

A lot of my speech will talk about the Capital Asset Realignment
for Enhanced Services (CARES) program. The CARES market plan,
the Far North Market—and Maine is unique because Maine as a
State has its own market identified by the CARES plan—developed
by Veterans Integrated Services Network (VISN) 1 recognized
Maine’s unique geographic characteristics, limited transportation
infrastructure, and rural nature.

The CARES Commission Report made several points about ac-
cess to VA healthcare in Maine, the Far North Market, that are
relevant to this hearing. Less than 60 percent of our enrolled vet-
erans are currently within the VA’s access standards for hospital
care. Inpatient medicine workload is projected to increase 209 per-
cent by 2012. Only 59 percent of the veterans residing in this large-
ly rural area are within the CARES plan guidelines are set for ac-
cess to primary care. VISN 1 proposed only 5 new CBOCs, Commu-
nity-Based Outpatient Clinics, all of them in Maine. In short, to
improve rural access for veterans to VA healthcare in Maine and
the Nation, implement CARES in Maine and in other rural States,
and implement it as soon as possible.

Any conversation about aging veterans and access to healthcare
should include the importance of State Veterans’ Home Programs
and the service they provide to our veterans. Maine is fortunate to
have Maine Veterans’ Homes with their 6 facilities spread across
the State providing excellent care at the most reasonable cost. It
is important that Congress continue to fund the State Veterans’
Home Construction Program until each State has the capacity to
provide long-term care to its veterans.

Maine has over 10,000 women veterans with less than 1,800
using the VA healthcare system. Quality or availability of types of
care for women veterans does not seem to be as much of an issue
as the access and outreach to those women veterans to know about
their benefits. Approximately 40 percent of the women veterans
using the VA healthcare system receive it at the CBOCs. So, access
at the local area is important. The addition of the new CBOC in
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the Lewiston/Auburn area and the access points in Houlton, Dover-
Foxcroft and in Farmington will allow more women veterans to re-
ceive care closer to home and this will increase the usage numbers
for all of our veterans.

While growth has occurred in VA healthcare due to improved ac-
cess to CBOCs, many areas of Maine and the country are still
shortchanged due to the geographic and due to the veterans’ lack
of information and awareness of their benefits. VA and State De-
partments of Veterans Affairs must reduce this inequity by reach-
ing out to the veterans regarding their rights and entitlements.
Maine and the National Association of State Directors of Veterans
Affairs support the implementation of a grant program that would
allow the VA to partner with the State Department of Veterans Af-
fairs to perform outreach at the local level.

There is no excuse to veterans not receiving benefits to which
they are entitled simply because they are unaware of those bene-
fits. I would encourage the Committee to support S. 1314, the “Vet-
erans Outreach Act of 2007,” to help us with that.

State governments are the Nation’s second largest provider of
services to veterans next to the VA, and this role will continue to
grow. We believe it is essential for Congress to understand this role
and ensure we have the resources to carry out our responsibilities.
The States partner very closely with the Federal Department of
Veterans Affairs in order to best serve our veterans. And as part-
ners, we need to continuously strive to be more efficient in deliv-
ering those services.

As I finish my testimony rather rapidly, I would like to once
again thank you for the opportunity to speak to you today and
thank you on behalf of Maine’s veterans and the Nation’s veterans
for all you are doing to ensure they receive the proper healthcare
and the benefits they have earned through their service to the Na-
tion. Thank you.

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

Mr. MicHAUD. Thank you very much. Mr. Laweryson.

STATEMENT OF GARY I. LAWERYSON

Mr. LAWERYSON. Congressman Michaud, Congressman Miller,
Congressman Allen, the Maine Veterans Coordinating Committee
wants to thank you for allowing us to testify again. Our organiza-
tion is made up of 14 different groups that do their best to work
for all the veterans in the State of Maine.

As I testified on August 1st, 2005, on the CARES program, and
you will see a lot of this overlaps everybody else, it has been 2%
years and we have opened 1 clinic, Houlton, possibly in June. And
in that interim time period, there’s been a CBOC opened down in
Connecticut, which wasn’t even on the table at that time. The rural
veterans are not getting the care that they deserve or need.

At that time, we discussed the cost of fuel, the cost of living up
here in Maine. And since that time, I bet it has tripled. The gas
is out of sight, the fuel oil is out of sight. These people are working
on a fixed income. They are not able to travel. And when they do
go down to Togus, there is a cost share on the travel pay, they lose
half of it, and it is already putting a tremendous burden on them
as it is. I think we need to look at that again.
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With Operation Iraqi Freedom/Operation Enduring Freedom
(OIF/OEF) troops coming back, and they have been extended
through a 5-year term with the VA. And I think that boots out
after they redeploy again, which is another issue. The older vet-
erans aren’t getting the word that they can get in there. So, they
don’t come down because OIF/OEF has a first run on this or their
assumption is that they do.

We discussed communications last time with the VA getting out
the proper word to clear up the fog. That hasn’t happened yet. We
need to get more of the VA out into local communities putting out
these town meetings to pull these rural veterans in. While Maine
is a rural State, there is a subsection of rural up there, and you
will speak with Mr. Rural later. That is where a large majority of
your veterans are, especially your combat veterans. They like to be
out and about away from the hustle and the bustle. We need to
find out what’s taking so long for VISN to get our other clinics
open. And we need to get that moving, especially in the rural areas
first.

The VA and Togus, we support, as we did back then. The past
director, Jack Sims, was doing a great job with what he had. The
new director has got a challenge and we are going to hold his feet
to the fire, but he is doing a great job. We have a meeting with
the Coordinating Committee once a month. He is there, he is an
integral part of this. We get the word, we pass the word. And if
there’s any issues, we take it up and deal with them, not in a pub-
lic meeting place but a private matter. Very effective, and Mr.
Stiller is very receptive to that. We are lucky to have him.

We have done something in Maine that the other States haven’t
done yet, and that is called “Operation I Served.” We put that
package together. It has been very effective. And we are putting it
out now in doctors’ offices, waiting rooms of hospitals because the
veterans do get that. They are allowed to call in. We have worked
with the Bureau of Veterans Services in Maine, publish this, up-
date it every year or so. It is a tremendous tool, and we just need
to get more of that out in the public. And that goes along with
what my brother, Pete, was talking about that that would be a tre-
mendous, tremendous way to get this information out and if we can
get the VA onboard and do more town meetings in the rural areas.

Women veterans. They are combat veterans. A veteran’s a vet-
eran. They have special needs. There’s special needs veterans out
there with amputations and traumatic brain injuries. There is no
difference. They are veterans, and they should have first-care pri-
ority to any area, and that’s the rural areas. Now, if we can’t get
them in out there, we could temporarily take care of them with fee
services until we can get them down to the master hospital at
Togus. Getting short on time here.

And the Coordinating Committee’s opinion is still that VA should
be a full-service hospital. We should not have to run down to Bos-
ton. It is counterproductive and it is not in the best interest of the
veterans or their families. It wasn’t before, and it especially isn’t
now with the cost of transportation and fuel.

We appreciate what you are doing for our veterans. We continue
to look forward to working with you. And we will hold your feet to
the fire to keep up the good work. Thank you.
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[The prepared statement of Mr. Laweryson appears on p. 47.]
Mr. MicHAUD. Thank you. Mr. Kash.

STATEMENT OF KELLEY J. KASH

Mr. KasH. Mr. Chairman and Members of the Committee, thank
you for the opportunity to testify this morning.

I am the Chief Executive Officer of the Maine Veterans’ Home.
MVH operates 6 long-term care nursing facilities providing 640
skilled nursing, long-term nursing, and domiciliary beds. The facili-
ties are relatively small, each in size, 30 to 150 beds each. This al-
lows them to be located throughout the State of Maine, allowing
greater ease of access to our facilities by veterans living in the
most rural parts of Maine.

MVH is part of a vital national system of State Veterans’ Homes.
The State Veterans’ Homes system is the largest provider of long-
term care to our Nation’s veterans and provides 52 percent of the
VA’s total long-term care workload at well below the cost of care
in a VA facility for civilian contract providers. The State Veterans’
Homes provide long-term medical services at a cost to the VA of
only $71.00 per day, compared to approximately $225.00 per day to
the VA for the placement of a veteran at a contract nursing home,
or over $560.00 per day in its own VA facilities. As such, the State
Veterans’ Homes play an irreplaceable role in assuring that eligible
veterans receive benefits, services, and quality long-term health-
care that they have rightfully earned by their service and sacrifice
for our country.

Traditionally, State Veterans’ Homes residents have been pri-
marily male. However, more and more women are being admitted
to State Veterans’ Homes as veterans themselves reflecting the
large and increasing numbers of women who have served in the
military since the Korean war and before.

While our experiences in the Gulf War and present conflicts have
given tremendous attention to post traumatic stress disorder, the
reality and effects of PTSD have been present in every conflict.
State Veterans’ Homes provide a common culture, reassuring sur-
rounding, greater appreciation, and understanding of the veterans’
experiences and issues; however, much more can be learned in
treating PTSD in general.

We feel strongly that the State Veterans’ Homes should play a
major role in meeting the many rehabilitative care needs for vet-
erans and that we should be treated as a resource integrated more
fully with the VA long-term care program. Here is one example of
how the VA can partner with the State Veterans’ Homes.

The State of Maine enacted legislation earlier this month to es-
tablish a veterans’ campus at Bangor, Maine. The concept is to cre-
ate a one-stop shop for veterans to receive most of their healthcare
and social service needs. The proposed project will locate a new,
larger, and more capable VA community-based outpatient clinic
next to the MVH Bangor facility. Other veteran service organiza-
tions will be co-located at the campus, bringing a wide range of vet-
eran services to a single campus, making it more efficient and con-
venient for veterans, families, and the various agencies that serve
veterans’ healthcare and social service needs.
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The Bangor Veterans’ Campus is a pioneering effort and it is the
first of its kind in the Nation. It should receive special interest in
our Nation’s Capitol. The VA should streamline its awards process
and its success should be replicated throughout the Nation.

The VA chronically has been slow to implement enacted legisla-
tion. Legislation directing the VA to pay the full cost of care for
veterans with service-connected disabilities rated 70 percent or
greater and to provide veterans with service-connected disabilities
rated 50 percent or greater with prescription medications while re-
siding in State Homes has yet to be implemented by the VA, even
though Federal law required these provisions to take effect by
March 2007. The result has been tremendous confusion and frus-
tration for the many thousands of veterans who are waiting for
these services and for the State Veterans’ Homes which will be re-
quired eventually to provide these services.

Regarding VA grant funding, the administration has proposed
cutting State Veterans’ Home construction matching grant funding
by almost 50 percent from $165 million in fiscal year 2008 to $85
million in fiscal year 2009. The backlog of construction projects to
repair, rehabilitate, expand, and build new State Veterans’ Homes
is now approaching $1 billion. Over $200 million of this backlog are
life-safety projects.

In conclusion, I will quickly reiterate the issues facing the State
Veterans’ Homes. First, thank you for your continued support in
the VA per diem payment to the State Veterans’ Homes. The loss
or reduction of the VA per diem would place Homes in an unten-
able financial position and could lead to the closure of many State
Homes, ultimately impacting our aging veterans.

Second, we believe Congress must increase funding for construc-
tion grants to State Veterans’ Homes to at least $200 million to ad-
dress the growing backlog of projects.

Third, we believe Congress must require the VA to promulgate
long-overdue regulations to strengthen State Veterans’ Homes and
the veterans they serve.

Finally, we believe that the State Veterans’ Homes can play a
more substantial role in meeting the long-term care needs of vet-
erans. We support the national trends toward de-institutionaliza-
tion and the provision of long-term care in the most independent
and cost-effective setting. We would be pleased to work with the
Committee and the VA to explore options to develop pilot pro-
grams, such as the proposed Bangor Veterans’ Campus, providing
innovative care and for more closely integrating the State Veterans’
Homes program into the VA’s overall healthcare system for our vet-
erans.

Thank you for the opportunity to address you today, and thank
you for your commitment to long-term care for veterans and for
your support of the State Veterans’ Homes as a central component
of that care.

[The prepared statement of Mr. Kash appears on p. 48.]

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

Dr. Hartley.
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STATEMENT OF DAVID HARTLEY, PH.D., MHA

Mr. HARTLEY. Well, thank you. Mr. Chairman, Mr. Allen, Mr.
Miller, thank you for the opportunity to testify before this Com-
mittee. My testimony is based on my 12 years as a manager of sub-
stance abuse treatment programs in rural areas, and 15 years as
a rural health researcher with a focus on access to mental health
services in rural America. I would like to make 4 points in my tes-
timony.

First, as you know, many veterans are returning from OEF and
OIF with mental health issues including PTSD, depression, and
traumatic brain injuries (TBI). A recent report from the RAND
Center for Military Health Policy Research refers to these as the
invisible wounds of war and reports that 31 percent of servicemen
deployed since 2001 have reported symptoms of one or more of
these injuries. This report I have here with me, it is very long. It
just came out a few days ago, and I highly recommend it. What is
not mentioned in the RAND Report is the significant portion of
these combat vets who are from rural areas, nearly half are recent
recruits.

My second point. The Veterans’ Healthcare System has unique
expertise and resources to devote to the healing of these injuries.
In recent—excuse me. The VA also has an integrated health infor-
mation network. I am sorry, my notes are out of order. I am going
to have to switch to my other notes. Excuse me. (Pause.) In recent
years, the VA has opened more community-based outpatient clinics,
or CBOCs, to make their expertise and these resources available to
veterans who live at significant distances from VA medical centers.
We now have 6 CBOCs in Maine.

The VA also has an integrated health information network in the
Nation, the best in the Nation, with evidence-based, patient-cen-
tered performance measures and a monitoring system to assure
that all patients receive high quality care. That system gets very
good outcomes for those veterans who receive care from VA clinics
and from CBOCs and from contract providers.

There are several reasons why a veteran in need of help might
not seek care at one of these facilities. While CBOCs have im-
proved access in many rural areas, there remain vast remote areas
in our most rural States, including Maine, where VA facilities are
out of reach. Also, some veterans prefer to seek care from a non-
VA system provider for a variety of reasons. This RAND report
found that only half of those with these injuries actually seek help
for them.

My third point. The Federal Government, through the Health
Services and Resource Administration, has created several pro-
grams to attract providers to under-served areas to support them.
These include federally qualified health centers, critical access hos-
pitals, and rural health clinics. Some rural areas are also served
by community mental health centers. Most of these programs exist
in areas that are designated as under-served. While many of these
programs are focused on primary care, it is common in rural areas
to seek mental health services from primary care sites.

We have the technology and the expertise to help these rural
sites provide care to rural veterans that is of the same high quality
that urban vets receive. This can be done through telehealth,
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through the VistA information system which is now available to
non-VA providers, through direct and clinical consultation between
the expert clinicians in VA medical centers and rural providers,
and through the placement of VA providers in these non-VA rural
sites, creating veterans’ access points. Such cooperation between
VA and non-VA providers must be encouraged.

My final point. To facilitate collaboration between Health Re-
sources and Services Administration (HRSA) and the VA, this
Committee should encourage HRSA’s Office of Rural Health Policy
and the VA’s new Office of Rural Health to collaborate on dem-
onstrations and on interagency research bringing HRSA’s Rural
Health Research Center and the VA’s researchers together to ex-
plore options for improving access to high quality care for rural
vets.

Thank you. I will be happy to answer your questions.

And I would like to add that I am accompanied today by my col-
league, Dr. David Lambert, who is also an expert in rural mental
health. Thank you.

[The prepared statement of Mr. Hartley appears on p. 52.]

Mr. MicHAUD. Thank you very much, Dr. Hartley.

Once again, I would like to thank the 4 panelists here.

Mr. Laweryson, you had mentioned the CARES process and
CBOCs, and we are very much familiar with that whole process.
We keep that book, I know I do, right on my desk in Washington
to keep updated on how much progress we are making.

Former Secretary of the VA, Tony Principi said in order to move
forward in the CARES process, that they would need about a bil-
lion dollars a year. That has not happened, unfortunately. How-
ever, I think that if you listened to all the comments made here
thus far today, as well as in Washington, relating to rural health-
care issues and access to healthcare, I think the CARES process
would actually quite frankly solve a lot of problems with access
points in rural areas.

My question is it is an expensive process. Part of that expense
is establishing some major hospitals that could cost $500 million to
establish compared to a $50 million dollar CBOC or access clinic.

What would you recommend? Should the Subcommittee focus on
some of the lower-cost access points and put off maybe for a year
or whatever some of the higher dollar figure major hospitals?

Mr. LAWERYSON. I think that hits it right on the head, sir. It is—
it is like a triage in the battlefield. You get the veterans in. If they
dictate that they have to go to further treatment, then we can
move them down to a larger CBOC. For instance, we have Bangor.
That is on the outreach of 50, 60 miles north of Togus. I think the
problem there is that if we can get Togus up to speed, then these
veterans don’t have to travel even further south 2 or 3 hours into
Boston, and that is from the lower section of the State.

But on the rural as an overall picture, if you have your access
sites out there, you are going to find more veterans getting into
them. And once they are diagnosed and triaged, for lack of a better
word, then you can get them into the system and they will feel
more comfortable with it. But to do that, we have to communicate
to them that this is open, it is a great system, because for years
they haven’t been getting that word.
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Mr. MICHAUD. I am relieved to hear that answer because actually
later this week, Wednesday, I believe, our Committee will be mark-
ing up a construction bill, and we have language in there that will
actually direct the VA to focus on exactly what we were just talk-
ing about.

My other question, you had also mentioned the gas reimburse-
ment. As you heard earlier and you all know, we increased the
mileage to 28.5 cents. However, the VA did put on a waiver or in-
creased the waiver. When the Secretary was before us in the hear-
ing to the full Committee of Veterans’ Affairs, he said that the de-
duction is being waived.

Are you finding that to be true for your members?

Mr. LAWERYSON. No. I was told that it hadn’t been waived. And
it is—we really appreciate the 28 cents, you know, the increase to
that. But when the gas goes up 28 cents in a day, that is—if they
could take that waiver off, that would be really beneficial to a lot
of them.

Mr. MicHAUD. So that deduction has not been waived?

Mr. LAWERYSON. At the last meeting, it hadn’t been. We brought
it up and was told it hadn’t been.

Mr. MicHAUD. Okay, because the Secretary had told the Com-
mittee that it was.

Mr. Hartley, you had mentioned I think in your testimony that
you suggested the VA should establish a Rural Behavioral Health
Research Institute. What specific research questions would you like
to see the institute address?

Mr. HARTLEY. I think the most pressing question right now is
this fact that 50 percent of the folks who have these symptoms
aren’t seeking care for it. I think there is a whole variety of reasons
why that must be the case. It is not just about geographic access.
I think there are other reasons. I don’t think we know the answers
to those questions. This RAND report asks some of those questions
and begins to point the direction, but that would be my first ques-
tion.

Mr. MIcHAUD. You also mentioned that you are an expert in
rural behavioral health. How would you assess the VA’s current
system ability to meet the behavioral health needs for rural vet-
erans? Do you think they are meeting all those needs?

Mr. HARTLEY. Well, clearly they can’t meet all those needs in the
most rural areas. And as a matter of fact, this isn’t a problem that
faces only the VA, it faces our entire healthcare system. Mental
health needs and substance abuse needs in rural areas are fre-
quently cited as the most acute need in the most rural areas by
people all across the spectrum. So, it is true, they are not meeting
those needs.

I think what we need to do is pool our resources that are out
there that have been created through these Federal programs to do
the best job we can to meet as many people’s needs as we can.

Mr. MICHAUD. What are some of the specific things you think the
VA can do to improve the access to rural veterans?

Mr. HARTLEY. Well, as I suggested here, I think they—and I like
this idea of triage, of figuring out how to make a first point of con-
tact, a first point of access where we can get folks in the door. And
this may address some of those reasons for that 50 percent who
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aren’t seeking care. So creating what we call the “no wrong door”
approach, which means wherever you show up, there will be some-
body there who will say, yes, you have this problem and, yes, you
are eligible for these benefits, let me help you.

Mr. MicHAUD. My last question, Mr. Kash, is do you have any
programs specifically for women veterans?

Mr. KasH. No, sir, not specifically. Although, we are seeing more
and more women and we are becoming much more adept at han-
dling them. Normal nursing home, a civilian, is 75 percent women,
where it is about 25 percent or less in our homes because of the
nature of the veterans. But we are getting much more adept at how
we handle women.

Mr. MicHAUD. Mr. Miller.

Mr. MILLER. Thank you, Mr. Chairman. For the record, I do be-
lieve the Secretary sent a letter out clarifying that he did, in fact,
misspeak during our hearing in regards to the waiver, and he is,
in fact, looking at expanding and doing research. I think we all
support the waiver that he did in fact speak of.

Mr. Kash, you talked about the veterans’ campus in Bangor.
Could you elaborate a little bit on the benefits? I think it is a great
idea. How did it come about and what are the options that we are
looking for?

Mr. KAsH. It came about a year and a half ago. A group, includ-
ing several players in the legislature in the veterans’ organizations.
The CBOC at Bangor right now is about half the size that it needs
to be. The veteran population there is growing and getting big, so
they knew they had to replace the CBOC and they knew their lease
was coming up due. So, a new one needed to be built. This was an
idea, the Dorothea Dix Psychiatric Center up there is a large cam-
pus, and we are right next to it, we are part of it. And we thought
here is a great opportunity to locate it nearer to where it is now,
bringing a large area to build its clinic.

And then also other ventures that we are looking at doing up
there, along with Veterans’ Housing Coalition of Maine, is estab-
lishing housing, low-cost housing for homeless or needy veterans.
And what we would also like to do for MVH is look into hospice,
building a fixed hospice facility. So, here we have a bunch of ven-
tures we would like to do to improve our services to the veterans,
and we know that we can co-locate them all on one campus. We
think that it will obviously be much more convenient for the fami-
lies and the veterans themselves, but also the many service organi-
zations that work together to provide those services. We saw it as
a win-win opportunity.

So, the State of Maine took the initiative to go ahead and re-
search it, to put it into action, to have a rather robust Committee
look at it and make sure all the stakeholders are in agreement
with it, and then to go ahead and pass legislation that will in fact
deed land over to MVH to help facilitate the building and construc-
tion of that.

Mr. MiLLER. Thank you. Mr. Laweryson, do you support the fee-
for-service concept if veterans have no other options available, in
particular rural veterans?

Mr. LAWERYSON. I think the fee-for-service is great if it is an
emergency and it is also great for those veterans that suffer from
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head colds, rashes, coughs, headaches, or for glasses. But your
other, you know, major surgeries and stuff that can be done that
are not emergency, they need to get to the VA hospital because the
turnaround time on healing, because it is in a veteran’s commu-
nity, it is cut in half. These veterans, they love being around each
other. And that is an important part of the system, that is why we
have the VA hospital, especially the combat veterans.

But, yeah, on a case-by-case, if they don’t need to be running
down from Caribou or Presque Isle or Clayton Lake to get some
cough syrup or something, that would be fantastic. You know, or
if it was an emergency surgery, compound fracture, get it over
here, get it taken care of right here locally. It is done, and the fam-
ily unit is there to help with the healing process.

Mr. MILLER. I only ask that question because we do get pretty
good push-back from the VSOs out there with regards to—and I
understand part of the argument and the desire not to berate the
healthcare that is being provided now by allowing veterans to,
quote, “flee the system,” if you will. But we are all trying to find
a way to get at access problems, even in the short-term, and it may
be that fee-for-services is the way to go.

I don’t know how we establish the severity of an issue, obviously,
because there are a lot of people that will go to a doc in the box,
if you will, for a minor issue rather than go to the hospital. I just
wanted to see what your reaction was.

I am going to go ahead and yield my time over to Mr. Allen so
he can continue to ask questions.

Mr. MicHAUD. Mr. Allen.

Mr. ALLEN. Thank you. Thank you all for your testimony. I had
a couple of questions for Peter Ogden.

In your testimony, you say there are more than 10,000 women
veterans in the State of Maine, but only 1,800—Iless than 1,800 re-
ceive their healthcare from the VA. You mentioned lack of access,
lack of outreach as likely reasons for that number being as low as
it is, or at least I think that is what you are saying.

So, I guess I am curious about what you think the limits are of
your current outreach efforts, and really are there places that you
think more could be done? I guess the first question is do we have
a problem here or not?

Mr. OGDEN. Yes, we have a problem. Actually, outreach—I think
part of our problem is I know about my World War II veterans, Ko-
rean war veterans that we are wrestling to bring into the VA sys-
tem now. It is like the women veterans. They are there, we know
they are there. We know—we can tell what counties they are in,
but we haven’t been able to reach to them and say, you have some
benefits, please come use them.

And I think it has a lot to do with the female veterans that come
back, the younger ones get married, they have families or those
things. They kind of get drawn into other things. And because the
access is not convenient for them to the women’s clinic at Togus or
any of the CBOCs that we have available to go to them, I think
they kind of do other things in the process. I really believe that
having the CBOCs, the access points out there, will bring more
women veterans into the system.
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And the other part is for us to reach out. And as a State, we
struggle with how do we reach out to veterans. That is part of my
job is outreach and working with the VA to be able to say to every
one of those women veterans that here’s the benefits available to
you, here’s what we need to do, please come see us. I write letters
to every DD-214 that comes into my office. There’s about 1,500,
1,800 this last year. I send letters to every one of those people say-
ing, here’s your benefits, if you have a question, come call to us.

Well, we still need to keep community outreach. A lot of those
are young women veterans, and we have a lot of other veterans
here. It is a problem with us. I think outreach would bring the vet-
erans in, not just the women, but the other veterans. And to bring
them in, we need the access points to bring them into because I
think one of the things that we need to do is—because access
points will give us primary healthcare.

And if we get primary healthcare in a preventive medicine kind
of timeframe, we will reduce the cost and severity of those things
when the veteran shows up down at Togus later on. If we can get
them in sooner and take care of their healthcare and be preventa-
tive about what we are doing with those things, it will reduce the
total healthcare costs because when they show up—if we haven’t
done that, they are going to show up with a more severe problem
than needs to be, I think.

Mr. ALLEN. Is there a way to use other women’s groups to reach
women veterans? Part of the question is, should you be thinking
about outreach to the women veterans any different than you do
with men?

Mr. OGDEN. Well, the State of Maine has a Commission for
Women Veterans. They work under my kind of control as a com-
mission established by women veterans. There is no funding for the
women veterans. I try to help them. I do the newsletters for them,
we send them out and they work with us to try to outreach. It is
about having some money to travel, having some money to have
town hall meetings and those kind of things. These women are all
volunteers. They don’t get paid for anything they do, but they do
travel around, they do work with those things.

Maine just has now—we have a great chapter of the WAVES Na-
tional that are mostly World War II female veterans. We have now
the Vietnam—actually, the Women Veterans of America just start-
ed a chapter in Maine. That is going to be helpful, I think, to gath-
er the women into the process. But it is about outreach, and you
need to have female veterans reaching out to female veterans.

Mr. ALLEN. My other question is for Kelley Kash. In your written
testimony, you said that the VA recently estimated nationally that
nursing care beds in the State homes are 87 percent occupied, but
that many of the State veterans’ homes nationally have occupancy
rates near 100 percent and some have long waiting lists. In Maine,
I understand it is around 97 percent.

Mr. KAsH. Yes, sir.

Mr. ALLEN. Is that right? What do you think is going to happen?
Has that number been stable? Is it likely to increase? Are we at
risk of having longer lines, or do you think that, you know, you
have been adding beds at a pace that will be able to take care of
the potential influx in the population?
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Mr. KASH. There are 155,000 veterans in the State of Maine,
plus their families. And on average, about 5 percent of the aging
population will require nursing home care. So you can see that that
number is really askew. I think what is going to happen is even
though we are legally constrained to 640 beds, we could easily grow
and still not have enough room to provide all the services. So, the
VA is going to have to look at other mechanisms to do that.

But the short answer to your question, I think we could use a
lot more beds.

Mr. ALLEN. Do you think you are likely to have waiting lists in
the future? Do you have waiting lists now?

Mr. KasH. Yes, we do. We have waiting lists right now, and a
lot of those are family members who would like to get in as well.
I think that we could address immediate needs in areas like York
County. But then there are about 40 percent of folks, their primary
reason for choosing a nursing home is convenience of location. And
there aren’t too many locations that are convenient in Maine. So,
if we could deploy more homes, we could certainly, I think, fill
those beds.

Mr. ALLEN. Thank you. I yield back.

Mr. MicHAUD. Thank you. Once again, I would like to thank the
4 panelists for your testimony this morning. I look forward to work-
ing with you as we move forward in dealing with these issues.
Thank you very much.

Next, panel 3 includes Joe Wafford, who is the Supervisory Na-
tional Service Officer for the Department of Maine Disabled Amer-
ican Veterans (DAV); Donald Simoneau, who is a past Department
of Maine Commander for the American Legion; John Wallace, the
Maine State Council President for the Vietnam Veterans of Amer-
ica (VVA); and James Bachelder, who is the Maine Department
Commander for the Veterans of Foreign Wars (VFW) of the United
States. I want to thank all of you for coming here today. I look for-
ward to hearing your testimony.

We will start with Mr. Simoneau.

STATEMENTS OF DONALD A. SIMONEAU, PAST COMMANDER,
DEPARTMENT OF MAINE, AND MEMBER, NATIONAL LEGIS-
LATIVE COUNCIL, AMERICAN LEGION; JAMES BACHELDER,
COMMANDER, DEPARTMENT OF MAINE, VETERANS OF FOR-
EIGN WARS OF THE UNITED STATES; JOHN WALLACE, PRESI-
DENT, MAINE STATE COUNCIL, VIETNAM VETERANS OF
AMERICA; AND JOSEPH E. WAFFORD, SUPERVISORY NA-
TIONAL SERVICE OFFICER, DEPARTMENT OF MAINE, DIS-
ABLED AMERICAN VETERANS

STATEMENT OF DONALD A. SIMONEAU

Mr. SIMONEAU. Mr. Chairman, that has a nice ring to it, Con-
gressman Miller, Congressman Allen, I thank you for the oppor-
tunity to present the American Legion’s views on women, special
needs, and rural veterans. The American Legion commends the
Subcommittee for holding a hearing to discuss this vitally impor-
tant issue.

According to the VA research, women make up approximately 15
percent of the active force serving in all branches of the military,
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and the State of Maine has approximately 9,396 women veterans.
Research has shown that women veterans encounter 3 large bar-
riers when trying to access healthcare through the VA system: The
lack of knowledge of the VA health administration services, un-
aware of the eligibility for healthcare benefits, and the perception
that the VA caters to male veterans.

The American Legion recommends that once women veterans’
needs are identified, the VA develop and implement policies to ad-
dress these deficiencies in a timely manner and conduct an exten-
sive outreach campaign to ensure that this special population of
those who served and those who served them are aware of the en-
hancements in the healthcare services.

Special needs veterans. The American Legion is very concerned
about the needs of all veterans, but we must reassure that special
needs veterans do not slip through the cracks: The chronically
mentally ill, the major affective disorders, post traumatic stress
disorder, traumatic brain injuries, the frail, the elderly, those vet-
erans 65 years of age or older with chronic health problems, and
we must always be on-watch for the homeless veteran.

Recently, in my own hometown, a young man who served 2 tours
in Iraq, found that he could not handle what he dealt with, and he
took his own life. And it was a great loss to the community, a great
loss to the Nation. He is one of those that slipped through the
cracks. We cannot allow that.

The American Legion believes veterans, many of whom are elder-
ly and infirm, are isolated from regular preventative medical atten-
tion they need and they deserve. The VA’s ability to provide treat-
ment and rehabilitation to rural veterans who suffer the ongoing
wars in Iraq and Afghanistan will continue to challenge the sys-
tem. The American Legion believes CBOCs that serve as a vital
element of the VA’s healthcare delivery system in States such as
Maine, veterans face extremely long drives, shortage of healthcare
providers, and bad weather.

The American Legion urges Congress to adequately fund CBOCs,
construction and maintenance. The VA must enhance existing part-
nerships with communities and other Federal agencies to help al-
leviate the barriers that exist such as the high cost of contracted
care in the rural setting. Lastly, the American Legion urges Con-
gress to provide adequate funding to the VA to accommodate the
modernization of all VA structures.

Mr. Chairman, I thank you for giving the American Legion this
opportunity to present its views on such important issues. You can
see a much more in-depth report in my printed report which I have
submitted. I thank you for my time.

[The prepared statement of Mr. Simoneau appears on p. 53.]

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

Mr. BACHELDER.

STATEMENT OF JAMES BACHELDER

Mr. BACHELDER. Mr. Chairman, Congressman Miller, and Con-
gressman Allen, I want to thank you for being here today.

I would like to start by saying that we did have a communication
problem due to the fact that Rosemary Lane is very sick. But I
want to thank you for waiving the need to have my testimony
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ahead of time. I am going to record it and I will get it to Jim
Pineau at Congressman Allen’s office for the Committee.

Mr. MicHAUD. Thank you.

Mr. BACHELDER. As the Commander of the Veterans of Foreign
Wars in the State of Maine, a Board Member of the Veterans’
Housing Coalition, Co-Chairman of the Southern Maine Veterans’
Memorial Cemetery Association, the Chairman of the Sanford Vet-
erans’ Memorial Committee, the host of the Sanford veterans’ cable
access program which both Congressman Michaud and Congress-
man Allen have been to in the past and we hope to have you in
the future, a driver of the Disabled American van in Sanford for
Togus for 5 years, and a disabled veteran due to combat in Viet-
nam, I would like to put some light on some issues that we found
in the VA healthcare.

Transportation. If you are not service-connected, you have to deal
with the Disabled American Veterans’ van system which is made
up of volunteers. And due to health restriction of drivers, some-
times it is hard to have people drive the van. So in this area, in
Sanford, if you need to go for a Tuesday appointment, you need to
take a van ride on Monday. You need to spend the night at Togus.
The VA will give you food and housing. You would have your ap-
pointment for 15 or 30 minutes on Tuesday, and you have to stay
at Togus hospital Tuesday night and take the van back on Wednes-
day.

The VA healthcare has the best electronic records, and in those
records are flags where the Mental Health Department can put in
information about the patient, about the needs, about the concerns.
And with research, I have talked with the computer department,
I have talked with the schedulers, and those flags should be used
so that the people that need to use the DAV van, when they make
an appointment, they will know that these people should be able
to get a ride on Monday and have the appointment before noontime
and be able to return on the same day. And it would reduce the
cost of housing and feeding these veterans, but we have not been
able to get the Mental Health to allow these flags to be used for
transportation reasons.

And when we have the van that needs to go to Boston, and some-
body has to get there from up in Caribou, they have to come down
the day before. They have to take the van to Boston. They have to
have their procedure done. They have to take the van back to
Togus. They have to spend the night in Togus and wait until there
is a van to take them back to Caribou. So, the transportation issue
is something that as veterans you know about, but we need Con-
gress to understand. That if we have the communication in the
records, then we can key-in to the transportation system and these
veterans can be serviced in 1-day service.

Appointments. I just had a Ryan Lilly come down who is the As-
sociate Director of the Medical Center. And when he came down,
we talked about some letters that I received.

I had an appointment for May 30th. I received a letter that it
was canceled because the doctor wasn’t going to be available, so it
was moved to the 7th of May. Then I received a letter that the 7th
was canceled, it was moved to the 8th. Then I received a letter say-
ing that the 8th was canceled, it was moved to the 9th. The letter
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canceling the 7th and the 8th and the 8th and the 9th were written
on the same day.

When I talked with Mr. Lilly, he said when you have a change
in your appointment, the healthcare should be calling you to find
out if you are available for the day that they are going to give you
an appointment. That wasn’t being done. And when he did get it
taken care of, the employees did not have a very good attitude
when they call up and try to arrange an appointment with you.
And I just don’t see that the veteran who is trying to get health-
care and isn’t being cared for properly should have a bad attitude
from an employee when they are being told to do their job properly.
I did get to see a doctor, and that’s been taken care of.

I do have another issue, and I am using myself as an example
because of the fact that I can speak of what I know. But I do work
as a service officer in the VFW here in Sanford, and I know that
I am not the only person that has these issues. But I do have an-
other appointment I called on, and it takes 2 months to get the ap-
pointment. And it would be nice if we could find a way to get these
appointments quicker than 2 months.

Also, I was driving up to Togus 1 day, and I called up just to
make sure that they understood I was on my way. And when I got
to Brunswick they said, oh, don’t bother coming, the doctor’s not
available. I have gone up to Togus at other times, the doctor wasn’t
available, and all of the people were coming in for their appoint-
ments and they were never notified that this doctor wasn’t avail-
able and they continued to go to Togus. And it is not a one-time
deal. This happens often, that they have too few of doctors, they
have so many veterans, and an emergency comes up and the doctor
has to be taken away. But nobody picks up the phone to try and
call these veterans and tell them not to come.

The question about post traumatic stress and traumatic brain in-
jury. Peter Ogden was just testifying from the Bureau of Maine
Veteran Services. And his chapter had a meeting with all of the
State commanders and with other people about making sure that
we are servicing our National Guard, our Reserve, and any of the
military that are coming back.

And in that meeting, it was stated that traumatic brain injury
and post traumatic stress have the same symptoms. It is very dif-
ficult to try and find out what the cause is for the veteran. But it
has also been found out that the post traumatic stress disorder
therapy can be devastating to an individual with traumatic brain
injury. So if you try to resolve the wrong issue not knowing, you
could actually be putting the veteran’s life in danger.

With the assessment of post traumatic stress disorder in rela-
tionship to this bill which Congressman Allen has created, if you
have an analysis from a social worker, it can be overturned by a
VA psychiatrist and you can lose your claim. The Vet Centers that
are created by the VA are all staffed by social workers. If you go
to a VA hospital for healthcare, you see a social worker. So the as-
sessment that you have can be overturned by the psychiatrist that
is now doing your competence evaluation.

So, how can individuals get an assessment that will be accepted
by the regional office if the psychiatrist has the power to negate
the assessment that you have gone through over months or years?
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And that’s a question that has been brought up, and I think that
it needs to be looked at. And I understand that part of your bill
may even address that.

Mr. MicHAUD. Well, thank you very much, sir. I really appreciate
it. And if you want to submit your written remarks for the record,
we will definitely include them.

And please give Rosemary Lane our best, our prayers and
thoughts are with her as well.

Mr. BACHELDER. Thank you very much.

Mr. MicHAUD. Mr. Wallace.

STATEMENT OF JOHN WALLACE

Mr. WALLACE. Mr. Chairman, Ranking Member Miller, and dis-
tinguished Members of the Subcommittee, my guests, my name is
John Wallace. I am a combat veteran who is presently Vietnam
Veterans of America State Council President. I serve on Maine’s
BigMac and MiniMac since their inception, and that’s for more
than 20 years. I am also on the Network Communications Council.
I also serve on the Veterans Coordinating Committee, the Caribou
Veterans Cemetery Committee, the Maine Veterans’ Home Liaison
Committee in Caribou, and I participate in the Commanders Call
with the Governor and National Guard General.

Mr. Chairman, the Maine Department of Veterans’ Affairs is lo-
cated in Togus, 6 miles east of Augusta. Opened in 1866, Togus
was the first national home for disabled volunteer soldiers. This VA
Medical Center provides medical, surgical, psychiatry and nursing
home care. The VA operates community-based outpatient clinics in
Bangor, Calais, Caribou, Rumford, and Saco to provide better ac-
cess for veterans living in rural areas. In 2007, they opened a part-
time clinic in Lincoln. There is also a Mental Health Clinic located
in Portland.

More than 1,400 active-duty servicemembers and veterans of the
Global War on Terror have sought VA healthcare in Maine. Many
veterans from the conflicts of Iraq and Afghanistan have visited VA
counseling centers in Bangor, Caribou, Lewiston, Portland, and
Springvale. These community-based Vet Centers are an important
resource for the veterans who, once home, often seek out fellow vet-
erans for help transitioning back to civilian life. Over 6 million vet-
erans live in rural areas across America, and most fall below the
poverty line. They travel hours to get to the nearest VA medical
facilities.

At a hearing of the Subcommittee on Health, Mr. Chairman, you
pointed out that although 20 percent of the Nation’s populace lives
in rural areas, 40 percent of the veterans returning from deploy-
ment in Afghanistan and Iraq live in rural areas. This leads to a
significant challenge maintaining core healthcare services. The av-
erage distance for rural veterans to access care is 63 miles accord-
ing to the National Rural Health Association.

The difficulty in accessing healthcare is a significant problem for
many Maine veterans. Although Togus is almost centrally located
in Augusta, the State’s geographic expanse makes it a problem for
many veterans to use the hospital as a primary care provider. In
2004, the Government Commission expressed concern that only 59
percent of Maine’s veterans were living within the geographical
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guidelines for access to care which ranged from 60 minutes for
urban areas and 120 for very rural areas.

Of Maine’s 6 CBOCs, with 2 more planned under CARES, the
closet CBOC is around 80 miles from its hub, the furthest is 260.
For primary care, this is okay. But for specialty care services, vet-
erans have to travel to Togus or Boston. The distance a veteran
may have to travel is more than 300 miles, which is clearly outside
the 75-mile radius established by the VA. To make matters worse,
most rural medical care providers, weary of the paperwork and
long delays involved in the Federal benefits system, often do not
accept TRICARE.

There is evidence that the VA has known for some time about
the need to focus more on rural care. In 2004, the study of 750,000
veterans found that those living in rural healthcare areas tended
to have seriously high—more seriously high health costly problems
than their urban counterparts. Perhaps the VA could reach a lot
of veterans who live in rural Maine by expanding the use of fee-
basis care, in which the VA contracts its services out to a third-
party provider. Certainly, issues involved in providing rural health-
care must be addressed by the VA’s new Office of Rural Health-
care, which has been slow to get started.

Mr. Chairman, we are in an emergency situation in Maine, and
VVA is seeking your help in Congress to expedite the provision
stated in lower P.L. 109-61. Otherwise, our disabled veterans, both
young and old, would be forced to continue the long-distance travel
for care and treatment to the nearest VA Medical Center, clinic, or
hospital.

We pioneered the first rural, or rural-rural VA clinic as I like to
call it, in Maine. We started out 1 day a week, and quickly went
to 7. Excuse me, not 7, 5 days with 3 providers, staff, 2 mental
health providers currently on, and telemental health being given
access to. This covers an area bigger than the State of Rhode Is-
land and Connecticut put together. We, the veterans, had to fight
every step of the way for this. In the beginning, we were told this
would never happen. We proved them wrong.

If you travel into the farm towns of any State in this union, you
will see lots of veterans who need help and are having difficulty
finding it. Should we lose veterans who protected this Nation so
honorably because our government is unwilling to look past poli-
tics? I think not.

Women veterans’ healthcare issues have come a long way, basi-
cally, in the last 15 years. There are 2 bills before Congress, 1 in
the Senate, 1 in the House. The Senate version addresses the
women veterans program manager issue, the House doesn’t. At
present, under the VA guidelines, they have 20 hours a week to
work on that besides doing what they were actually hired for in the
other position. This needs to be changed to a full-time position so
that they can take care of our women veterans.

I will briefly discuss the rest of it. Mental healthcare issues with
the women veterans. There is a big problem there because inpa-
tient care for them, they are basically in with the men and it is
hard for women to talk about military sexual trauma, spousal
abuse, et cetera, and feel comfortable. The VA needs to get a lot
more gender-oriented when it comes to women, especially with the
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mental healthcare problems. When you take PTSD and military
sexual trauma, they have very few, if any, clinicians—can’t pro-
nounce it—any qualified medical people that handle it that can
handle both at the same time because it is a concurrent treatment.
So, they do have a special problem there.

In the last 15 years, the VA, especially here in Maine, has come
a hell of a long way with the Women Veterans’ Clinic and their
issues, regular veterans and their issues, but their hands are tied
and they have been tied because of funding. They’d do a lot more
with the buck they get, but they need the funding to be able to
take care of these rural issues. And if they do not have sufficient
funding there when the government year begins, and not 3 to 6
months later when Congress finally gets off its duffs and votes for
a budget, you won’t overcome any of these problems.

In closing, I would like to thank you, and I am open to any ques-
tions.

[The prepared statement of Mr. Wallace appears on p. 56.]

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

Mr. Wafford.

STATEMENT OF JOSEPH E. WAFFORD

Mr. WAFFORD. Good morning, Mr. Chairman, Congressman Mil-
ler and Congressman Allen. The DAV would like to thank you for
inviting us to today’s field hearing of the Subcommittee. DAV is a
national veterans service organization representing 1.3 million
members and is dedicated to rebuilding the lives of disabled vet-
erans and their families.

The topics before the Subcommittee—women, rural and special
needs veterans—are of acute interest to DAV both in Maine and
nationwide. With the adult population of 970,0000, Maine is home
to 155,000 veterans who constitute 16 percent of our adult popu-
lation, among the highest proportions in the State, in any State. In
regard, we urge the Subcommittee to swiftly consider and approve
H.R. 4107, the “Women Veterans Health Care Improvement Act,”
offered by Representative Herseth Sandlin and Brown-Waite, 2
Members of your Committee.

We are seeing a large number of rural veterans, both men and
women, coming home from these wars with severe injuries and ill-
nesses as we see today. Therefore, we are pleased that the Sub-
committee is turning its attention to these issues, and urge you to
maintain a strong focus.

As you know, VA operates a major regional medical center in
Togus. It opened in 1866, and Togus is the first national home for
disabled volunteer soldiers. Today, Maine’s only VA Medical Center
plays a major role in the community and State, providing medical,
surgical, psychiatric and nursing home care. It is also a civilian
employer, significant in Augusta.

The VA also operates community-based outpatient centers which
have been attested to many times today. Mr. Chairman, as you
know, the VA had planned to open a CBOC in Dover-Foxcroft, but
those plans were shelved due to an insufficient veteran population
base to support a full-time clinic.

The DAV believes that area still needs the VA’s attention as it
is very rural. And we highly recommend that Togus provide a sat-



29

ellite van or a portable physician office to serve veterans in that
area. And once the veterans in the Dover-Foxcroft area become
aware that the VA has established a healthcare presence for them,
even on a part-time basis, this may help justify a full-time clinic
at a later date in that community. And then that will allow the
portability of the van to travel to other areas, other rural areas to
provide service, and leave Dover-Foxcroft as a storefront operation,
per se. We appreciate the Subcommittee making that recommenda-
tion to the VA.

According to VA, in 2006, latest information available, inpatient
admissions to the VA healthcare facilities in Maine totaled 1,696,
while outpatient visits reached 325,000. Also, 17,474 veterans 65-
years of age or older that received healthcare from the VA in 2006.

Mr. Chairman, in Maine, more than 1,400 active-duty
servicemembers and veterans of the Global War on Terrorism have
sought healthcare here. Many veterans from the conflicts in Iraq
and Afghanistan have visited our Vet Centers throughout the
State.

The State of Maine operates 6 veterans homes, as you have
heard earlier. One difficulty, however, that concerns us in the State
homes, they do not provide a rehabilitation or convalescence capa-
bility. Given to our elderly population that needs these State
homes, could offer veterans a greater new service if they embrace
a rehab/convalescence mission in partnership with the Togus VA
Medical Center. Many veterans that are in inpatient care at Togus
live in Bangor or Caribou and other communities at a great dis-
tance.

In general, the current law limits the VA in contracting private
healthcare services, entrances providing necessary, the VA facilities
do not have the capability. And we feel that fee services and con-
tracting are a good way to go. But beyond these limits, there is no
general authority, though, in the law to support a VA—a broad VA
contracting for an oversight, which needs to be addressed.

We believe the best course for most enrolled veterans in health-
care is to provide continuity of care in facilities under the direct ju-
risdiction of the Secretary of Veterans Affairs. And aside from
these concerns, we know the VA’s contract workloads have grown
significantly.

The VA must ensure that the distance of travel be addressed be-
cause it does provide hardships in the face of consideration in the
VA policy. VA must fully support the right of rural veterans to
healthcare and insist that funding for additional rural care and
outreach is appropriated for that purpose. Mobile Vet Centers
should be established, or at least on a pilot basis, to provide out-
reach and counseling.

Recognizing that in areas of particularly