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HEARINGS ON THE REPORT OF THE PRESIDENT’S TASK FORCE TO IMPROVE HEALTH
CARE
DELIVERY
FOR
OUR
NATION’S
VETERANS
TUESDAY, JUNE 3, 2003

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC
The committee met, pursuant to notice, at 10:03 a.m., in room
345, Cannon House Office Building, Hon. Chris Smith (chairman of
the committee) presiding.
Present: Representatives Smith, Simmons, Boozman, Bilirakis,
Evans, Gutierrez, Snyder, Rodriguez, Michaud, Strickland, Bradley, Beauprez, Brown-Waite, Renzi, Murphy, Ryan, Davis, and
Udall.
OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. Good morning. I want to welcome all of you to
the hearing. It is a pleasure to have Dr. Gail Wilensky, a noted
health economist, former Administrator for the Health Care
Financing Administration, and the co-chair of the President’s Task
Force to Improve Health Care Delivery for Our Nation’s Veterans,
here today to present the findings from the Task Force’s Final
Report.
When President Bush announced early in his presidency that he
was creating a task force to study the health care being provided
to our Nation’s veterans, he served notice to two very large organizations—the Departments of Veterans Affairs and Defense—that it
would no longer be ‘‘business as usual.’’
By virtue of his decision, both VA and DOD have already begun
paying much closer attention to the concerns and needs of veterans
and each other. And based upon recent reports, including this one,
I am pleased to see that a greater commitment to sharing has
made some progress, although there is still much to be done. I congratulate the President and the two secretaries for having recognized that the Nation expects more cooperation between their departments than occurred in the past.
But, as the PTF report states, ‘‘in spite of extensive research and
efforts to increase VA/DOD sharing and collaboration, and thereby
improve veterans’ access to care, the results until very recently
have been at best marginal, or at worst, superficial.’’
While there is an obvious area of commonality between these two
departments, and particularly in the populations served by their
(1)
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respective health care systems, both of these departments have distinct missions and challenges that frequently eclipse the need for
collaboration between them.
In this regard, the President’s Task Force has reached a similar
conclusion to what this committee has found repeatedly in the
years I have been a Member of Congress. For a variety of reasons,
the two departments have often acted toward each other as if they
were agencies of different nations, and sometimes not particularly
friendly nations at that.
I first noticed this attitude at military installations in my own
congressional district in New Jersey. Over the past 23 years, I have
represented all or parts of Fort Dix Army Base, McGuire Air Force
Base, and Lakehurst Naval Air Engineering Station, which are located adjacent to one another in central New Jersey. I can recall
trying to travel from one base to the other. It seemed as if I had
to have a passport to go from one border to the other.
Today, there is much better cooperation among these bases, but
my experience taught me how difficult it can be to achieve collaboration among organizations with separate and distinct missions.
I would note that Congress has acted on numerous occasions over
two decades to improve VA-DOD cooperation and resource sharing,
including legislation enacted last year in the DOD authorization
bill, and most recently, new legislation sponsored by Congressman
Boozman of this committee that was approved by the House last
month.
Yet if you look at the Task Force report and web site—and I commend the web site to all of you for its breadth and depth of data—
you’ll note that the amount of actual collaboration between the two
departments’ health systems is surprisingly low. Despite over
700,000 military retirees receiving some or all of their health care
from VA, very little resource sharing actually takes place.
While the two departments have continued to negotiate on meaningful improvements to reduce the perceived gulf between an individual being on active duty and then becoming a veteran, too often
these efforts occur in isolation from one another and seem to ignore
reality, and thus, to deny real needs.
The Task Force has identified a number of common-sense management improvements that would promote greater efficiency, particularly concerning the need for committed leadership, providing a
seamless transition to veteran status, and removing barriers to collaboration. This committee will work with the administration and
veterans’ advocates to help implement these ideas.
Perhaps the most important recommendations will come as a
surprise to some, but not to most. In the course of their work, the
Task Force reached a unanimous conclusion; it found that the key
factor interfering with improved collaboration between the two departments is the current mismatch between demand for VA health
care and available funding.
The Task Force concluded that this mismatch could ‘‘threaten the
quality of VA health care’’ and that it ‘‘impedes efforts to improve
collaboration between VA and DOD.’’ In other words, until VA has
a properly-funded health care system, it will be unable to take full
advantage of the collaboration or resource sharing within the Department of Defense.
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In order to achieve the maximum efficiency from both health care
systems, we need to fund both of them fairly and adequately. As
long as the funding problems remain, it is hard to imagine how
other recommendations made by the Task Force can overcome this
basic dilemma.
Although there will be many questions about how to reform VA’s
health care funding system, it is clear that fixing the funding system is essential to assuring better use of taxpayer funds, and, most
importantly, to improve the delivery of benefits and services for
military veterans.
With that, let me introduce our witnesses. But before that, I
would like to yield to my good friend and colleague, Mr. Evans, for
any opening comments that he might have.
OPENING STATEMENT OF HON. LANE EVANS, RANKING
DEMOCRATIC MEMBER, COMMITTEE ON VETERANS’ AFFAIRS

Mr. EVANS. Thank you, Mr. Chairman. Doctor, let me welcome
you for coming forward today. I commend you and the other members of the President’s Task Force on your report. It recognizes that
there is a significant gap between veterans’ health care needs and
the funding that is provided to meet those needs. Your report also
cites mandatory funding as a viable way to address this serious
flaw. We view it as not only viable; it is essential.
I would be remiss if I did not point out that distinguished alumni
of this committee were members of the Task Force, and contributed
significantly to its progress and conclusions. Our good friends John
Paul Hammerschmidt and the late Gerry Solomon, both of whom
were ranking minority members of the committee, served as cochairmen of the Task Force. You would be hard-pressed to find
more loyal, outspoken champions of veterans and their causes.
Doctor, we appreciate for the most part the report as submitted,
but we do have some concerns. I’m particularly interested in why
the Task Force stopped short of recommending a guarantee of
funding for health care for Priority 8 veterans. It would be interesting to hear a characterization of the deliberations of the President’s
Task Force in this regard.
I note that a dissenting opinion was filed with the report that
broaches this subject. I want to thank our Chairman for giving the
authors of this opinion, as well as the veterans’ service organizations and the Department of Veterans Affairs, an opportunity to
testify at a second hearing on June 17.
Again, I do appreciate the Task Force’s work, and generally accept its findings in regard to the considerable mismatch between
demands on the VA health care system and its funding, and the
call for increased VA-DOD sharing. Mr. Chairman, thank you, and
I yield back the balance of my time.
The CHAIRMAN. Let me—Vice Chairman Bilirakis? Would any
other members like, before we go to—let me go over here to Mr.
Boozman.
OPENING STATEMENT OF HON. JOHN BOOZMAN

Mr. BOOZMAN. I’d just like to comment, one of the co-chairs, Congressman Hammerschmidt, held this seat that I hold now 10 years
ago. And I know firsthand, in visiting with him and things, how
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hard that you all worked, and how seriously this was taken, and
that this really was a major effort. And again, I really do want to
compliment him and the rest of the Task Force for working so hard
and bringing us this information.
The CHAIRMAN. Mr. Rodriguez.
OPENING STATEMENT OF HON. CIRO D. RODRIGUEZ

Mr. RODRIGUEZ. Thank you very much, Mr. Chairman, and
Ranking Member Evans, and Dr. Wilensky. It’s a pleasure to be
here, and also listen to the Final Report of the Task Force. And I
want to commend you and fellow committee members for the hard
work and the good work that you’ve done, and particularly for your
willingness to address what you termed the growing mismatch between the funding and the demand, which there’s no doubt that we
have, you know. And I want to thank you for that.
I also want to commend our Ranking Member Lane Evans for
announcing his intentions to introduce the Assured Funding for
Veterans Health Care Act for 2003. I will be also original co-sponsor of that particular legislation, and I strongly believe that the
best interest of our Nation’s veterans is to find the solution for that
inadequate budget request that we have before us.
And especially as we look at the demographics out there, there’s
really a demand right now for us to come up to the plate because
of the number of our veterans that are reaching that age where
they need us the most. So I just want to encourage the members
to kind of look at that now before they pass away and we fail to
respond to some of their needs.
I also want to just mention that based on the report—you know,
maybe you can comment on it—I was surprised to find that 1.1 billion shortfall in this year’s budget request that was supposed to be
filled, the so-called management inefficiencies. And maybe you can,
you know, mention that a little bit more. But thank you very much
for your hard work that you’ve done in that. Thank you, Mr.
Chairman.
The CHAIRMAN. Thank you. Let me now introduce our very distinguished panelist and witness, Dr. Gail R. Wilensky, who was appointed by President Bush in 2001 to serve with our good friend
and former colleague for many years, the late Gerry Solomon, as
co-chairs of the President’s Task Force to Improve Health Care Delivery to Our Nation’s Veterans.
Tragically, as we all know, Gerry Solomon died in 2001, the effects of a chronic heart disorder. And the report of the Task Force
has been commissioned in his memory, a fitting tribute to this
great Marine and great man and wonderful Member of Congress.
John Paul Hammerschmidt, the former ranking member of this
committee for many years, was designated to co-chair the Task
Force thereafter. Although John Paul could not join us today, I
would like to commend him for his job well done as well. But we
are extremely fortunate to have Dr. Wilensky, who co-chaired the
Task Force with him, who also serves as the John M. Olin Senior
Fellow at Project HOPE.
Dr. Wilensky is a previous chair of the Medicare Payment Advisory Commission, which advises Congress on payment and other
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issues related to Medicare. And she also chaired the Physician Payment Review Commission.
Dr. Wilensky served as deputy assistant to President George
H.W. Bush for Policy Development, and prior to that was administrator for then what was called the Health Care Financing Administration, or HCFA, overseeing Medicare and Medicaid programs.
Dr. Wilensky is an elected member of the Institute of Medicine,
serves as a trustee of the Combined Benefits Fund of the United
Mineworkers of America, and of the Research Triangle Institute,
and is an advisor to the Robert Wood Johnson Foundation and the
Commonwealth Fund. Dr. Wilensky received several collegiate degrees at the University of Michigan.
The committee welcomes you, and we look forward to your testimony, Doctor.
STATEMENT OF GAIL R. WILENSKY, Ph.D., CO-CHAIR, PRESIDENT’S TASK FORCE TO IMPROVE HEALTH CARE DELIVERY
FOR OUR NATION’S VETERANS

Ms. WILENSKY. Thank you. Mr. Chairman and members of the
committee, I’m pleased to be here today to discuss the Final Report
of the President’s Task Force to Improve Health Care Delivery for
Our Nation’s Veterans.
As you have already acknowledged, I was joined in this initially
by former Congressman Gerry Solomon, and later by your former
colleague John Paul Hammerschmidt. And it has been a labor of
almost 2 years now that it has taken to produce this report.
It is a joint effort. It is not the single effort of either a co-chair
or the two co-chairs. And obviously, you need to regard it as the
result of a committee effort. We are very pleased with it, and we
think the report basically speaks for itself.
Our work was carried out in very open manner. All of our meetings were held open to the public. Any of your staff could, and on
occasion did, attend these meetings. All of the briefing slides were
posted on a web site. And within a very short time after each of
our public meetings, a verbatim transcript of the Task Force was
also on the web site. The Final Report has been mailed to each of
you, both its full version and its short version, but it is also available on the web site for you to use or distribute to any people that
you think would be appropriate.
I mention that, because I think it is important—although I’m
very glad to answer questions—on how we came to recommend
what we recommended. If you want to have a better sense about
what happened during the committee deliberations, you actually
can thumb through voluminous pages and get the flavor of what
happened at the meeting for yourselves.
As you indicated, we were established in May of 2001, almost exactly 2 years ago, at an event at the White House on Memorial
Day. The President then asked former Congressman Solomon and
myself to serve as co-chairs. Later in the summer, 13 other members were appointed.
We are a very diverse group, and we believed it was important
that we are a diverse group of individuals who came, who donated
our time over a 2-year period, and came out with a series of recommendations, all of which, but for one—which, of course, I’ll be
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glad to address if you want—was supported by the full Task Force,
23 numbered recommendations, some 35 specific recommendations.
All but one of them had the full support of all members. One had
some alternative versions that were preferred by some of the Task
Force members.
When we were established, we were given basically three
charges. First, to identify ways to improve benefits and services for
VA and DOD beneficiaries through better coordination of the two
departments. Second, to review barriers and challenges that impeded that cooperation, and to find ways for opportunities to improve that. And third, to identify opportunities for improved resource allocation so that VA and DOD could make the best use possible of their resources.
We carried out this focused work on collaboration. But as we
went along, we realized that there were other issues that were not
part of our direct charge that we could not avoid. And you have already made mention of the biggest one of those. That is, the mismatch between the demand and the available funding in the VA.
And that if we were to reasonably address issues of collaboration
and sharing and better resource allocation and removing barriers,
we needed to deal with this issue of a mismatch between the demand for services and the available funding.
We hope that our recommendations, all of them, will aid the Congress in finding ways to improve collaboration, but more importantly, to improve the health care that is provided to our Nation’s
veterans.
Our goal early on was to not add one more report to your
shelves, or to kill a lot of trees—although we probably did that during our time—but rather, to find a series of recommendations that
could be implemented. And that was a constant focus.
We have gained from the participation of people who have spent
many years on the Hill, either as your former colleagues or as
former staff. And as I’ve indicated, we believe that in general, the
report speaks for itself, but I would like to review some of the specific recommendations with you, and also, obviously, to answer any
questions.
As you know better than I—because many of you have been at
this particular issue longer than I have—this issue of VA-DOD collaboration is not a new one. It has now more than a 20-year history, and it has been characterized as one of fits and starts. There
is occasionally flurries of activities, usually because of what goes on
at the local level, but it has rarely been a sustained activity.
We identify very early on that the single most important issue
for having sustained collaboration efforts between the VA and DOD
is senior leadership commitment. It has not been, in our view,
present during this whole 20-year history of the congressional
interest. It seemed to increase in the mid-1990s. It then waned to
some extent, and in the last couple of years, has increased
substantially.
We believe, at least in part, we are seeing the reflection of a
President’s interest in an issue, and there is nothing like a presidential issue to bring an issue to the perspective of two secretaries.
We believe that the current leadership focus within the departments is very effective. We are very impressed with the activity of
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the Joint Executive Committee, which is chaired by VA Deputy
Secretary Mackay, and also DOD Under Secretary David Chu, and
we are also impressed with the Health Executive Committee. And
we would like to see that continue. We were pleased with congressional action to put in statutory language these important elements, and we think that their institutionalization is very
important.
It has been a theme in our report and in our deliberations that
we are very impressed with activities we see from time to time.
And we have struggled with how to institutionalize them, so that
when the particular individuals who are involved with that collaboration move on to other areas, they do not go away. And in this
effort, we would like to encourage you to be vigilant in following
that the now present joint collaboration at these very senior levels
of the VA and the Department of Defense continue on into the
future.
We also think it’s important that field managers understand the
commitment of their top leadership, too, for their collaboration.
That also works very well to continue in engagement, if people who
are actually at the operational level believe that they are following
something that is reflecting the commitment of their leadership.
We did try to make the point—and I would like to have an opportunity to stress this to you—we are not looking at collaboration for
the sake of collaboration. We are looking at collaboration between
the VA and the DOD, because we believe it is important as a way
to get timely access to good quality health care for veterans and
the current military retirees, and also to find a way to reduce the
cost of health care in terms of the services that the VA and the
DOD provide.
So collaboration is important, but we try to remind ourself periodically our focus was on making sure that veterans have access
to good quality and timely health care.
We found that there are a number of process and institutional
issues that need to be changed if we are to have improved collaboration. And we attempted through these 25—and in part, 35—
major recommendations to come up with very specific ways that
would work to improve this collaboration.
The idea that we are trying to accomplish is to make the transition from military service to veteran status seamless to the individual. That is fundamentally what our goal is, and it is important in
order to have that happen that we remove some of the barriers.
We came to the conclusion that one of the most serious problems
that needs to be addressed has to do with timely, high-quality, effective information sharing, that when you talk to the clinicians at
these joint sites—and several of us made a number of field trips
on our own so we could see both what was working and what was
not working—was the inability of the VA and DOD’s electronic
medical record systems to readily share data was a sense of enormous frustration.
It was particularly frustrating for me to see what represents the
most advanced electronic medical record systems in the country
that is provided by the VA and the DOD individually have enormous difficulty in communicating with each other. And that was a
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source of considerable discussion among us, and some of our
recommendations.
It was frustrating enough to some of the local leadership that
they would invest some of their scarce facility resources in order
to try to improve on an ad hoc basis information sharing at the
local level. And we have identified electronic medical record sharing as one of the focus areas.
The problem is not a technology problem, as best we can tell, as
best we can tell from the advice of our technical experts, but rather, the will and the leadership to get around the silos that currently exist. We need to have electronic medical records that can
share data in order to foster collaboration between these two systems, but also because it’s the best way to reduce medical errors
and the costs that are associated with medical records.
And so we have recommended the development and employment
of interoperable bidirectional standard space electronic medical
records, and we have recommended that this occur by the year
2005. We believe it is possible, although it will push the VA and
the DOD to meet that target date. But it will help accomplish a
number of objectives in terms of the seamlessness so that information that is related to what happens in employment, to occupational exposures, and other issues that reflect what happens during
an individual service members’s history will be readily available at
a time when it is needed so that health care can be provided.
There have been a number of instances in the last few years
where the inability to track where people have been and what they
may have been exposed to have caused enormous frustration for
the Congress and for the people providing services to the veterans.
The process for determining eligibility for veterans benefits and
for reviewing their health status and for receiving timely access to
VA health care needs to be accurate, and it needs to be seamless
for the individual service member. We think that this should start
with a single physical from discharge. We think when the individual separates, the DD214, which I had previously not been aware
of, needs to be available in a timely way. It needs to be transmitted
electronically so information goes from the DOD to the VA. It is
our sense that it is the single most important barrier now for veterans to get timely access to the benefits they are entitled to when
they are leaving the military, and that it is now frequently—although not always—slow, cumbersome, and bureaucratic in its
process.
We need to make sure that the joint ventures that go on are
viewed as more than pilots. There is a tremendous amount of activity. As I’ve indicated, we want to institutionalize it so that it is not
just subject to the individuals who are there, and that we want to
see these joint ventures as integral to the activities of the VA and
the DOD. And we’ve made a number of recommendations as to how
we think that should occur in terms of how the Joint Executive
Committee should look at it, and that all proposed VA and DOD
facility construction within a geographic area should be evaluated
as potentially available for a joint venture until it is demonstrated
or believed that that is not appropriate.
As I have indicated, and as you mentioned early on, although we
focus primarily on the issues that were directly in our charge, we
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did keep bumping up to the fact that there is a mismatch between
the demand for services in the VA and the funding that is available
to meet that demand. And that although there has been some historical gap in the funding that is present in the VA services, the
current mismatch is far greater for a variety of reasons, and its impact, we believe, has been more detrimental than has occurred in
the past, and that it really has interfered with the VA’s ability to
provide high-quality health care and support that the system needs
to the veterans.
We are concerned about this not only because of how it impacts
overall collaboration, which was our charge, but we were concerned
because of its direct impact on the ability of the VA to provide
quality health care. It is, as you know, and as is available for perusal in the records, an area where there was the greatest difference of opinion among members.
But I think that while it is appropriate to discuss why we believe
there was some disagreement or difference of opinion with regard
to the treatment of veterans in the Category 8, we do believe it is
even more important that you understand and focus on the unanimity of our recommendation regarding the treatment of veterans
in Categories 1 through 7, those veterans who have service-connected conditions, or with income below a specific income threshold
geographically adjusted.
We believe that if our recommendations regarding the funding
for those who have historically and traditionally received care
through the VA would be provided, we would see a significant
change in how the government fulfills its commitment to these
veterans.
We believe that by providing full funding so that all enrolled veterans in Categories 1 through 7 had funding, they would be then
able to receive in a timely way the comprehensive benefits within
the VA’s established access standards. We think it is sufficiently
important that the access standards be met that we are recommending that if the VA in some areas cannot provide those services to meet their own standards, that care be offered outside of the
VA service so that the standards can be met. This would allow for
a timely receipt of care, and the elimination of the waiting lines for
those who are in Categories 1 through 7.
We have had some legitimate disagreements about how Category
8 veterans should be treated. And they ranged from like 1 through
7’s, to pay-as-you-go, to believing that we had neither the information nor the authority to make such decisions.
But we were unanimous on one issue with regard to 8’s. And
again, I want to encourage you to focus on this aspect, which is
that the present situation is not acceptable, and that it needs to
be resolved through decision-making by the Congress with the
White House. And we believe that that is our most important contribution with regard to the treatment of Category 8’s.
This concludes my statement, Mr. Chairman. I would be very
happy to answer any questions that you or other members of the
committee has with regard to the report. Again, I will encourage
you at your leisure to read the full report, as well as the short version. And both the commissioners, speaking on behalf of them, and
the staff members, some of whom will now be continuing their
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work with the VA, would be happy to work with you in the future
as you try to implement our recommendations. Thank you.
[The prepared statement of Dr. Wilensky appears on p. 118.]
The CHAIRMAN. Dr. Wilensky, thank you very much for the extraordinary job you have done heading up this commission. I have
read the report very carefully. As a matter of fact, I yellow highlighted so much of it, it was almost like why don’t I just put it all
in yellow. There were so many good, solid recommendations made
in this report. And I would pledge to you that our committee will
seek to encourage the administration, the VA, DOD—but especially
the VA, where we have more jurisdiction—to implement this
faithfully.
As you point out in the report, going back to the Sharing Act—
and I was a co-sponsor of the Sharing Act. Ron Model and Sonny
Montgomery and John Paul Hammerschmidt produced a bill that
looked like it was revolutionary in that it would finally get DOD
and VA to collaborate. And unfortunately, 20 years later, 23 years
later, there’s next to nothing to show for it. Although as you indicated, there has been an up-tic recently.
But as you point out in your report, the 1991 report of the Commission on the future structure of veterans’ health care went
unimplemented, the transition Commission recommendations
largely went unimplemented. The Eagle Group’s 2001 recommendations, unimplemented. The GAO reports, one after the other after
the other that would show where we could realize significant gains
and cost avoidance, unimplemented, by and large.
So this, I think, you have provided us with a significant blueprint. You know, the President is talking about the road map in
the Middle East. You’ve given us a road map for health care financing reform for the VA and the DOD that is truly a jewel. And we’re
going to work very hard on this committee in a bipartisan way to
implement every aspect of it. And if there’s a reason why not, we
want to know, ‘‘Okay, what’s better?’’ As you pointed out, the status quo is clearly unacceptable.
As you know, last year, I introduced—and I was joined by Mr.
Evans and 129 other members—H.R. 5250, which would have provided a mandatory funding mechanism for the VA. And frankly,
while it was a good start, all of us, I think, had questions about
what is the proper formula. We started off with 120 percent of the
2002 number per enrollee, thinking that, you know, we could tweak
it, go up or down based on what the real need might be. But still,
it was a sense of we don’t know what is the best way to predict,
based on formula, a capitated plan how to go about it.
You make two recommendations, as you know, with regards to
two alternative approaches in Recommendation 5.1. The first would
be to impanel a board of experts—or actuaries, as you call them—
to identify the funding requirement for veterans health care, and
it must be included as the President’s request. It would essentially
bypass the Office of Management and Budget, so that Congress
would get, in an unfettered, untarnished way, what the real need
is based on an honest assessment without any other considerations
about spending priorities worked into that equation.
The other would be to go with that original 5250 that we had introduced last year, which would be a capitated formula.
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Now, in looking at this, if I could ask you, did the commissioners
have a preference? When you looked at, for example, the second approach, which was our approach last year which we introduced, did
you run up against the same potential problems what is the right
formula? You know, how are we going to arrive at and define what
the right number is? Or did you have any recommendations along
those lines? And of the two, did you have a preference? Did you
find that one might really be the way to go about this?
Ms. WILENSKY. We actually tried to be clear that we were listing
these two strategies as what we regarding as examples among a
larger potential set of strategies, not all of which we felt we were
able to identify. The two we recommended were obvious examples
of one because it existed in legislation, and the other because it approximated what DOD does for the under-65 population. So they
were living examples.
But we thought there were many other examples that might be—
or at least some other examples that might be relevant. We had the
advice of individuals who both had experience on the Hill and experience in the executive branch. And our deep desire was to try to
avoid some of the institutional in-fighting that might go with a specific mechanism to be used, and to indicate what we wanted to see
the outcome, which is full funding, with the follow-on recommendation that if the VA can’t meet its own access standards that it be
forced to offer services purchased on the outside, that that was essentially how we wanted to go.
We did have some discussion as to whether mandatory funding,
as defined, would necessarily eliminate waiting lines, and we did
not—at least some of us did not believe that was necessarily the
case for the reasons that you have, in fact, suggested.
There were some members of the committee who much more aggressively wanted to say how this should be done. But the majority
of the committee believed that what we wanted to say was, ‘‘This
is what we want to have happen—full funding. And if you can’t
meet your own access standards, go buy the services.’’ And the
Congress basically needs to come up with a strategy as to how that
happens, obviously with the cooperation of the White House.
We do understand the concern about having budgetary reviews
so that what goes or comes out of the administration might not be
independently reflective of what went in, and that was why we
used the first example.
The CHAIRMAN. I appreciate that. Your commentary basically reflects where my thoughts are with regards to a concern that at the
end of the day, if we get the formula wrong, and then have to go
through a very difficult process of enacting a new formula, we
could end up disenfranchising veterans unwittingly, as opposed
to—and there’s no fool-proof method here, obviously—the first recommendation, which—and we’ve been working on some draft legislation to try to accommodate that recommendation—seems to possess the kind of flexibility, provided we don’t have the red pen
going through it as it goes through OMB.
And again, they have a very difficult position to—and very difficult task in trying to figure out how to formulate a budget. But
it seems to me that if the cause and the goal is full funding for
those who are eligible, the mismatch has to come to an end. And
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I think this blueprint, more than anything I’ve seen as a member
of this committee for 23 years, will be acted upon, and I think will
lead to significant reform, especially in the way that we fund veterans’ health care.
So I am deeply appreciative, and I know many of my colleagues
are on both sides of the aisle, for the work you’ve done. It’s exhaustive. You have taken the time to put together, you know, a mutually-reinforcing set of recommendations, that one builds upon the
other, and the linchpin being the full funding and the access standards that are found in Chapter 5. Mr. Evans.
Mr. EVANS. Mr. Chairman, I don’t have any comments or suggestions about the legislation right now. But I would like to speak out
of order——
The CHAIRMAN. Oh, sure.
Mr. EVANS (continuing). To recognize a new staff director, Jim
Holley, from the VA. He was up on the Hill for many years, and
we’re glad to have you back.
Mr. HOLLEY. Thank you very much.
[Applause.]
The CHAIRMAN. The vice chairman of the committee, Mr.
Bilirakis.
OPENING STATEMENT OF HON. MICHAEL BILIRAKIS

Mr. BILIRAKIS. Thank you, Mr. Chairman. I’m losing my voice. I
picked up a bug somewhere. And I, too, welcome Mr. Holley. It’s
good to see him again. I’ve been on this committee now—this is
about my twenty-first year. And it’s good to see you again, Jim.
Dr. Wilensky, what can I say? You and I worked on health care
in all these many years where we’d gotten sick in trying to improve
the health care system. That’s kind of literal.
So no one could have selected a better person than you to have
headed this committee, in my opinion, because of your longstanding
background in this area and the credibility that you have in the
health care field. And your suggestion on a full health exam at the
time of discharge, now, I don’t remember—I was discharged many,
many years ago, and I don’t think I had a full health exam. I do
know when I was transferred from one base to another, they had
some sort of an exam, because they found a bad tooth, and they
had a hammer and a chisel trying to get at the—they broke the
dang thing, and they had to—so anyhow, I knew that there was an
exam at that time.
But that’s a good idea. It’s something that I’ve been trying to get
in the Medicare bill, when a person goes on to Medicare, that
they’re—not required. It wouldn’t be mandatory. But at least to
have that available, or the funding available for a full medical
exam, which I’m sure ultimately would save some money.
Let me ask you maybe a generic question. The letter—the report
is dated May the 26th. At least that’s the date of your letter on the
report. This has been made available to the administration.
Ms. WILENSKY. Yes.
Mr. BILIRAKIS. Any comments from them yet?
Ms. WILENSKY. Let me share with you a process. Because it not
only requires legislative action, congressional action, to implement
some of our recommendations, but many of the recommendations
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can be implemented administratively. And because we were a Presidential Task Force, we thought it important to keep the administration aware of where our deliberations were going. And approximately once a month, I would brief Under Secretary Chu, and either Secretary Principi or Deputy Secretary Mackay, and in addition, periodically meet with individuals from the White House to
indicate where we were going, particularly before the interim report and before the Final Report.
My sense has been that at the two departments, we had very
good cooperation from having detailees made available to us to—
very responsive reactions to requests made at senior levels, and
whenever the request was made at the White House to brief as
well.
We have gotten very positive response in general ways. We have
not—it has not been very long since the formal report has gone up.
In fact, it was just a couple of days ago. So we have not had any
formal reaction. But informally, the departments and the White
House have seemed to be pleased with our recommendation in that
we have both addressed a lot of issues with regard to leadership
and seamlessness and transparency with some specific suggestions,
and that our recommendation in terms of access has seemed to be
in a reasonable and reasoned recommendation. So in a general
way.
Mr. BILIRAKIS. Okay. And it’s going to take an awful lot of cooperation. And you use the words ‘‘be vigilant.’’ So we’ve got to be
vigilant to make sure that the cooperation is taking place, and
you’re a Presidential Task Force, and you did receive courtesy, I
guess, at the top and whatnot. But you and I know that it’s the
people down on the line who are more often not the problem.
On the point of the mismatch—and I know others are going to
bring it up—was that made known to them prior to their actually
receiving this report? And if it was, any comments from them?
Ms. WILENSKY. The answer is yes, at least in the sense of individuals who are part of the White House structure that I interacted
with. That information was made available. Again, everything we
do was open to the public, so it was as much courtesy as anything
else, since our deliberations were already known what it was that
we were going to be recommending.
It does appear, as best we can tell, that the fundamental recommendation that we have made with regard to the full funding
of veterans 1 through 7 is or could be accommodated by the President’s 2004 budget, so that we do believe, at least at the get-go,
that what we have recommended within a general framework is at
least consistent with the broad budgetary guidelines.
The question about how you assure full funding over time is a
different issue, and it is one that we think is appropriately a congressional matter to be worked out. But we have had support, including the funding issue. Or at least we have not had any indication that what we have recommended is regarded as inappropriate.
Mr. BILIRAKIS. Just very quickly, Mr. Chairman. Is your recommendation, can that be interpreted as meaning mandatory funding for Categories 1 through 7?
Ms. WILENSKY. Well, we think it’s very—the answer is we have
been very careful not to use the term ‘‘mandatory funding.’’ Be-
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cause we think you get into fights that you don’t need in order to
resolve a problem which I believe all of you support, which is having full funding.
It was not an accident that we used the term ‘‘full funding’’ and
indicated there were a variety of ways to meet that. Some of the
commissioners would have been happy to stop at that level of saying, ‘‘We’re recommending full funding so that certain things be accomplished, and there are a variety of ways to get there.’’ Others
felt more strongly they wanted some examples of what some of
those are. Because we don’t want to have an attachment to a particular strategy like mandatory funding get in the way of accomplishing what you want to see done.
And as a former HCFA administrator, I was very uneasy with
terms of entitlement, as well as some of our other members who
were very uneasy about what mandatory funding might mean in
terms of disputes between appropriators and authorizers. So we
thought it was much more important to focus on what we want to
see done, and not specifically as to whether it ought to be a mandatory funding.
At a more technical level, my understanding in some discussions
with some of our commissioners was the must-pay bill model that
the DOD uses for the under-65 is now technically mandatory
funding.
And so it was an issue where we thought it was important to
say, ‘‘Here’s what we want to see done.’’ And we actually—and several of us actually felt rather strongly. We did not want to get
locked into what we know are very controversial concepts, like the
term ‘‘mandatory funding,’’ which carries with it a term of art.
Mr. BILIRAKIS. The trouble is, we have to get locked into it.
Ms. WILENSKY. Yes.
Mr. BILIRAKIS. Yes. Thank you, Mr. Chairman.
The CHAIRMAN. Mr. Rodriguez.
Mr. RODRIGUEZ. Mr. Chairman, let me thank you. And also, Doctor, let me also thank you for your comment when you said the
present situation is not acceptable. And I think we agree with you
that it’s not acceptable.
Let me ask you, I’m a little concerned with—you know, and I’m
pleased that you, first of all, made the Priority 1 and 7, because
I think that’s important. But I’m a little concerned with what—you
know, I want to get your explanation as to what the committee was
thinking when they decided to exclude Priority 8 veterans from VA
health services.
We just received a letter—you know, I got at least a comment
from the American Legion. And it’s my understanding, according to
them, that it impacts about 164,000 Priority 8 members. And according to their letter, you know, you might have individuals such
as Jessica Lynch and a couple of the others that might fall under
that category. And I was wondering what the committee was thinking when they decided to indicate that Priority 8 veterans should
not qualify for VA services.
Ms. WILENSKY. What we said is we think that we need to see full
funding for those who have historically been treated by the VA.
And those who have historically been treated by the VA are people
with service-connected disabilities, which I suspect, actually, will
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be where Jessica Lynch ends up. Although I don’t know. She’s a
young woman and may have full recovery. Or those who are lowincome, including, importantly, the new Category 7’s, which are the
geographically-adjusted definition of the low-income.
This is not happening. And we think this is, first and foremost,
the function and obligation of the veterans hospitals. We are not
telling the Congress or the White House what they ought to do
about 8’s. We are saying that for a variety of reasons, the traditional recipients of service are not being treated appropriately in
the sense of being able to get access to timely services that meet
the VA standards. And the 15 of us had no question that this needs
to happen.
If you show the ability to get that done, and the Congress and
the White House choose to do something for Category 8’s, you
should do whatever you think is appropriate. But put the money
behind it, so that you don’t end up backing out care for those who
have historically been served by the VA. That is, those who have
service-connected disabilities or who are low-income, which is what
we believe has happened now.
So we’re not telling the Congress, because we thought it would
be presumptuous to do so, what you should do about 8’s. We’re saying the current situation means that the 1’s through 7’s are not
getting the care that they traditionally have looked to the VA to
receive.
Now, we understand that we’ve opened that door a little because
of the 7’s. But for someone like myself, as an analyst and researcher by background, I regarded the 7’s as the corrected version
of the 5’s. That is, you can’t use an income cutoff and not have a
geographic adjustment, because cost of living is just too different
around the country. We want to see that problem resolved for the
1’s through 7’s.
Mr. RODRIGUEZ. That was my concern, if you had made a decision on the 8’s, whether a future task force might come before us
and decide to cut off the 7’s, and down the line, you know.
Ms. WILENSKY. Well, my view would be—and this may not make
you happier with the statement—but the specific cutoff of what
makes low-income that was chosen for the 5’s was chosen at I don’t
know exactly when, and I don’t know exactly who did it. Whatever
the cutoff is for the 5’s, that ought to be geographically adjusted.
So I’m not going to tell you that the current cutoff, which I think
is about 24,000 for an individual, and 29,000 for two, is the right
income cutoff. And by Medicare standards, that’s very high. Or by
Medicaid standards, that’s very high.
But I’m going to tell you that whatever you use in 5, you ought
to geographically adjust. Because the cost of living in Utah versus
New Jersey or New York or Florida is not the same, and that the
spirit of what you want to do requires a geographic adjustment.
So whether the particular income level that’s in the 5 is right is
a different matter that I don’t have any particular——
Mr. RODRIGUEZ. And I agree with you from that perspective. Because there’s no doubt that even from region to region, we’ve seen
the disparity of the types of services that are provided. And if
you’re a veteran in a particular region, you might get a lot more
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than if you’re a veteran somewhere else. And so we see the disparities there.
Now, did you all talk about figures in terms of money that’s
needed and resources that are needed to fulfill that 1 to 7
priorities?
Ms. WILENSKY. We asked informally for some budget assessment.
And we had an informal estimate by one of our staff who has a
very long history of being a budget and finance expert, that we
thought it was—I’m doing this from memory. I can give you this
information more formally. But I think for the 2004 budget, we
thought it was about $28 billion, or at least whatever—again, I’m
doing this from memory—that the current request, the 2004 request from the administration, including the presumption of about
a million dollars of administrative efficiencies, would accommodate
that 1 through 7 delivery.
Mr. RODRIGUEZ. And it would accommodate the disparities from
region the region?
Ms. WILENSKY. It would in the aggregate. This was what it
would take in the aggregate to provide services for the 1’s through
7’s so that they could have their services provided with meeting the
VA standards.
Now, again, what we acknowledge, one of the reasons that we
have the recommendation 5.2, which is that if VA can’t provide
them, they ought to buy them, is that particularly in the short
term, we think that even if the money in the aggregate is present,
it may not be possible for the VA to meet its own access standards
in the short term, because there will be spot mismatches in terms
of supply and demand.
We’re not suggesting that they ought to always go build. As you
know, we’re in a period where we’re having expectations of increases in veterans and then decreases of veterans. And we think
it’s very important that a lot of thought go as to how short-term
mismatches get taken care of if the funding is there. Funding there
is a way to resolve the issue, and it’s not necessarily to expand capacity in order to provide the services.
Now, that is a level of detail that we did not get into as to where
that might occur. But in principle, the issue was one that we
discussed.
Mr. RODRIGUEZ. Thank you.
The CHAIRMAN. Thank you. Mr. Beauprez.
Mr. BEAUPREZ. Thank you, Mr. Chairman. Doctor, good to see
you. I want to follow some of that same logic, I guess, the money
trail, if we can. Did your Task Force get into the issue of the DODVA collaboration? I’ve heard you speak about that. That intrigues
me. Did you try to quantify the efficiencies that might be gained
to any real degree?
Ms. WILENSKY. No. When the issue was raised, the issue was
raised not only in terms of the collaboration, but the issue was
raised as to what were the efficiencies possible of each of the two
departments worked at their maximum efficiencies, which we think
also impacts on funding requirements of the VA and the DOD. And
we did not believe that we had the time or budgetary expertise to
know how much more might be able to be done if each of the two
departments operated at maximum efficiency. Periodically, as I
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know you’re aware, there are reports suggesting one or both departments have not resolved all of their efficiency issues.
What we were able to conclude, what we felt we were able to
conclude—and it was more a sense than a calculation—was that
the mismatch between demand and funding for the VA was so
great that even as we observed that increased number of veterans
being treated over time so that the resources for veterans was declining was such that it was not within the relevant range, and
that therefore, there was a funding problem that went beyond, in
our view, anything that was likely to occur in terms of relief because of collaboration.
So we did not want to deny what it was. We didn’t particularly
feel capable to try to estimate the financial impact of increased collaboration and sharing. We felt that what existed was sufficiently
disparate from where we were that even if you had maximum efficiencies, both from collaboration and individual operations, it
would not begin to accommodate the mismatch that we were observing.
So we did not want to downplay it. Several of our commissioners
repeatedly reminded us that we need to acknowledge that while we
are talking about increased funding, we need to put more pressure
on increased efficiencies within each individual organization, as
well as the potential for collaboration.
Mr. BEAUPREZ. And I suppose, from region to region and case by
case, that opportunity for collaboration may provide different levels
of financial efficiency——
Ms. WILENSKY. Absolutely. I mean, they are—right now, they
were basically one-off experiences. The joint efforts and collaboration occur differently in different parts of the country. They were
very much the result of leadership in the military in the veteran
side, wanting to solve a problem and finding a way to do it, despite
no particular encouragement that was present.
And it was that that we were trying to institutionalize and encourage, and recognize that leadership at the top, recognition, this
is important, and the use of executive counsel, where you had an
ability to think through and to do a lot of—there are a lot of things
that if they were aligned better would make it easier.
For example, there are 21 VISNs for the VA. And those don’t—
and there are three big regions now from the DOD’s TRICARE.
Now, the fact that you have 21 and three might not be a real problem, except that there’s so much decentralization in the 21 that if
you’re on the DOD side and you’re working with three or four
VISNs, you might have very different rules that apply, and you
might not have a consistent fit in terms of the VISNs could map
into a particular larger DOD region.
So those are the kinds of issues, if you’re going to make it easier
to have collaboration, if you’re going to make it important, you’re
going to have leadership driving it, you’ve got to make sure that
these barriers of different timing cycles and different geographic locations and different processes that occur across VISNs, that you
take care of t. And we think you will be able to get some efficiencies out of it.
Mr. BEAUPREZ. This committee has heard me talk about the possibilities of moving our current VA hospital in Denver to the Fitz-
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simmons campus. And in a recent visit, both DOD representatives
as well as the VA representatives are very encouraged by the possibility of joint collaboration, and cited one very specific and current
example, a challenge for the DOD.
During a period of deployment, as we’re currently under, the
challenge of providing adequate health care for active duty military, and especially dependents who are left behind, becomes extremely problematic, as you’ve got docs and staff deployed.
And in a final comment, if I might, Mr. Chairman, I am really
pleased to hear of your recommendations about this seamless transition from active duty status to veteran status. It’s at least my
sense that we have done maybe a very poor job—‘‘we,’’ the government—in providing that reentry, that seamless reentry, back into
private life for the sake of our veterans. And we’ve seen on this
committee already far too much emphasis, needed emphasis—but
sadly, the need for emphasis—on our homeless vets and other challenges that I think go back to that poor job of acclimating our active duty back into the private sector.
Ms. WILENSKY. And some of it does have financial consequences.
Mr. BEAUPREZ. Absolutely.
Ms. WILENSKY. Vice Chairman Bilirakis mentioned the fact that
historically, there had been two physicals that would go on—one
when you were leaving the military and another when you were
trying to claim any benefit or be treated in a veterans’ facility. And
that is both wasteful and it is anything but seamless for the individual who’s seeking care.
Now, we can’t always get everything on the first round. Because
if it turns out that there’s some problem that either doesn’t show
up until a few years later, or that requires a lot of follow-on care,
then, you know, you might need more than one physical. But the
notion of having as the standard one physical at discharge and the
information electronically going to the VA, and then if there’s a
need for follow-up, you know where you started, and you have a
better chance of being able to do it once right.
So it’s the reason for doing a lot of the one-stop shopping, that
maybe you can keep some of the problems that have arisen later
on for veterans, either homelessness or medical problems, you have
a way of following what’s happened to the veteran and seeing
whether there appears to be some patterns.
We have a number of places where we recommend that there are
annual reports that get made to the two secretaries and to the
President, or that are made available to the public, so that there
is a way to track whether that’s something going on, and that it’s
not just one more event.
So I don’t want to suggest we don’t think there are efficiencies
to be had. We do. We had trouble quantifying them, because the
activities that go on appear to be unique or singular to the joint
venture that is out there. But we also felt comfortable saying that
the degree of mismatch is such that no reasonable assumption of
efficiencies is going to solve the problem we stumbled on.
Mr. BEAUPREZ. A final comment, if I might, Mr. Chairman?
The CHAIRMAN. Very brief.
Mr. BEAUPREZ. In addition to financial concerns about later
health care problems, I think we’ve got a humane concern, that we
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may be discharging people, and then see families break up, and societal loss, and cultural loss, and the tragedy of the contribution
that these veterans can make a positive one, as opposed to what
we do to them and the folks around them. Thank you, Mr.
Chairman.
The CHAIRMAN. Thank you, Mr. Beauprez. Mr. Michaud.
OPENING STATEMENT OF HON. MICHAEL H. MICHAUD

Mr. MICHAUD. Thank you, Mr. Chairman. And thank you very
much, Doctor, for coming here today. Really appreciate it.
Reading over the report, you made some very—in there, there
are some strong statements that it’s become clear that there is a
significant mismatch in VA between demand and available funding. If unresolved, will delay veterans’ access to care, and could
threaten the quality of VA care. And further on, you talk about the
problem of not being able to meet demand as already serious, but
it will only get worse if not addressed soon.
I guess a couple of my questions. I appreciate the President taking a real interest in this and establishing the Task Force. But if
full funding is not met, and all that you talk about in the report
is nothing that we haven’t heard about from the veterans’ organizations from all around the country, what do you envision your role
now as far as trying to push for full funding to take care of the veterans that we—the services that are currently out there?
Ms. WILENSKY. I think there’s not in any way a formal role for
any of us who are part of the Task Force. Our Task Force is effectively out of business. It was either last Wednesday or last Friday
that the executive order that established us expired us, so that we
don’t have a formal role. Some of the Task Force members are
members of veterans’ advocates’ organizations. I know that they
have been and will be in contact with you. And so the expertise is
available.
This was not, as you know by both my testimony as well as you
know by the executive order, a task force that was set up to look
at funding issues specifically. We were a task force that was set up
to look at ways to improve collaboration and sharing, and to improve resource allocation. It really was the finding of the 15 of us
that, while that is important, we think that it is important for a
way to have access to good health care.
We think it’s especially important for the seamlessness issue,
which we think is fundamentally the goal that ought to exist between active duty and veteran status. But that our observation was
we couldn’t see what we were asked to do done if this fundamental
mismatch wasn’t resolved, and that it was having and would have
an impact on the ability of veterans to receive access—timely access—to health care.
So it was an issue that although was not directly in our charge,
was inescapable to us, and we regarded as a serious one.
We do think making the distinction—and obviously, as you know
by the report itself, and as I’m sure you know by the discussion
around it, which again was very public, because everything we did
was very public—there was disagreement about the distinctions we
made between the service-connected veterans and low-income veterans and those who were neither, the so-called Category 8’s, in
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our view was first things first. Although I don’t know that other
people would have used that language. But there are historical,
traditional users of the VA, and those are the people with serviceconnected disability and low income, and that they have not been
able to get care in a timely way. And that needs to happen.
And then the lack of clarity, along with the funding to follow,
needs to be resolved for the 8’s however the Congress and the
President wants. But it is a serious issue.
Mr. MICHAUD. Thank you. Also, the Task Force, one of the recommendations is to provide with an electronic DD214. This is an
issue which has been underway for some time. Did you look at
what obstacles have been in the way, prevent it from being accomplished thus far?
Ms. WILENSKY. I’ll tell you what our conclusion was, which is
that it was not a technology obstacle. I mean, the one thing that
was pretty clear as we went along is that none of the barriers in
terms of electronic sharing of information were technological
obstacles.
Now, there is one issue that we had to deal with, which it was
HPA provisions, that the privacy provisions are such that we need
to make sure that for purposes of transfer of information, that
DOD and VA be regarded as a single organization so that we don’t
trip on HPA requirements. And we dealt with that.
But there is nothing that we are aware of that is a technical
issue, and that there is not other issues that can’t be circumvented,
like the privacy concerns, and dealt with in terms of the single organizational statute.
It was particularly frustrating, because both VA and DOD really
are exemplary in terms of their use of electronic medical records
relative to the rest of the health care system, and in credentialing.
But unfortunately, they have tended to be separate and independent, and not able to communicate.
The CHAIRMAN. Mr. Michaud, thank you. Dr. Murphy.
OPENING STATEMENT OF HON. TIM MURPHY

Mr. MURPHY. Thank you, Mr. Chairman, and thank you, Dr.
Wilensky, for your report. I’ll try and get in all my information
quickly in my allotted time.
First of all, on the issue of waiting lists, I have a question about
those folks in particular who are trying to get in to see a VA doctor
in order to obtain some of their prescription drug benefits. I didn’t
see it in here. It may be in here. But issues involving allowing veterans to see their own physician in order to use that as an avenue
to at least take part in some of the benefits of prescription drugs,
is that an area you looked at, or something that maybe you’ll look
at in the future?
Ms. WILENSKY. We did look at it. It was a controversial issue. We
struggled whether we wanted to have non-VA or DOD physicians
writing prescriptions that would be filled by the VA. We raised—
again, this is all part of the record—whether we wanted to at least
suggest an option would be a stand-alone pharmacy benefit. Not
exactly a surprise that some of the increased pressure in the VA,
is it reflecting increased spending on pharmaceuticals and the lack
of an outpatient Medicare pharmaceutical benefit.
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But we thought there were concerns—sufficient concerns and sufficient disparity of opinion—on all of these issues, that we had a
very narrow focused recommendation.
What we did recommend was that the VA fill prescriptions that
were written either by VA providers or MTF providers—the direct
providers, not the people in TRICARE who are outside of the facility—for those who received care in either place be able to be filled
by the VA. We had a lot of discussion about whether to have people
who were seeing their physicians on the outside come to the VA.
We decided against it, not to make that recommendation, at least.
You know, it’s something that the Congress can choose to decide.
But we were concerned on several grounds.
One thing we were concerned about, making VA into the CVS or
Walgreen’s, changing the function that the VA provides, which is
comprehensive health care benefits. That’s how they regard themselves. That’s how they pride themselves. We were worried as to
whether there might be some distorting over time because of the
very large number of veterans who might choose to get low-cost
pharmaceuticals at the VA who are not currently doing so.
Mr. MURPHY. Well, recognize that when we have waiting lists, it
may be 6 months, a year, year-and-a-half from the point of view
of the veterans. I still hope we can explore this issue.
One example might be that if a person is on a waiting list, they
can have a prescription from their physician they may be able to
access, even if it’s such a thing as a mail order system. And purchasing the medications at cost so they still have some substantial
discount may be particularly beneficial for all veterans while
they’re still waiting to go through the network.
A second area I want to get into has to do with how procurements are done. We don’t have the time to go through this whole
process. But when it comes to prescription drugs—and you made
some good recommendations of continuing on the DOD and veterans collections of—or working on discount drugs together—real
quickly, how do we currently now negotiate purchases and prices
of prescription medications?
Ms. WILENSKY. Well, I’ve become more of an expert at this than
I have in the beginning, but I’m not the expert that was on the
Task Force, of whom we had several. Basically, we used the federal
supply schedule. It requires a minimum discount by the manufacturers in order to get into the first round of being available on the
federal supply schedule. It’s an AWP——
Mr. MURPHY. So they have to agree to that discount.
Ms. WILENSKY. They have to agree to the discount. But then the
VA frequently negotiates even greater discounts in order to be on
their closed formulary.
Mr. MURPHY. And how do they negotiate those? Through closed
bids, or through——
Ms. WILENSKY. I’m not sure. But there is—now, what we have
recommended—because part of what goes on is the nature of how
closed the formulary is. Both the VA and the DOD allow some local
decision-making to override a formulary. We have recommended
that there be a joint national formulary for the VA and the DOD.
We do recognize that the two systems and the ability of TRICARE
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individuals to be much more on the market, so to speak, puts different kinds of pressures.
And so the jointness may—I mean, we think it can expand over
what it is, but we recognize that because they are different populations, they tend to have different use of in-house facilities. And
not being part of the larger private market in the VA versus the
DOD will impact just how far they go in terms of their joint
formula.
Mr. MURPHY. One area I hope we can continue to discuss and explore is using—I know a company Free Markets On-Line is one
that allows reverse auctions on line when you are making large
purchases of things. To do that, I think could lead to some substantial cost savings. I know many industries use that approach. Different from the closed bid or negotiations, they simply have everybody bidding at the same time, and it can lead to some massive
savings.
So I think we’re all concerned that we want to make sure, as you
do, that the discount’s there. Because the more we do that, the
more we save, the better the benefits can be for those who need it.
So I’d certainly encourage it, and I’d be glad to continue talking
with you about that.
Ms. WILENSKY. And I think the—it’s not only you could do better
with pharmaceuticals—that’s the are where they do the best, and
have been most aggressive. And because they can tend to offer
some volume in exchange for the lowest price in terms of their position on the formulary, we think, have been pretty effective. Certainly much more effective than anyplace else in the economy.
What we have seen much less of is that same kind of aggressive
bidding, whether or not it’s through closed bids or on-line auction
bidding in all the medical device and other areas. And we think
that’s important for DOD and VA to explore, that they could do
some of what they’re doing now in terms of the pharmaceutical
area in many other areas that they’re really not doing.
Mr. MURPHY. To rebid the medical equipment could do that too.
Ms. WILENSKY. Exactly. Acknowledge the equipment. Information sharing.
Mr. MURPHY. Thank you, Doctor. And thank you, Mr. Chairman.
The CHAIRMAN. Thank you, Doctor. Mr. Strickland.
Mr. STRICKLAND. Thank you, Mr. Chairman. Dr. Wilensky, I
thought I heard you say at the beginning of your statement that
you and the others had volunteered your time for this important
task? Is that correct?
Ms. WILENSKY. Oh, yes.
Mr. STRICKLAND. I just think it’s important for all of us to recognize that, and to be appropriately appreciative, because it’s a wonderful thing you’ve done. And I, and I’m sure all of us, really appreciate the fact that you and the others were willing to do this.
You’ve said in your testimony that in response to, I think, Mr.
Bilirakis’s question that you tried to keep the White House informed periodically, as well as the heads of the agencies, as to your
Task Force findings and so on. And I assumed that included information about what you’ve been finding regarding the efficiencies
that the VA has achieved.
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And I appreciate the fact that you’ve spoken about the fact that
the VA has achieved a high level of efficiency. In fact, you specifically say, and I’m quoting, ‘‘Even if the VA were operating at maximum efficiency, it would be unable to meet its obligations to enrolled veterans with its current level of funding.’’
And the reason I think that’s important is because as a part of
the budget request, the administration has identified almost a
billion dollars in so-called management efficiencies for the medical
care program. And I go back to one more quote that’s found in the
summary. ‘‘But increasing enrollee demand, combined with available funding, has forced significant reductions in per-patient expenditures beyond what could be expected from improved
efficiencies.’’
And I’m wondering if you’ll just comment on that, because it
seems like there’s a contradiction between what the administration
is suggesting is possible and what your Task Force has concluded.
Ms. WILENSKY. I don’t think there is a contradiction because of
specifics either that we’ve identified or that have come to light in
the newspapers. We believe that there is a need for an increase in
the resources, and we think that’s important. We think there is especially an urgent need to resolve the issues of the 1 through 7’s
versus 8’s, make sure that the funding is there for the 1 through
7’s, and decide what you wish to do with the 8’s with the funding
behind it, that we think a lot of the problem has gone on because
of the change in those rules.
Having said that, we’ve identified, and the newspapers have now
raised a further issue to suggest that there are, even though the
VA in general operates quite efficiently, we think there are billing
efficiencies that are out there that have not been met in terms of
billing third-party payments.
Mr. STRICKLAND. Could I interrupt? So are you suggesting that
in spite of what’s obviously very thorough work of this Task Force,
that stories that have appeared in the newspapers could indicate
that there may be as much as a billion dollars or more in inefficiencies that have not yet been identified by the Task Force?
Ms. WILENSKY. I mean, a billion dollars is a big number, other
than relative to the total budget that’s being requested. And I don’t
think that they’re contradictory to say that well, in general, there’s
need for more resources. We think that there are inefficiencies that
are out there, some of which we’ve talked about in our report with
regard to the billing of third-party payers, which the VA has been
working on, but for which there is some indication there are still
some issues that have been resolved in terms of the timeliness of
getting the bills out and in terms of how long it takes them to actually collect the information.
I don’t know the accuracy of the report that was in the media
a little while ago about the cases of physicians who were being paid
by the VA who were not providing very much service. But having
assumptions of improving productivity over time, even for generally
efficiently-run organizations, is not uncommon. In all of your Medicare budgets for hospitals and physicians, where each year there
is some increase being requested, and usually some increase being
provided, there is an assumption about improving productivity.
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Mr. STRICKLAND. So I think it’s fair to conclude, from what you’re
saying, that efficiencies have been achieved, but there are possibly—it’s possible that there are much greater efficiencies that
could be achieved in the future?
Ms. WILENSKY. I mean, I would be willing to say that about any
place in the health care system in the U.S. at any moment in time.
Mr. STRICKLAND. But also recognizing that no system is ever
going to be as efficient as it could be, and we’re going to have to
live with a certain level of inefficiency in every system, even the
most perfect.
One final question. The report continuously makes reference to
the phrase ‘‘enrolled veterans.’’ Is that an attempt or an effort to
distinguish Priority 8 veterans from all of the others when that
phrase ‘‘enrolled veterans’’ is used?
Ms. WILENSKY. Not entirely. It is certainly in part that, but we
were actually much blunter of saying we want the Congress and
the White House to rethink all Category 8 veterans status in the
funding that is willing to be put in. So it actually—I mean, we
were not as delicate in our distinction.
What we’re recognizing—as again, you know better than I do—
that the number of veterans who are out there, and the number of
enrolled veterans in all categories, leaves many veterans who, for
whatever reasons, are not currently enrolled. That’s certainly true
in 5. But it’s true even in 3’s and 4’s, that we looked at enrolled
veterans relative to the total number of veterans, particularly when
we were talking about issues of full funding, recognizing that it not
only would provide services to those who are currently in the
system, it may well provoke people, 1 through 7’s, who for whatever reasons have hysterically not enrolled to decide that they
wanted to come be part of the VA system, given that the VA would
be meeting its own access standards, and that that could have
repercussions.
So it certainly goes to the fact that of the many, many potential
Category 8 veterans, some are enrolled and many are not. But we
think it’s important for the Congress and the White House and the
public to understand. That is true for 1 through 7’s, I think, maybe
more than people—again, I think this committee is well aware of
it, but many of us were surprised at, particularly in some of the
categories, how many were yet not enrolled who might enroll.
Mr. STRICKLAND. Mr. Chairman, could I just make a concluding
statement?
The CHAIRMAN. Sure. Go ahead.
Mr. STRICKLAND. This past weekend, I attended a health fair, a
veterans health fair, in Steubenville, Ohio, where personnel from
the Pittsburgh Medical Center came. We had that health fare as
a result of a conversation I had with the secretary. And I think it
is important to note that the official policy of the VA right now is
to not have aggressive information sharing with veterans, regardless of what priority group they may fit into. It’s the official policy.
So I think you’re correct. There are many veterans 1 through 7
who are not enrolled who certainly should be enrolled, and may not
even understand what services they are legally entitled to receive.
Thank you very much.
The CHAIRMAN. Chairman Simmons.
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OPENING STATEMENT OF HON. ROB SIMMONS, CHAIRMAN,
SUBCOMMITTEE ON HEALTH

Mr. SIMMONS. Thank you, Mr. Chairman. It’s been a fascinating
hearing, and I appreciate you holding it. I’m also grateful to the
President of the United States for issuing an executive order which
created this Task Force. As a veteran, I am truly grateful to him
and to the White House for doing this, and I share Mr. Strickland’s
view that Dr. Wilensky and others have done us a great service
over the last 2 years by producing this report, which is a very welcome development.
I happen to be a Category 8, and I appreciate my colleague’s concern about Category 8’s. But I will simply say that I don’t feel I
need these services that VA provides, and I would hope that I
would not demand services that would displace any other categories 1 through 7, because I think they’re in greater need. And
I think that’s probably true of other veterans who are Category 8,
that we all feel that way. So I’m not in the least bit discouraged
by your comments about 1 through 7 and the issues regarding 8’s.
My question goes to the issue of full funding, and this is something that I think we’ve all been wrestling with. And I was intrigued that in the summary book on page 15, there’s reference to
mandatory funding mechanisms. In the full report, we have references on page 77 and 78 to ‘‘mandatory.’’ Page 76, refers to ‘‘entitlements.’’ Yet in your written statement, I cannot find the word
‘‘mandatory’’ at all, and I was curious as to whether that was just
the way the words flowed out, or whether you were trying to avoid
using the word ‘‘mandatory’’ or ‘‘entitlement’’ in your written testimony, when it does appear in the text of the documents, and when
it is a substantial issue.
And then if I could ask a second question to conserve time. You
can answer as you see fit. Recommendation 5.2 states that in instances where VA cannot offer an appointment to 1 through 7 within its access standards, the VA would be required to arrange for
care with a non-VA provider. And that’s on page 5 of your testimony. What system or process do you visualize when you talk
about arranging for care with a non-VA provider? Would that be
in the form of a referral, let’s say, to a hospital or health care clinic? Would it be issuing a card of some sort—a voucher, if you will—
to a veteran, and allowing them to go to a non-VA provider?
So two questions. One, I really am intrigued in the use of the
word ‘‘mandatory’’ in the context of full funding. And two, what did
you have in mind by non-VA providers?
Ms. WILENSKY. There is no recommendation for mandatory funding. The word does show up in at least two or three places, but it
is as an example to get to full funding. It is not in any way in recognition that some have proposed, for example, the Chairman, legislation in the past that relies on this as a strategy to get to full
funding.
So some of us, if we had our druthers, would have not had the
word ever appear anywhere, because it’s a lightening rod that we
think isn’t helpful.
Again, for us, the relevant concept was full funding, and exactly
how you get there is something that we recognize people will differ.
The reason we felt so—there were two reasons some of us felt so
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strongly that to the extent it was in the recommendation at all,
which is as by way of a example, as opposed to a recommendation,
that it will be a lightening rod for people who might not fight you
if you used a different concept. And that’s not helpful in accomplishing the goal of full funding.
And we also actually agreed very much—I was glad to hear the
Chairman say it—that several of us are not at all convinced that
mandatory funding as it has sometimes been defined would actually accomplish what you thought it would accomplish. So, I mean,
you know, with all due respect, we didn’t think that was a mechanism to improve on a situation relative to where we were, but we
actually didn’t think it did what you wanted done. And in any case,
it didn’t do what we wanted done, which is to have the VA be able
to provide services at its own 30/30/20 access standard.
Now, with regard to the second, we were—I mean, as I said, I
personally would have wiped out such words, because I think they
just get you in trouble. But I am positive there is no place in a stated recommendation other than the 5.1, where it is shown as an example of a way to get to full funding, but very clearly states that
‘‘or some other changes in the process that achieve the desired
goal.’’ And the text then says, ‘‘Here are examples of ways to do it.
There are many others.’’
With regard to what we meant with regard to purchasing it on
the market, we didn’t really go into it as to how you would do it.
But we thought it was more to indicate we really mean this about
access standards. Because the VA has had access standards. And
this gives a consequence to having the access standards, which is
if you can’t meet it in your own facilities, you have to be prepared
to pay for it.
Now, whether or not it would be by establishing a pool of physicians who would agree to take VA reimbursement rates, or facilities that would agree to take VA reimbursement rates, or whether
you would give somebody a voucher to go out and buy it, that’s
clearly a level of implementation that we didn’t even attempt to do.
But there are other models. But it was as much to say full funding
and we mean it. And this was the accountability part.
Mr. SIMMONS. Thank you. Mr. Chairman, if I could ask unanimous consent to insert an opening statement into the record——
The CHAIRMAN. Without objection.
Mr. SIMMONS (continuing). I would appreciate it. And let me just
simply say that the words that appear in the report under Recommendation 5.1 do refer to ‘‘mandatory.’’ I realize there are commas on both sides of the phrase.
But I’m for full funding. If we need ‘‘mandatory’’ or ‘‘entitlements’’ for full funding, then that’s what we need to consider, because it’s incumbent upon us as members of this committee to formulate a policy which reflects the values that we share. And so I
read that in the text, and I take it for what it is. Thank you.
[The prepared statement of Congressman Simmons appears on p.
111.]
The CHAIRMAN. Dr. Snyder.
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OPENING STATEMENT OF HON. VIC SNYDER

Dr. SNYDER. Thank you, Mr. Chairman. Thank you, Dr.
Wilensky, for being here. I have four, five, or six question I want
to try to cram in here to our 5 minutes. The first one is on page
6, I think, of the summary, and a couple pages later in the full report, this chart about funding-per-patient expenditure. Fundingper-patient, a way of looking at expenditures. And you talking
about the current mismatch is far greater than it has been in the
past years, which this chart demonstrates.
One point that you might want to comment on, but then a question. My point is that whenever Members of Congress go back
home and brag on ‘‘Gee, we increased our veterans budget by this
much, this much, this much’’ is meaningless, unless we look at a
per-patient expenditure. Because if you increase a certain amount
and you’ve got increase in medical cost of living, plus increase the
number of patients you’re taking care of, a total number is just a
bogus thing to talk about back home is my reaction to seeing that.
My second point and a question is, I mean, if I do—my math is
not very good here. But if we try to get back just to where we say
we’re a baseline in 1992, are you talking about adding 18 to $20
billion to a budget that’s about——
Ms. WILENSKY. Well, you have to be very careful how you look
at this chart.
Dr. SNYDER. I’m just looking at your chart.
Ms. WILENSKY. Well, and let me indicate why I’m saying that. I
don’t remember—I’m hoping it’s clearer in the full text than what
would be obvious in the short version. Starting in the last 4 or 5
years, you have increasing numbers of people who are not using
the VA for their full services. So you have——
Dr. SNYDER. I understand all those issues. I’m going to ask about
that later.
Ms. WILENSKY. Well, it just means that—now, the reason I say
that is that some of the reason you see a decline in resources per
person is that you really have categories who are using this for
their full service. Then you have substantial numbers of people
who have been coming in. And the reason you’re seeing fewer resources per person is they’re basically coming in for their scripts.
So it’s not to suggest that in order to get things back to where
they were in 1992 that you would need to have the resources per
person that you hand in 1992. Because in 1992, you didn’t have
these people who were coming in just to get scripts.
So you would really have to go out—which, unfortunately, with
the information system is exceedingly difficult, if not impossible, to
do—is to be able to distinguish the number of people who have
come to the VA in the last 4 years, say, basically, who have insurance, either Medicare or private insurance, who use that other insurance for most things, but who are coming for low-cost drugs.
Now, the reason it’s so tough to figure it out is, by definition, in
order to get into the VA, you’ve got to have had at least one physician visit. So sorting out the people who are basically doing that
as their entry point, as opposed to who are making full use now,
as I recall in the report, we make an attempt to distinguish between the full users and the very partial users.
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But in terms of answering the question you’ve asked, what would
it take to get back to 1992 levels, you really have to only look at
the people who would want to be full users and who aren’t. You
can’t take the resources that were being used then, because basically, that wasn’t an issue then.
So I don’t know. I couldn’t do it. I mean, somebody else—except
we don’t have a staff anymore—could be able to try to make that
distinction. But I want to be very sure you understand you can’t
take the resources per enrollee that exists in 2002 and 2003 and
go back and say, ‘‘Well, if we had those same resources.’’
A lot of those people, I mean, they’re in there for $7 co-payment
pharmaceuticals, which even if you have insurance, which even for
most of you for your federal employees’ health care plan, of which
I am a great fan, you are paying more than $7 co-payment for your
script. So there are a lot of people who are really distorting that
number.
Dr. SNYDER. So that chart there, without the information you
just described, isn’t as helpful as it appears to be at first reading.
Ms. WILENSKY. Yes. I hope that in—I know there’s some discussion in the full report. There certainly is not in the short report.
Dr. SNYDER. I don’t think the numbers were there, though.
I wanted to ask about—Mr. Simmons asked about this going to
outside doctors. And I understand that you—if I understand, you’re
talking about perhaps using it as a bit of a hammer to say we’re
really serious about full funding. But in practice, if we were to pass
a law and sign it by the President this week that says, ‘‘VA’s, you
have to do that,’’ that would not help. I mean, all that would happen is each VA would have to find money to pay the private providers, which they would pool from their current budget, which may
mean they would have to cut back on a number of VA cardiologists
in order to pay for a private cardiologist.
I mean, you can just start chasing your tail. A mandate like that,
it just seems to me, would not be helpful.
Ms. WILENSKY. Well, you are absolutely correct. How you would
actually implement this is very important. That we don’t think
where there are shortages in physical facilities, either in the beds
or in the physicians or nurses, that it necessarily means build
more. Because I know there was something, ‘‘Well, does that mean
we ought to run out and build more facilities?’’
And the answer is if you think in the future, I mean, if you can
support that as a strategy, that’s one possibility. If you think what
is going on now is a short-term increase in demand that is not likely to be sustained, you probably don’t want to either try to hire,
and you certainly don’t want to build. The hiring is a little more
flexible.
The VA has traditionally not been a funder of services. It has
been a provider. And it’s a very important issue for the VA. I mean,
they don’t really want to be a funder, as opposed to a provider. And
we respect that as what the VA is all about.
We do recognize that in the short term—you are correct—money
wouldn’t solve the problem alone. And the question of when to
build or expand and when to buy because of a short-term issue is
something that you would have to be very careful about. And you
better use a fee schedule, because the VA has been known for hav-
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ing relatively lower expenditures in some areas, and you want to
make sure that you don’t just end up increasing fees to providers
on the outside and making it much more expensive than it would
be if it were on the inside. So exactly how you would do that is
something that would have to be worked out.
Having said that—and this is not rocket science—it is something
that could be worked out if there was a willingness to make the
funding available, and a set of steps as to how you would do it. But
you would have to do it carefully if you wanted to do it at the lowest cost possible.
Dr. SNYDER. Thank you.
The CHAIRMAN. Mr. Bradley.
Mr. BRADLEY. Thank you very much, Mr. Chairman. Dr.
Wilensky, thank you too.
I just wanted to touch base on, I think, what you said in your
oral testimony, where we are with the 2004 budget and these recommendations on Priority 1 through 7. And I believe, and I’m just
confirming this, that you said that the 2004 budget as it’s presently
constituted fully funds the goal of full funding for Priorities 1
through 7.
Ms. WILENSKY. That is my understanding. It was an issue that,
obviously, having come to the recommendation that we did, we
wanted to be able to address. And that is my understanding, based
on our staff estimate of what it would cost for full funding.
Mr. BRADLEY. And did your staff look at where that budget lay
in regard to Priority 8 in terms of the funding availability for Priority 8 veterans?
Ms. WILENSKY. No, not specifically.
Mr. BRADLEY. So you don’t know whether that budget has some
allowance for Priority 8 veterans.
Ms. WILENSKY. It has some. The question is how much.
Mr. BRADLEY. How much. Okay. Thank you very much.
The CHAIRMAN. Ms. Brown-Waite.
OPENING STATEMENT OF HON. GINNY BROWN-WAITE

Ms. BROWN-WAITE. Thank you very much, Mr. Chairman. Dr.
Wilensky, first of all, thank you. I met with you before this, and
you really have a great grasp of what’s going on with veterans’
health care, and I want to thank you for your service.
I have a large number of veterans in Florida, as does Mr. Bilirakis and some of the other Florida delegation. And this past week,
Secretary Principi came down, because I think he—well, he told a
reporter he was tired of hearing me complain. And so he came
down to the District. Which was great. Because he got to see firsthand the problems that we are having in Florida dealing with so
many transplants who leave other states, come to Florida, and
have to wait an inordinate amount of time for an appointment.
When I reviewed your report, I saw the recommendation that the
VA consider if they can’t meet their access standard, which is 30
days, that they provide some sort of fee for service outside of the
VA system. That certainly would work. But were you ever able to
quantify the cost of that?
Ms. WILENSKY. We did not, frankly, attempt to do that. It would
have first required going to identify the areas where we think in
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the short term the geographic mismatch between demand and supply, as opposed to funding, is most severe. I think Florida is clearly
a case. Probably places in the southwest, Nevada and maybe—I
don’t know about Arizona, but Nevada seems to have a lot of retirees as well.
What is slightly less obvious is if we are looking at the 1’s
through 7’s, as opposed to 1’s through 8’s, since we know at least
in some parts of Florida, there has been substantial enrollment of
8’s. And so that is a different issue, and it depends very much on
what the Congress and the President were to decide with regard
to the Category 8’s.
So we think before you went about actually making arrangements for paying for services on the market, that you have to distinguish the 1 through 7’s that you are now claiming full funding
responsibilities for for the 8’s.
As past HCFA administrator, we do have experience setting out
fee schedules and making it be payment in full if there is to be participation. Now, some places do that much better than others. And
depending on exactly what part of Florida you’re in, Medicare may
not be a good example to use as to how you can have a fee schedule
and have good participation or not. In general, there is good participation both among physicians and hospitals in Medicare, although sometimes there’s more grumbling in some areas than in
other areas. But you would have to be very careful about the fee
schedule that you used. Otherwise, you would find yourself going
through money at a faster level. Our presumption——
Ms. BROWN-WAITE. But isn’t Medicare pretty much the standard?
I mean, most insurance companies base their reimbursement to
providers based on the Medicare rate.
Ms. WILENSKY. Sometimes they do. It used to be on more than
a hundred percent. Now sometimes, it’s on less than a hundred
percent of Medicare. It is usually Medicare, but it may be a multiple that’s greater or less than one.
Ms. BROWN-WAITE. I’m drafting a bill that basically says that VA
has had these standards of 30 days for an appointment, that if they
can’t meet those standards, that they would have to offer health
care outside of the VA system. And the reason why I’m drafting it
is obviously because of the problems that many of my veterans are
currently having.
Do you think that VA could meet that self-imposed standard
without specific legislation? And are you aware of areas where—
you know, obviously, if it’s a supply/demand issue, you know,
they’re probably meeting it in areas where veterans have left and
moved elsewhere. But in areas, you know, where the senior veterans are moving to, there is a problem.
Ms. WILENSKY. I think there are two issues. One, again, is you
really have to sort out how many enrolled 8 veterans are present
in particular areas, and how much that’s contributing to the problem, and what, if anything, is the Congress and the President
about to do with regard to that issue?
And then the second thing is that it is my impression—but it’s
only an impression—is that there is some—that you may need to
look and make sure that as the veterans move, the money moves.
It may be just the jaundiced view of those places that are receiving
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veterans. There certainly is the belief by some of the places in the
south and the southwest that the veterans are moving faster than
the money.
Now, I mean, it is not something I attempted to ascertain. But
to the extent that you’re in a receiving area rather than in a donating area, this becomes an important issue.
The CHAIRMAN. Thank you. Mr. Evans.
Mr. EVANS. Thank you, Mr. Chairman. Doctor, you seem to be
saying that the current funding process has yielded an adequate
budget, at least for the fiscal year 2004. And yet the report contains some pretty substantial suggestions about changing the funding process.
If from your point of view the current process is adequate, why
all the discussion of a funding mismatch and the new funding
strategies?
You know, I guess full funding for veterans is a term we like to
use in Congress. It’s also subject to the determination that it will
help all people. And for example, my definition would include adequate funding for any veteran who requires health care. What is
your definition of full funding?
Ms. WILENSKY. In the first instance of why do we talk about
strategies to insure full funding when it appears that the 2004
budget meets full funding for the 1’s through 7’s is that it meets
it for 1 through 7 in 2004. We recognize that if we were to see this
recommendation implemented, you might want to have some strategy that assures that what is true in 2004 is true in some other
year.
And so we have indicated there are a variety of ways to get
there, and it is an issue for the Congress to decide how to do that.
But we do think it’s important to note that the 2004 budget does
appear to do this, as requested by the President. But whether that
would be true some other year with this or some other President
is a different issue. So we’re suggesting that those are two issues.
With regard to the second part of your question as to who is to
be treated—was that the second——
Mr. EVANS. A definition.
Ms. WILENSKY. Pardon?
Mr. EVANS. A definition of a fully funded——
Ms. WILENSKY. Well, I don’t—I mean, the definition is whatever
the Congress chooses to make eligibility for services. Our concern
is that there has been an opening of the door for 8’s, but there
hasn’t been funding that provides services for the 8’s. We do recognize that the Congress, in fairness to the Congress, did put in a
very politically difficult charge mechanism, which is that the secretary in any year can stop enrollment. It is easier for a group of
non-politicians to say, ‘‘We don’t think this has worked very well.’’
It is a highly politically-charged issue to invoke.
And furthermore, the group that the VA has traditionally served,
which is veterans with service-connected disabilities and low-income veterans, are finding themselves unable to get services that
meet the VA’s standards. We think this needs to be rectified first
and foremost, and we are not telling the Congress they couldn’t or
shouldn’t put some extra money in to do something for 8’s. We’re
saying, ‘‘Fix the problem for the traditional historical users of the
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VA, and then clarify with the money attached what you want to
do for the 8’s.’’
I mean, I understand that there is disagreement. We certainly
heard it among some of our Task Force members. And I’m not
going to tell you not to put more money in so that you could offer
some or all benefits for 8’s. That’s your decision.
What I’m going to say is the traditional users are not getting
services in a timely way, and it is being exacerbated, in my opinion, because of the opening up of the 8’s. So take care of this issue
first, and then clarify with funding whatever you want to do for the
8’s.
Mr. EVANS. At this point, I’ll yield back to the Chairman. Thank
you.
The CHAIRMAN. Thank you. Let me just ask you a couple of follow-up questions as well. Chairman Simmons, like myself and others, raised the issue of Recommendation 5.1, which I think is very
clear in at least suggesting that there are alternative approaches,
including ‘‘mandatory.’’
As I indicated earlier as well, I remain concerned that a
capitated formula might miss—might hit a bulls eye, but it might
miss by a mile. As opposed to the flexibility inherent in the first
recommendation that’s made, it’s more likely to get a number that’s
real, sustainable, and actually marries up resources with need.
I think what should come out of this hearing—and I do appreciate your testimony. You’ve been here for now 2 hours, and have
provided expert testimony—not getting there. That is to say, full
funding is not an option. We have to get there.
And this committee—and I do believe we’ll work in a bipartisan
way with the administration, with the other body, will work to
make sure that we get there. And some people, hopefully, will look
at the details and the fact that veterans are not getting care that
they deserve, that rationing of care has become a very serious
problem, as you point out. A quarter of a million people as of January—and the number could be higher or lower since—have been
told wait 6 months or longer. That’s unconscionable and totally
unacceptable.
But not getting there just simply isn’t an option. We have to get
there, and this committee will do everything possible to do so.
In talking about the number for this fiscal year, which has been
an issue of considerable debate during the budget resolutions that
have gone through and have been accepted by House and Senate,
we were looking at the full demand model. And I was wondering
if the—in terms of what is really needed again to put the resources
into play to make sure that health care is adequately provided, did
the Task Force examine the VA’s full demand model when it forecast which forecast that the VA would need 31 billion in fiscal year
2004?
I looked at the $28 billion number that you’ve mentioned, and,
I mean, that includes moneys that have been—you know, collections, perhaps enhanced co-pays that were anticipated by the President. I’m not sure how that number was arrived at. But the demand model, which hopefully gives us the honest to goodness
what’s needed, you know, based on our best projection, VA’s best
projection, did the Task Force look at that?

33
Ms. WILENSKY. We did not specifically attempt to do the kind of
reconciliation that you obviously have done. In general, we talked
about the different forecasting models that were used, including
the VA’s demand model, but we did not attempt to do this.
The CHAIRMAN. Okay. Let me just ask you with regards to some
of the other recommendations that I think, as you indicated, could
be done administratively. And we’ll go through this very carefully
to see where legislation is needed and work with the VA to determine if the authority is sufficient, or if they need new authorities
in order to carry out these great recommendations.
When it comes to facility life cycle management, on page 56, I
couldn’t help—I mean, we have tried in this committee—it’s been
bipartisan. I offered H.R. 511. Mr. Evans is my principal co-sponsor. We got it passed. We got it in the budget. We got it in the Appropriations Act. Went over to the Senate. Five hundred eleven
million dollars for fixing and repairing facilities throughout the
country, most of which were on the west coast, just died an
unceremonial death.
Mr. Moran, who was chairman of our committee previously, got
a good VA construction budget bill passed. Died over there. Mr.
Simmons is now drafting legislation to do the same.
I hope that we can use your recommendations here where you
point out the paltry amount of money that’s been provided. If
you’re going to have an infrastructure, you’ve got to pay for it.
You’ve got to keep it updated. Otherwise, in the end, you pay even
more, or you lose it. And you make the point, the VA—at the rate
that we’re currently going, the VA would have to recapitalize its infrastructure every 155 years. I mean, it will go to sod if we do not
step up to the plate. You might want to comment on that.
And the other point I just wanted to make, on page 27, you say
the VA and DOD should develop and deploy by fiscal year 2005
electronical medical records that are interoperable, bidirectional,
and standard space. Is the 2005 number doable?
Ms. WILENSKY. We had several rounds of discussion with VA and
DOD. They said yes. Pushed, but yes. They would have been happy
to see a slightly higher number out there, but when pressed,
thought it was doable.
The CHAIRMAN. Okay. Let me ask you, did you want to comment
on the facility life cycle?
Ms. WILENSKY. No. I mean, I think it stands for itself.
The CHAIRMAN. Let me just say, one of the footnotes I noted—
and I didn’t realize this until I saw it. And that was that pursuant
to BRAC, there was a reduction of 48 hospitals within the U.S. and
abroad, approximately 40 percent of the 1988 infrastructure, as
well as 400 clinics and 45 hospitals to clinic realignments, as part
of the DOD side of it. That is a significant, almost slashing of
health care infrastructure. And now we have a CARES process,
and Edward Alvarez, as you know, chairs that. That will be coming
out, I think, sometime in the fall. He was a member of your panel.
What’s the interface there with the recommendations here in terms
of the CARES process? I mean, much of our money—matter of fact,
when we got to the Senate side with our VA construction budget,
we were told, ‘‘Well, let’s see what CARES does first.’’ And we said,
‘‘Wait a minute. These projects are going to survive any CARES
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process,’’ at least according to the VA. ‘‘Let’s get this done now.’’
But it still became a nice pretext for killing those bills.
Do you anticipate—what’s the interplay there?
Ms. WILENSKY. Well, the first is that part of what went on with
BRAC is that where the facilities were and where the people were
weren’t always the same. And in any case, the movement away
from necessarily on-site military provision, as opposed to a more integrated use of the market, and use military treatments facility in
a more integrated way, has put the DOD in a very different
position.
With regard to the CARES project, there certainly is going to be
some transition because of Edward Alvarez’s involvement in both.
I had been asked to address them, but was out of town earlier in
the month of May. But one of the other Task Force members
shared with that group where we were and why we got to where
we are. And I presume that that will continue.
Having said the discussion we had this morning about even the
money might not be sufficient for the VA to directly provide, where
the facilities are is also not always where the veterans are. And
having a thoughtful review of whether existing facilities make the
most sense. And there are, as you know, some areas of the country
that have high concentrations of what look like, on the face of it,
multiple VA facilities. So the process is not unreasonable, even if
in the aggregate, you may need more.
The CHAIRMAN. Thank you. Mr. Bilirakis.
Mr. BILIRAKIS. Mr. Chairman, I don’t know. I’ve been cautioned
not to even bring up the subject, so I’m not sure that I will. Well,
all right. Let me just say this. I believe in mandatory funding. I
believe that the entitlement—I mean, if anybody is entitled, we
have a lot of entitlements. People get entitled because they reach
a certain age. People get entitled because they’re poor. People get
entitled because they’re sick, after they reach a certain age, et
cetera, et cetera. The other people who are entitled on the basis of
their conduct and what they’ve done for the country are the veterans. So do I believe in that? Yes, I do.
For the longest time, we’ve been fighting the battle of third-party
payer insurance billing. We’re not satisfied that it’s being done as
officially as it should be, et cetera. I just wonder, has your Task
Force considered or discussed that subject at all?
Ms. WILENSKY. Of the third-party billing?
Mr. BILIRAKIS. Yes, the insurance billing.
Ms. WILENSKY. We discussed it as an issue with regard to one
of the earlier questions of whether the VA was operating as efficiently and effectively as it could. And while we recognize that the
VA has made substantial efforts to improve its funding and its billing, it does seem like there is more yet to be done in terms of the
timeliness of the billing and the collection process of the billing.
It is, of course, an issue of whether or not collecting the money
really helps them, or whether it’s just offset in the next year’s appropriation. That’s always an issue. When you have multiple billing
strategies, you do need to incent the VA and the local level to make
sure there’s something in it for them.
Mr. BILIRAKIS. Yeah. That’s certainly a good point.
Ms. WILENSKY. They could do more.
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Mr. BILIRAKIS. If it’s just going to replace money that ordinarily
would be appropriated, that doesn’t do any darn good.
Ms. WILENSKY. Right.
Mr. BILIRAKIS. It should be money that’s in addition to the ordinary appropriation.
Ms. WILENSKY. Yes, they have not—this is definitely one of those
areas they have not maxed out everything they could do. It is better than it was, but more to come.
Mr. BILIRAKIS. You all didn’t look into whether it should go into
the service-connected category.
Ms. WILENSKY. We did not specifically look at it. I mean, we had
a fair number of discussions about the general issue of third-party
billing and how much that would relieve it. We were convinced
that, as important as it was, this was not the answer to the mismatch.
But we don’t want that. Just like we felt with regard to increased
efficiency, we didn’t think that was the answer to the mismatch either, but that doesn’t mean it’s not important, and that you
shouldn’t push it as hard as you can.
Mr. BILIRAKIS. Well, I’m not pushing it. My problem is I know
darn well that yes, it’s the role of the taxpayers, the government
to take care of our service-connected people, just as it was before
we went into third-party billing, insurance billing, to take care of
even those in the other categories.
But I also know that the insurance companies are the ones who
are benefiting by virtue of not being billed. And there’s something
wrong there. We’ve got veterans. We’ve got people who can’t be
served. We don’t have enough money for this. We have mismatches,
et cetera, et cetera. And yet the insurance commission pick up the
damn premiums, and then they don’t pay it out, because they’re
not billed. And then that bothers me. I don’t mind telling you. And
I don’t want to run—I mean, all my friends are back there at the
service organizations, and they know how I feel about veterans.
But it’s got to bother them a little bit too. And I’m not sure how
in the world to get around that. I know the feeling of a veteran,
and that is that it ought to be gotten done by the government. But
in the meantime, should we be benefitting the insurance companies? I don’t know. That’s just something that bugs me. If you have
anything further, I’m done.
Ms. WILENSKY. I mean, we have encouraged the VA, which is not
by being a direct provider agency. Its natural strengths are not to
do billing for services to make sure that it is being as aggressive
as it can be in terms of billing third-party payers and going after
third-party payment that they’re entitled to. We do think it’s important to make sure that this is money that comes in and has
some benefit to the VA, as opposed to being——
Mr. BILIRAKIS. Above and beyond
Ms. WILENSKY. Right.
Mr. BILIRAKIS (continuing). The money that ordinarily they
would be getting in appropriation, yeah. Well, thank you, Doctor.
You’ve always had the answers. And as usual, you’re so very efficient. Thanks, Mr. Chairman.
The CHAIRMAN. Thank you. Dr. Snyder.
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Dr. SNYDER. Thank you, Mr. Chairman. Dr. Wilensky, I think I
got confused on what you were saying a couple times about the
2004 budget. Did I understand you to say you feel that that does
meet your definition of full funding?
Ms. WILENSKY. I did not do these calculations, because this is not
my relative expertise in terms of doing scoring. I did, however, request that the funding budgeting expert on our Task Force, once
we had come to the recommendation that we did, I wanted to know
what the immediate ramifications were, as did John Paul Hammerschmidt, as a former Member of Congress, felt very—you know, it
was very important to understand the financial ramifications of
what we had recommended or concluded.
The estimate that we had is that the 2004 budget requested by
the administration would be sufficient to meet 5.1 and 5.2, which
is full funding of the Categories 1 through 7. It did not have a lot
left over, but it had some left over, which——
Dr. SNYDER. Who was the budget expert?
Ms. WILENSKY. Dan Blum.
Dr. SNYDER. I can’t put together what you’re saying there about
the 2004 budget with what you said in both your opening statement—reading from the report here, ‘‘It was clear to us that although there has been a historical gap between demand for VA
care and the funding available in a given year to meet that demand, the current mismatch is far greater for a variety of reasons,
and its impact potentially far more detrimental to both the VA’s
ability to furnish high-quality care and the support the system
needs from those it serves and their elected representatives.’’
You don’t say the ‘‘mismatch in the future.’’ You say the ‘‘current
mismatch.’’ I mean, I don’t know how this—I mean, I think the reports are very, very helpful. But somehow, to say that the mismatch has been bad in the past, the current mismatch is far greater than it’s ever been, but magically in 2004, it’s going to be fully
funded, there is no mismatch, I ain’t buying it. I mean, it smacks
that the Task Force is carrying somebody’s water.
Now, how can you jive those two statements, that it’s fully funded in 2004 under the President’s number—by the way, I always
think the President’s hard to follow. I always blame OMB when we
have a bad number for VA. But do you catch my—I mean, how
can——
Ms. WILENSKY. Yeah. But there’s actually two issues. And the
answer is twofold. In the first place, the President had a big bumpup in his budget request for 2004. And in the second place, our recommendation goes to Category’s 1 through 7. And a lot of the pressure that we have seen, a lot of the mismatch, is coming because
of the 8’s.
Dr. SNYDER. Because of——
Ms. WILENSKY. Of the 8’s.
Dr. SNYDER. Of the 8’s.
Ms. WILENSKY. And those two issues, the bump-up in the 2004
request, and the pressure if those are both treated—and I don’t
want to—this is not to blame the 8’s. When people are offered services, it’s not unreasonable to expect that some numbers of them
will enroll and take advantage of them. What we have recommended unanimously is full funding for the 1 through 7’s, and
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our estimate done by someone who had a very long career at the
Department of Defense, is actually not a VA expert, did not come
directly out of the VA, but has a long history at the Department
of Defense, was no longer there. He is not somebody who is a current government employee. His estimate was that the 2004 budget
would accommodate the full funding of people who are in there in
terms of 1 through 7 enrollers.
So, you know, is this a correct estimate? This was an estimate
done over a very short period. It was done because both John Paul
and myself felt very strongly that when we were making a recommendation that had obvious funding ramifications, that we
needed to have some idea about the financial implications, and particularly where we were with regard to the current budget request.
And the estimate of somebody who is not a current government employee, I have no idea whether an independent actuary or OMB
staff person would have agreed. We didn’t ask either of those, but
we did ask somebody who I have great respect for as a budget person to do an estimate.
Dr. SNYDER. Before my time is out, Dr. Wilensky, I had one more
question I wanted to ask you. And I understand what you’re saying. It’s just, to me, it’s a very dramatic statement in there about
the current mismatch as being far greater. And I understand what
you’re saying. I’m just having a little trouble putting it together
with the President’s budget number.
The other question I wanted to ask was you had mentioned about
the—referred to the VA’s negotiating power when it comes to dealing with drug companies. And that has given you some pretty good
discounts. Not you. Gives the VA pretty good discount; is that——
Ms. WILENSKY. That’s correct.
Dr. SNYDER. Yeah. As a former HCFA administrator now seeing—I’m sure following closely the continued problems we have in
funding for Medicare, would it be helpful, do you think, that if Tom
Scully had that same ability to negotiate on behalf of the 40 million
Medicare recipients with the drug companies?
Ms. WILENSKY. I think it wouldn’t happen. And I think you
would hurt the veterans at the same time.
Dr. SNYDER. I’m sorry. I’m not linking this with the veterans. I’m
making it as a total——
Ms. WILENSKY. I know. But let me explain why I think it would
have negative repercussions on the veterans. There are several reasons why the VA can negotiate really good, really low discounts. In
the first place, it’s not a retail facility. It takes care of all the
wholesale and distribution functions in a way that Medicare does
not, and I hope Medicare will not. But certainly does not. So all the
distribution and retail functions are not present in the VA that
they are in Medicare.
The second thing is that it’s a closed formulary. So when you
come in, you limit—if you’re willing to come in and give a low
price, you know that you may be one of only one or two drugs in
your category on that formulary. Most people who are discussing
outpatient prescription drugs—and this is also true, by the way, of
the DOD—do not want to have that tight, closed formulary. Now,
that’s not to say there isn’t any allowance in the VA if a physician
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at a local level feels that there’s a drug that they must access. But
it’s tough to get around.
So the second reason that you get is that you have a volume for
discount trade-off, and you have a relatively limited number. I believe that this is an issue—the reason that I’m speaking as I do is
I was asked this question with regard to Medicaid when I was the
HCFA administrator of why can’t we just have the federal supply
schedule for the Medicaid population? And part of the answers are
the ones I just provided.
But there’s a third reason, and that is that you have individuals,
you have companies who would be willing to give discounts when
the population being served is four million that are not going to
get——
Dr. SNYDER. I’m sorry. Is what?
Ms. WILENSKY. Is four million. That are not going to get the
same discounts. And I’m not saying it having talked to them; I’m
saying it as an economist. If you’re now talking about give this discount to 25 million, or in the case of Medicare, give the discount
to 41 million, growing to 78 million, now you have a whole different
story. Now the volume price trade-off becomes something else.
So I think it’s not only unreasonable to expect the kind of discount if you don’t provide the same functions that the VA provides,
which is all the wholesale distribution functions. But you also have
to understand, the bigger the population, the less you’re going to
be willing to provide quite as low discounts, particularly if you
don’t have the kind of volume trade-offs that the VA gives.
So it is—I mean, the administered pricing and the competitive
bidding power of the Federal Government is pretty impressive. But
we shouldn’t confuse what the VA has been able to do under very
special circumstances for a limited population in a very closed formulary, which normally, Members of Congress do not want to consider for the Medicare population, is you are not going to go there.
And if you tried to go there, you’d probably end up bumping up the
prices to the veterans.
Dr. SNYDER. Thank you. Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much. Chairman Simmons.
Mr. SIMMONS. Thank you, Mr. Chairman. Again, kudos to the
Task Force for the wonderful job they’ve done. I have a general
question. You might even call it kind of a political science kind of
question. But one of the tasks of the Task Force was to try to make
the Defense Department health system and the VA health system
work together better to find areas where resources could be shared
or costs were covered, savings made.
And yet, these are two different organizations, very substantial
organizations, with a somewhat different mission, one could argue,
and even a different culture, that one could argue that the primary
purpose of the medical health care system of the DOD is, first and
foremost, to make sure that our men and women are fit and able
to perform the mission, and that their families are in good hands
so that their morale is high, and that the Veterans Administration
focuses more on those who have been disabled, injured, wounded,
hurt, damaged by war, or those who have served with honor and
are growing older and need help and assistance, maybe because of
their financial situation.

39
In your 2 years of inquiry, did you encounter what we might call
cultural differences between the two organizations? And if so, do
those cultural differences make it difficult or impossible to accomplish the tasks that we’ve set forward for joint cooperation?
Ms. WILENSKY. That’s a good question. They have different missions. You’ve described them quite well in terms of readiness on
the part of the DOD in taking care of veterans and retirees on the
part of VA. But, of course, there’s some overlap, because the DOD
also has the military retirees to worry about, who are growing
more numerous and older. And so that gives them some common
ground.
We obviously recognized, and were pushed to recognize on numerous occasions, that they have different missions. And we acknowledge that, and it’s important to acknowledge that.
But having said that, there are ways in which they can work better together. The fact is, there are some different cultures within
the DOD, which doesn’t come as a big surprise to people who have
followed that, and that’s an issue that they have to deal with with
their three services.
But we think that there are things that can be done that really
improve the transparency and the movement from current to retiree status, which is an important issue for the DOD. It’s important for its recruiting, for its own career people and retirees to
know what will happen to them. It’s important, because there is
overlap in the people in terms of who go to the VA and the DOD
facilities.
And some of what happens in the DOD period, the active duty
period, has obvious ramifications for the VA. It really raised this
issue of seamlessness and electronic information sharing, so that
you can go back and do surveillance, public health surveillance,
when you’ve had exposure. You’ve been able to track where the
person was when they were active duty and what happened to
them, so that after the fact, you’re not left guessing as to whether
something that appears to crop up actually signifies something or
not. You can only do that if you have something that’s in place to
have followed people.
And by the way, there are a lot of things that will work better
if the electronic medical records can move information back and
forth, and once present, allows for sharing to go on in ways that
make sense, still recognizing that they have different functions.
And the same—it’s obvious when you go to a base—and we went
to the—Great Lakes Naval is one of the many places we visited.
And we had some real extremes, where you had, you know, the
youngest recruits coming in, being there a very short time, and
then you had some of the VA facilities, who had much older population. In this case, you didn’t have so many of the dependents on
the military side. But frequently, you have a lot of dependents, so
you have much more in terms of pediatric and women’s care. Although, obviously, not exclusively a DOD issue.
But having said that, there’s a lot of potential for joint procurement. They’ve been doing well in the pharmaceutical area. There
are a lot of other areas.
And so if used smartly, we think there’s a lot out there. And the
fact that this President has made it such a big issue, which has
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gotten the attention of the two secretaries, and with a new leadership council, it’s apparent that there is something there that can
happen if there is the leadership and the drive at the top, and if
you help remove some of the barriers.
So you are absolutely correct that they’re different cultures and
they’re different missions, and you need to acknowledge that. But
it doesn’t mean you can’t do a better job collaborating and sharing.
And I think you’ll actually save a little money in the process. But
it’s not going to solve all your problems.
Mr. SIMMONS. Thank you very much. Thank you, Mr. Chairman.
This was fascinating.
The CHAIRMAN. Thank you, Chairman. I just have one final question, if I could. And it’s an important question. In recommendation
of 5.3, you speak about the present status of 8’s being unacceptable. In the footnote, you point out, which we all know to be the
case, 1 through 7’s, there was a strong consensus about the full
funding, but there was no consensus on what to do about the 8’s.
It seems to me that as we move forward with legislation, you
know, how do you do one without the other? Could you explain
some of the alternatives that were discussed vis-á-vis the 8’s, and
why a consensus could not be reached?
Ms. WILENSKY. There was a majority all along that thought the
specifics about the 8 was just too far beyond our charge, and too
far beyond our expertise. We did consider whether to talk about options without making a recommendation, but in the end decided
that many of the options that came up had as many problems as
they had attractions, like pharmacy-only benefits, or pay-as-you-go
benefits, self-pay benefits.
And so the majority opinion of the Task Force was that where
we had agreement is that the current situation was unacceptable
and needed to be resolved by the Congress and the President. And
putting this on the shoulders of whoever happened to be VA secretary, with all the political heat that that would have, was not a
good way to resolve it.
So as you know, there were two different versions among the minority who did not agree with the majority recommendation of the
present situation was unacceptable—although everybody agreed
with that—but had two different strategies they would have wanted to have. There was just not a consensus that people were willing
to go there.
The CHAIRMAN. Practical question. Can reform for 1 through 7’s
proceed without concurrent reform with Category 8’s?
Ms. WILENSKY. I absolutely believe that. Whether other people
are—I don’t want to say that there aren’t any political issues that
you would have to deal with. But I absolutely believe in terms of
a first-things-first world, that yes, you can and should proceed in
that way.
The CHAIRMAN. Pat Ryan, our general counsel and staff director.
Mr. RYAN. Thank you, Mr. Chairman. The administration’s 2004
budget proposal proposes to reduce VA’s current role in providing
institutional long-term care. You mentioned it in the report that
the Department of Defense has closed many of its facilities, resulting in thousands of retirees seeking care from the VA.
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The question is do you think it’s a problem that—sort of like musical chairs in the sense that there really is a lack of coordination
between the programs that may pay for a veteran’s care, referring
to both VA and DOD, but also Medicare and Medicaid? And isn’t
there really a crying need for some kind of effort to coordinate
among those four programs?
Ms. WILENSKY. The answer is having more coordination would
help, but exactly how you coordinate is not a small issue. We did
support one effort that has been made between Medicare and the
VA, which is to allow—it was not a part of a formal recommendation, but at least acknowledgement—that veterans ought to be able
to choose the VA as their place of care and carry their money with
them. I personally think that is a good strategy to have happen,
and it would help the coordination.
The coordination is not an easy issue, but I don’t want to say
that it would be bad. I mean, it is not an easy issue, because historically, there are patterns of benefits that have been difficult, and
that unless you’re willing to take to the highest level of any recipient in any possible situation, there was always a difficult decision
to be made. But it’s hard to argue against coordination.
The CHAIRMAN. Dr. Wilensky, thank you again so much. Jim, do
you have any——
Mr. HOLLEY. No.
The CHAIRMAN. How about the ranking—the new ranking member, Mr. Simmons.
I want to thank you again for your extraordinary commitment.
As we all know, this was a labor of a number of hours, hundreds
of hours, if not thousands, on the part of you. And when you realize
you’re talking per diem, I mean, we are deeply appreciative for the
great work that you did, and the Commission members, as well as
the staff.
This is a blueprint for action. We will not let it gather dust, I
can assure you. There are so many mutually reinforcing ideas in
here that we will act on. And I thank you so much. You have done
all veterans in America a great service.
Ms. WILENSKY. Thank you. And please, again, let me emphasize
that this was the joint effort of 15 commissioners who all volunteered their time, and a lot of hours of dedicated staff, some loaned
by the departments, but many others who came on specifically for
this effort.
The CHAIRMAN. Thank you, Dr. Wilensky. The hearing is
adjourned.
[Whereupon, at 12:27 p.m., the committee was adjourned.]
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OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. Good morning, ladies and gentlemen.
Today’s hearing is the second hearing on the President’s Task
Force to Improve Health Care Delivery for Our Nation’s Veterans
(PTF). Two weeks ago we received the task force’s final report from
Co-Chair Dr. Gail Wilensky. Dr. Wilensky, along with Co-Chair
John Paul Hammerschmidt and 13 other dedicated members of the
task force, have produced a remarkable document, one that I hope
will serve as a blueprint for reforming the VA health care system.
Established 2 years ago to strengthen and expand resource-sharing and collaboration between the Departments of Defense (DOD)
and Veterans Affairs (VA), the task force quickly found that a larger obstacle to improving VA health care needed to be resolved first.
Confirming what this committee and others have found over recent
years, the task force concluded that optimal collaboration and resource-sharing could not occur until VA first corrected the funding
mismatch between demand for health care services and available
resources. According to the task force, this funding mismatch not
only prevented VA and DOD from achieving maximum efficiencies
in sharing, it also threatened the very quality of care for veterans.
The task force unanimously recommended that changes be made
to VA’s funding system in order to achieve full funding, which the
task force defined as providing timely and comprehensive care to
all Priority 1 through 7 veterans, within VA’s existing access standards. It also calls on Congress and the administration to devise an
appropriate response to Priority 8 veterans who desire to use VA
for their health care.
(43)
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The report identifies two examples of full funding models. One,
a formula-based mandatory funding scheme, based upon legislation, H.R. 5250, that I introduced last year with Representative
Lane Evans as the principal cosponsor. The other approach established an outside board of experts to determine funding levels,
similar to what is currently used to fund TRICARE for Life. Yesterday I introduced that bill, along with Congressman Rob Simmons,
the Chairman of our Subcommittee on Health, as the principal cosponsor, which would build upon this recommendation.
Let me briefly summarize our legislation. First, the bill would establish a three-member funding review board to be appointed by
the Secretary of Veterans Affairs for 15-year staggered terms. The
board would have full access to VA’s economic, actuarial, and other
data relevant to veterans health care funding, as well as the Office
of Management and Budget’s (OMB) economic and forecasting
analysis, but would be completely independent of both OMB and
the Secretary.
The board would produce an annual budget request and a budget
forecast for amounts required to provide full health care benefits
to all enrolled veterans in Priority Groups 1 through 7, primarily
those injured or disabled while serving their Nation, or with low
income levels. The amount calculated by the board would become
the President’s budget request submitted to Congress, while its
forecast for the following year would be the basis for planning initiatives. From that point forward, the congressional budget and appropriations process would remain unchanged.
To ensure that veterans are receiving timely care, the legislation
would require VA to meet demand within its own access standards.
If VA is unable to furnish care to veterans who need it within these
reasonable time frames, it would be obligated to contract for that
care with private sector health care providers.
To promote fiscal discipline within VA health care, the board
would be required to identify areas where VA program efficiencies
and savings can be achieved, as well as consider recommendations
from OMB.
While our new approach takes a different course than the legislation I introduced last year, and which Representative Evans has
reintroduced this year, the goal remains unchanged, full funding
for veterans health care.
This committee, veterans service organizations, and now a Presidential task force, have all concluded that the VA health care funding system, not VA health care itself, is broken. We can disagree
on the details over how to fix it, but we must fix it, this Congress,
this year.
[The prepared statement of Chairman Smith appears on p. 124.]
The CHAIRMAN. I yield to my good friend and colleague Mr.
Evans for any opening comments he may have.
OPENING STATEMENT OF HON. LANE EVANS, RANKING
DEMOCRATIC MEMBER, COMMITTEE ON VETERANS’ AFFAIRS

Mr. EVANS. Thank you, Mr. Chairman, for agreeing to hold this
second hearing on the report of the President’s Task Force to Improve Health Care Delivery for Our Nation’s Veterans.
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Reiterating my statement for the June 3 hearing, I appreciate
the task force’s hard work and generally accept its findings in regard to the considerable mismatch between demands on the VA
health care system and its funding and the call for increased VA/
DOD sharing. I remain concerned, however, that while the task
force as a whole felt, and rightfully so, that it could offer recommendations on funding for Priority Groups 1 through 7, it also
felt it necessary to abdicate responsibility for Priority Group 8.
Our witness on June 3 testified that Priority 8s were ‘‘too far beyond the charge and expertise’’ of the task force. Why? And apparently I am not the only one asking that question. As one organization pointed out, the conclusions of this report are like a long putt
for par that is left hanging on the lip of the cup. I was pleased to
see that the dissenting opinions of one-third of the task force address guaranteed access to VA care for this equally deserving group
of veterans.
It certainly is no secret to those in this room, and throughout the
veterans community, that the VA has been plagued by chronically
deficient health care budgets resulting in hundreds of thousands of
veterans being forced to wait for care and one group being denied
access to VA care totally. So it came as a surprise that our sole witness on June 3, the chairperson of the PTF, would claim that the
current funding process has yielded an adequate budget. That position is out of sync with the language of the PTF report.
VA’s budget has not kept pace with either medical costs or the
needs of a dramatically increasing patient population that has
risen from 2.9 million veterans in 1996 to nearly 5 million veterans
expected to use VA health care services this year. As of January
2003, more than 236,000 enrolled veterans were still on waiting
lists of more than 6 months for a first appointment or an initial
follow-up for health care. An unknown is how many veterans were,
and are, being told that they must wait to even schedule an
appointment.
I want to point out that the President’s task force claims that
mandatory funding, quote, would most likely eliminate one of the
major impediments to providing access: unpredictable or subjectively developed budget requests, end of quote.
I look forward to the statements of our witnesses, particularly in
regard to the need for mandatory funding of veterans health care
and guaranteeing access for all veterans who have honorably
served this country.
Mr. Chairman, I am happy you are holding this hearing today,
and look forward to your leadership on this issue.
The CHAIRMAN. Thank you very much, Mr. Evans.
[The prepared statement of Congressman Evans appears on p.
125.]
The CHAIRMAN. I appreciate your cooperation, and my hope is
that this committee will produce a bill that will reform, change and
provide the full funding that we are after. I look forward to working with you as we go forward.
We do have 13 witnesses to testify today, but I ask, as this is
such an important hearing, that if any Members would like to give
a very brief opening statement, please let me know at this point.
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If not, I would like to introduce our first two panelists today.
Panel number one, beginning with the Honorable Leo S. Mackay,
Jr., the Deputy Secretary of Veterans Affairs, and the Honorable
David S.C. Chu, the Under Secretary of Defense for Personnel and
Readiness.
As the VA’s second in command, Dr. Mackay chairs the Department’s governance process through the Strategic Management
Council, and drives its management through leadership of the
Business Oversight Board and the Capital Investment Board. He
is Co-Chair of the VA/DOD Joint Executive Council that is forging
new ground in VA’s cooperation and resource-sharing efforts with
the DOD.
A 1983 graduate of the U.S. Naval Academy, Dr. Mackay completed pilot training in 1985 and graduated at the top of his class.
His military decorations include the Defense Meritorious Service
Medal, the Navy Achievement Medal, and the Armed Forces Expeditionary Medal.
Following a brief stint as a teacher at the Naval Academy, Dr.
Mackay served in the Office of the Secretary of Defense from 1993
through 1995 as military assistant to the Assistant Secretary of
Defense for International Security Policy. Leaving active duty military service in 1995, Dr. Mackay worked for Lockheed Martin and
later Bell Helicopter until his nomination by President Bush in
2001.
Dr. Chu is the senior policy advisor to the Secretary of Defense
on recruitment: career development, pay and benefits for 1.4 million active duty military personnel, 1.3 million Guard and Reserve
personnel, and 680,000 DOD civilians, and is responsible for overseeing the state of the military readiness. Dr. Chu also oversees
the $15 billion Defense Health Program; Defense Exchanges Program, with $14.5 billion in annual sales; the Defense Education Activity, which supports over 100,000 students; and the Defense
Equal Opportunity Management Institute, the Nation’s largest
equal opportunity training program.
Dr. Chu served from May 1981 to January 1993 as the Director
and then Assistant Secretary of Defense for Program Analysis and
Evaluation. In those positions, he advised the Secretary on the the
future size and structure of the Armed Forces, their equipment,
and their preparation for crisis or conflict.
In 1968, Dr. Chu was commissioned in the Army and became an
instructor at the U.S. Army Logistics Management Center, in Fort
Lee, Virginia. He later served a tour of duty in the Republic of
Vietnam, working in the Office of the Comptroller, Headquarters,
First Logistical Command. He obtained the rank of captain and
completed his service with the Army in 1970.
Dr. Chu also worked at RAND, holding several senior positions
prior to rejoining the Department of Defense. He holds the Department of Defense Medal for Distinguished Public Service with silver
palm.
Gentlemen, welcome. And, Dr. Mackay, if you wouldn’t mind
beginning.
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STATEMENTS OF LEO S. MACKAY, JR., Ph.D., DEPUTY SECRETARY, DEPARTMENT OF VETERANS AFFAIRS; AND DAVID
S.C. CHU, Ph.D., UNDER SECRETARY OF DEFENSE FOR PERSONNEL AND READINESS, DEPARTMENT OF DEFENSE
STATEMENT OF LEO S. MACKAY, JR., Ph.D.

Dr. MACKAY. Thank you, Mr. Chairman, Mr. Ranking Member,
and members of the committee. I am very pleased to join you today
to discuss the recommendations in the final report of the President’s Task Force to Improve Health Care Delivery for Our Nation’s Veterans. I realize that my statement was delayed in reaching the committee, and I would like to offer my apology for that
and ask that my entire written statement be entered into the
record.
The CHAIRMAN. Without objection, so ordered.
Dr. MACKAY. Thank you, Mr. Chairman.
I speak for the entire VA and America’s grateful veterans when
I express appreciation for what the task force has accomplished at
the request of the President. The President has included VA/DOD
collaboration as one of the top management agenda items for his
administration, and we are committed to fulfilling the President’s
mandate.
I commend the task force co-chairs, Dr. Gail Wilensky and your
former colleague John Paul Hammerschmidt, and the other commissioners for their leadership, analysis, and dedication to resolving the issues before us. They were inspired, I am sure, by the legacy of the late Congressman Gerald B. Solomon, an original cochair, a true patriot, and a great friend of America’s veterans.
Much of what I say today, Mr. Chairman, will be a report on the
progress we have made since last summer when the task force
published its interim report, and we have indeed made progress.
Critical to that progress is the VA/DOD Joint Executive Council,
which I co-chair with my colleague and good friend Dr. Chu.
Through the the JEC, senior leadership of both Departments work
together to institutionalize VA and DOD sharing. After more than
a year of discussion and planning, we recently approved the Joint
Strategic Plan. Three principles guide the plan: collaboration, stewardship, and leadership. And based on these principles, the Joint
Strategic Plan contains six goals and associated time lines and
metrics which are linked to the PTF final recommendations. The
goals are leadership commitment and accountability, high-quality
health care, seamless coordination of benefits, integrated information-sharing, efficiency of operations, and joint contingency/readiness capabilities.
Within VA we have also included VA/DOD sharing in our monthly performance tracking system, setting a goal which we should
reach this year for $100 million in joint sharing. That is up from
$83 million last year.
A number of areas that the PTF emphasized we are already addressing. For instance, in the area of electronic medical records, we
have the goal of an interoperable, bidirectional, standards-based
medical records exchange by the end of 2005. The two Departments
are working together under the Federal Health Information Exchange and the Healthe People Program to give VA’s clinical staff
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access to information collected in DOD’s Composite Health Care
System.
Benefits delivery at discharge. The Benefits Executive Council is
working to implement a single separation physical and transfer of
records. Currently there are 25,000 claims per year that are filed
through the Benefits Delivery at Discharge program, operating at
approximately 30 sites nationwide. We also have a pilot program
where we are working with the staff of the Pentagon’s DiLorenzo
TRICARE Health Clinic, DTHC, to develop a separation examination protocol that will be accepted nationwide by all service departments. DTHC was chosen as the site for this project because of its
unique position as the only site where servicemembers from all
branches are discharged.
Our area of greatest success is in the area of joint contracting.
In pharmaceuticals we have projected savings this year of some
$450 million on over $5.4 billion of joint spending. This is up from
$369 million of realized cost avoidances in fiscal year 2003. We
have a very successful CMOP pilot that is being conducted at the
Leavenworth CMOP, the naval hospital in San Diego, the Darnell
Army Community Hospital at Fort Hood, and the Kirtland Air
Force Base in New Mexico. That pilot should conclude here next
month, and we will be evaluating the results and hoping to move
forward with the Department of Defense on that.
In the area of medical and surgical commodities, where we are
moving after pharmaceuticals, we have already consolidated procurement with initial savings of $750,000 annually as we convert
DAPAs to the FSS schedule.
In capital asset management, the JEC is developing an integrated approach to identifying best opportunities, and there is active DOD representation on our CARES team.
With respect to VA//DOD pilots, we will establish and report to
this committee the three pilot sites where budget and financial
management systems, staffing and personnel, and medical information and IT systems will be jointly applied by the end of this fiscal
year.
Mr. Chairman, indeed this is a good start, but we must continue
to press the work outlined in the Joint Strategic Plan to reap the
true benefits of savings.
Lastly, the PTF stated that the government should ensure that
enrolled veterans in Priority Groups 1 through 7 are provided current comprehensive benefits in accordance with VA’s established
access standards, and suggested that full funding should occur
through modifications to the current budget and appropriations
process by using a mandatory funding mechanism or by some other
changes in the process that achieves the desired goal. The PTF
agreed that the fiscal year 2004 President’s budget fully funds enrolled veterans in Priority Groups 1 through 7. Our budget also
fully funds those Priority Group 8 veterans already in the system,
ensuring that no veteran currently in the system will be denied
care. In addition, the funding levels in the President’s budget will
allow VA to eliminate the waiting list of veterans seeking medical
care by January 2004.
With our fiscal year 2004 VA medical care budget request of
$27.5 billion, President Bush has requested the largest medical
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care increase ever, some $2.1 billion or 8 percent, it is more than
30 percent greater than the fiscal year 2001 budget which was in
effect when the President took office. The administration’s record
in this area is unprecedented, and it is good, and we would strongly oppose any form of mandatory funding, including formulas set
in statute and independent bodies directing budget levels.
This concludes my oral statement, Mr. Chairman. I will be happy
to answer any questions along with Dr. Chu that you and other
Members may have.
The CHAIRMAN. Thank you very much, Dr. Mackay.
[The prepared statement of Dr. Mackay appears on p. 126.]
The CHAIRMAN. Dr. Chu.
STATEMENT OF DAVID S.C. CHU, Ph.D.

Mr. CHU. Thank you very much, Mr. Chairman. I am indeed
pleased to be invited here today to discuss with you and——
The CHAIRMAN. Would you hit the microphone button, please?
Mr. CHU. My apologies—discuss our views on the report of the
President’s Task Force to Improve Health Care Delivery for Our
Nation’s Veterans. I have a somewhat longer statement for the
record, which I would hope, Mr. Chairman, I could submit.
The CHAIRMAN. Without objection, your full statement will be
made part of the record.
Mr. CHU. Thank you, sir.
First, I want to express my deepest appreciation for the impressive work of the task force. The co-chairs, Dr. Gail Wilensky and
John Paul Hammerschmidt, exemplify public service in their dedication to improving health care for our military and our veterans.
We commend them for their leadership and their thorough and creative analysis of the issues.
During the 2 years of deliberations, we have worked closely with
the members and staff of the task force to provide critical information on key areas of collaboration that have contributed to the recommendations in the final report. I have met monthly with Dr.
Wilensky to ensure an ongoing dialogue on the findings of the task
force. Consequently, DOD has been well-informed of the direction
of the task force and has already begun to implement many of the
recommendations in the final report, as Dr. Mackay has already indicated. We have likewise tried to keep the task force informed on
major initiatives and policy decisions regarding DOD/VA collaboration that have occurred through our Joint Executive Council.
I am also very pleased to be here this morning with my VA colleague, Dr. Leo Mackay. As Dr. Mackay has indicated, we and the
senior leaders at the Department of Defense and Veterans’ Affairs
are committed to working together to institutionalize collaboration
between our Departments. In April of 2003, DOD and VA signed
a charter that institutionalizes the Joint Executive Council structure Dr. Mackay outlined. Through our Joint Executive Council,
which Dr. Mackay and I co-chair, we have established a forum for
senior leaders from both Departments to provide support and oversight of all of our collaborative duties between DOD and VA.
One of the most important accomplishments, as Dr. Mackay has
noted, of the Joint Executive Council has been the development of
a Joint Strategic Plan. He has eloquently identified its goals and
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objectives. Through this strategic planning process, we have
launched, we believe, a new era of DOD/VA collaborations which
promises unprecedented strides toward a new Federal partnership
that should transcend business as usual and we hope will serve as
a model for interagency cooperation across the Federal
Government.
The plan is consistent with the recommendations of the task
force in that it addresses the same key issues, recognizes both our
common and our unique mission requirements, and ensures accountability for results. We support the recommendations of the
task force to provide a seamless transition from Active Duty to veteran status. Our concern for the well-being of servicemembers extends well beyond their time on Active Duty. We have already
made significant progress, as Dr. Mackay has outlined, in ensuring
pertinent medical data is transferred to the VA on servicemembers
upon their separation from Active Duty. Through our Federal
Health Information Exchange, DOD has transmitted to VA information from 3.8 million records on 1.5 million discharged or retired
servicemembers.
To further strengthen the DOD/VA electronic medical information exchange, we are working with our VA counterparts to ensure
the interoperability of our electronic medical records by the end of
fiscal 2005. It will be a significant step to a seamless transition and
should markedly enhance the continuity and care for our Nation’s
veterans.
Through our Joint Strategic Plan, we are continuing our emphasis on improving access to benefits, streamlining the application
process, eliminating duplicative requirements such as physical
exams, and smoothing other business practices that complicate
servicemembers’ transition from military to civilian status, and improving the continuity of care to our Nation’s veterans.
Despite the fact that the two Departments have different missions, we are working together to remove barriers to collaboration.
Our success in joint contracting for pharmaceuticals, which Dr.
Mackay has noted, is a model. In fiscal year 2002, DOD/VA joint
pharmaceutical procurement purchases totalled over $200 million
and resulted in almost $400 million in cost avoidance.
DOD concurs with the task force recommendation for a single
common clinical screening tool that ensures reliable electronic access to complete pharmaceutical profiles for VA/DOD dual users
across both systems. The Pharmacy Data Transaction Service,
sometimes known as PDTS, already allows DOD to build a patient
medication profile for all beneficiaries regardless of the point of
service, including, and most important, prescriptions filled in the
private sector.
Because of our many successes in the pharmaceutical arena,
DOD has some concern with the task force’s recommendation to develop a national core joint formulary. We believe we are already
achieving many of the goals of such a formulary through our ongoing pharmaceutical contracting initiatives. For example, virtually
all the medications listed on DOD’s basic core formulary are also
on the VA national formulary, which comprises a common subset
of medications that must be available to beneficiaries served by
both Departments.
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The development of a single national joint core may result in either greatly expanding the drugs made available to VA beneficiaries or reducing DOD beneficiary choice to use the civilian
health care sector, including retail pharmacies. Moreover, a decision to establish a joint VA/DOD formulary would not relieve the
DOD from complying with current law mandating many aspects of
formulary management, including how drugs will be selected and
associated co-pays set.
Collaboration just between our two Departments will not address
all the opportunities to solve demand, access and funding issues
associated with delivery of health care. We think it is time to discuss a new paradigm in sharing, one that takes advantage of the
multiplicity of opportunities that leverage DOD, VA, and quality civilian health care institutions to provide the best quality of care for
our beneficiaries. The University of Colorado project in Denver is
one example of how both agencies and the private sector can
benefit.
Mr. Chairman, our goal is to build a world-class partnership between the Department of Defense and the Department of Veterans
Affairs, guided by the principles of cooperation, stewardship, and
leadership. The recommendations of the Presidential Task Force to
Improve Health Care Delivery to Our Nation’s Veterans will greatly assist us in accomplishing this critical goal. Thank you, Mr.
Chairman.
The CHAIRMAN. Dr. Chu, thank you very much for your testimony.
[The prepared statement of Mr. Chu appears on p. 140.]
The CHAIRMAN. Let me just ask a couple of opening questions,
and let me begin with you, Dr. Mackay.
First of all, I think virtually every member of this committee and
staff, have read and then reread this very fine, mutually reinforcing set of recommendations from the Presidential Task Force.
When it comes to seamless transition, and to the administrative
changes that can happen almost overnight, we fully expect and we
will be doing oversight to ensure these recommendations are faithfully followed.
It seems like the point of departure occurs when we hit section
5 and recommendations that emanate from section 5, beginning
with recommendation 5–1. I just wanted you to know I have been
on this committee for some 23 years. Mack Fleming, who was a
member of the Presidential Task Force, and who used to sit where
Pat Ryan was chief counsel and staff director of this committee. He
did an outstanding job for Sonny Montgomery, who was then our
Chairman and actually wrote the Sharing Agreement between VA
and DOD. Mack will recall that we had high hopes that it would
lead to economies of scale and greater efficiencies between DOD
and VA. Much of that has not been realized years to date. But, we
are pleased and I think the committee is very happy that at least
recently there has been a major effort, a hurry-up offense, if you
will, to do more sharing. But the vision that Mack and all of us
had 20-odd years ago is only now bearing some fruit.
But we have had some major changes, as the task force pointed
out. Since the early days of the Reform Act, we have seen almost
an exponential rise in unique patients, 70 percent more unique pa-
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tients voting with their feet or their wheelchairs, going to VA
health care because of all of the CBOCs that are out there and access points, if you will. It is a success story. And I am somewhat
chagrined and disappointed in the lack of embrace of these recommendations beginning with section 5–1.
VA gets it right in terms of what the demand model is. And perhaps, Dr. Mackay, you can tell us, what is the purpose of the veterans health care expenditure demand model? Does OMB approve of
this model? And if OMB has approved this model, can you explain
why the funding number that is generated by the model is not included in the budget submission? The bill I have introduced H.R.
2475 seeks to bypass OMB. They do a great job in a lot of areas
and have mission impossible, but when it comes to VA, we have a
demand model that says this is what is needed, but somehow it
falls short.
Dr. MACKAY. Mr. Chairman, you are correct. We budget with
what we call internally a full demand model. It is important to understand as we go through fiscal year 2004 the way the calculations and other things that are part and parcel of that budget.
First of all, as you mentioned, there has been a great expansion
in demand for our services. We have identified the traditional core
of VA’s veterans that we serve, the Priority 1 through 6, in accordance with the statutorily derived priority and categorization schedule for highest priority, sir. And as we all know, when Priority 7s
and 8s were allowed into the system, it was with the understanding that there would be other sources of funding for them, that
they would not be taken care of solely by appropriated dollars.
There was to be Medicare subvention, third-party charges for insurers, first-party charges, perhaps HMOs and PPOs. All of those
funding mechanisms have not arrived, and so there is the provision
in the statute, as you well know, that the Secretary has to make
a decision every year. Resources are provided, and then eligibility
is decided. We had 4 years of open enrollment. The decision was
made looking at the resources available and the demand to balance
that, adjustments in copays and enrollment fees, but also the suspension of enrollment for new Priority 8s coming to us.
So when we say, as I said very carefully in my statement, the
fiscal year 2004 budget has full funding for our core veterans, it
also continues to allow Priority 7 veterans to enroll and meets their
needs with associated fees and copays. This has always been the
understanding. And then all Priority 8s that are currently enrolled
are preserved in the system in the fiscal year 2004 budget.
The CHAIRMAN. With all due respect, Dr. Mackay, first, Lane and
I and members of this committee, changed the system we created
the new priority 8s, because so many truly poor veterans were
being listed outside the bounds of VA health care. They were not
construed to be indigent when they were, so we applied the HUD
index to get a more accurate barometer of who is poor and who is
not. But with all due respect, when we talk about meeting the
needs, the demand model suggests that we are not. The mismatch
that is spoken about in the Presidential Task Force report, calls it
significant core underfunding.
Now, I don’t think we should play a blame game, and if this is
politicized, I think that is to the detriment of veterans. I think we
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have to deal with absolute transparency and realize that we have
more veterans that are using the system. We need to come up with
the money. Otherwise, we will see an erosion of quality of care certainly increased waiting times, as the PTF pointed out, over
230,000 veterans waiting 6 months or longer to get their appointment. That is unconscionable, and that could be changed. Money
does make the difference.
I would hope that the administration would rethink its opposition to both my bill or to the alternative. We will move on this.
Maybe we will be stopped or checkmated somewhere along the line,
but it seems to me that is an idea whose time has come. We cannot
continue business as usual. Even on the Category 8s, I thought
that PTF made an excellent point when they said the status of Category 8 veterans is unacceptable. This limbo, this not knowing
where you stand in the queue, or whether or not you are even in
line for VA health care needs to be cleaned up, we need to work
on that. There was dissension among the PTF members as to what
is the best course, but on Categories 1 through 7 there is not. Rarely do we get unanimity when you have such a qualified and disparate group of people as the PTF board members and their professional staff.
I think the PTF report is a magnificent document that ought to
be seen as a blueprint, and I would hope that there will be some
rethinking when it comes to the opposition to these initiatives. And
I do hope that there is some openness on the part of the administration to my bill, H.R. 2475, just introduced yesterday. I ask you
to take a second look at it. It has been my experience that when
the President sends up a number, it is highly unlikely, I won’t say
impossible, but highly unlikely that the appropriators will breach
it and go less than that. So if we get the right number, if this board
comes up with the right number after crunching all the numbers,
my sense is that it would become the number for that fiscal year.
The recommendation is not formula-driven. I do have some concerns about the formula. I introduced it. Pat and I, and Lane and
all of us, we worked the legislation. Last year the number was at
120 percent over 2002 numbers. This year Lane’s bill is 130 percent over 2003 numbers.
What is the right number? What if we miss it? I think there is
a case to be made that there is some inflexibility when we go that
route. But the bottom line is that the status quo is unacceptable.
I would hope the administration will work with us. The 30 percent
increase you have talked about, we welcome that, but it is a floor.
We need to build upon it because it is just not enough for that core
group.
Again, not to reiterate too often, but significant core underfunding was the consensus, the unanimous view, of the PTF. We need
to fix it.
Mr. Evans.
Mr. EVANS. Doctor Mackay, following along the same lines as the
Chairman, you state your strong support for the PTF report, yet reject its two key findings for funding the VA. TRICARE for Life is
funded using an approach that has elements of both my bill and
Chairman Smith’s. It seems to be working for the military retirees,
and I wonder why the VA feels that it won’t work for them.
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Dr. MACKAY. Mr. Ranking Member, there are significant differences, as you are well aware, between TRICARE for Life, which
is an insurance program where the bulk of care is purchased, and
the VA system, which is a living, breathing, dynamic health care
system that undergoes changes in employment, changes in technology, changes in standard of care.
Because we are a provider of health care, there are some virtues
to the current system. The system provides for the elective Representatives of the people and the President, who was elected, of
course, by all the voters in the country, to enter into a process by
which they determine—because they are responsible and accountable to the voters—how much money will be accorded for veterans
health care in competition with the many other things that the
budget of the United States has to fund. And I would point out that
the track record in the last 3 years has been good. The flexibility
that that system affords has allowed for strong leadership from the
President, strong leadership from this council—to put resources
where they are needed for veterans, that 30-plus percent increase
in funding, that kind of flexibility.
We just last week had a hearing here where there was good,
strong oversight exercised by this committee, that kind of give and
take. It seems to me that if there is some sort of formula or some
sort of board of experts that dictates what funding shall be, that
we will significantly compromise the flexibility and the potential to
drive efficiencies that we have under the current system.
I think there are virtues in this system. I think there is not a
Cabinet member in the Cabinet that would say that they wouldn’t
like to have more money. But we deal in a real world, and the statutory construction is that resources are accorded, and the Department provides the best care that it knows how. And I think there
is good agreement that the VA health care is quality care. We provide that to veterans in accordance with the statutes that determine eligibility and the prioritization for care.
Mr. EVANS. I yield back the balance of my time.
The CHAIRMAN. Thank you. Chairman Buyer.
OPENING STATEMENT OF HON. STEVE BUYER, CHAIRMAN,
SUBCOMMITTE ON OVERSIGHT AND INVESTIGATIONS

Mr. BUYER. I have a statement and then a couple questions.
I noted the Veterans’ Administration, the Department of Defense
Health Resources Sharing and Emergency Operations Act was in
1982. And let me commend both of you, because you have done
more in 18 months than I think what we have done since 1982, and
for that I applaud both of you.
The other point I would like to make, I have read the charter,
and I invite my colleagues to read the charter, the actual executive
order to put this Presidential task force together. And when you
read the charter, it was actually to focus both of you on DOD and
VA sharing and what initiatives to pursue and how we can work
that out. And I had numerous conversations with Jerry Solomon at
the time, because I chaired personnel, Dr. Chu, on the Armed Services Committee, so I had the benefit of knowledge in both systems.
And the recommendations of the report got so far away from the
originating charter that somebody in the process hijacked it. So
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now we get this debate on mandatory or full funding, and they are
so far away from the originating charter.
So we will find out a little bit more about that in the next panel,
perhaps, if somebody is willing to step forward. Or maybe it was
the VSOs. I mean, that is who I would point the finger at it would
be the VSOs who hijacked the process.
The other is, I don’t mind—I won’t go fully down this road, but
this is about our committee, about the committee and the VSOs unwilling to accept the responsibility for the mistake that we made
in getting it so wrong in 1996. And, you know, I have told all my
colleagues about how much even the committee had mocked CBO
for saying that if you change the eligibility reform, there will be a
run on the system. The Presidential task force even talks about it.
It is amazing. The committee even says that, you know what? It
would be budget-neutral. We all know that is very, very false.
So today, I guess, what some Members are going to do here, Dr.
Mackay, to you, is they are going to have fun. They are going to
have fun picking on you and making demands about why aren’t
you supporting full funding, when, in fact, this committee is the
one that got it so wrong and are unwilling to accept the responsibility for the mistake for having gotten it so wrong. And I want
to protect the system that is there for my comrades who are disabled, who are either wounded in battle or injured during peacetime or are indigent. And I am upset that they are my comrades
out there that are willing to push them out of line because all they
want to do is gain access to the meds. So I just want to go on the
record and let you know how I feel.
The other question about DOD/VA sharing is that we have a couple facilities out there and have individuals that have some desires.
One is in Denver, and the other is in Charleston, SC. So, how do
we do this? If in Charleston, for example, we have a VA hospital
down there that is sort of landlocked, they want to expand. You
have got a medical university that wants to expand. You have the
naval base that base was closed, but you still—have the naval hospital. I understand you don’t want to have a future footprint, but
you have a print.
So how do we come to sharing here? Because when you add the
medical university in, and they have a Medicaid-Medicare that
might be a dependency between maybe 53 or 71 percent, depending, the Federal Government has a tremendous outlay. So whether
it is in Denver or Charleston, my question is shouldn’t we be thinking smartly and making sure that they work cooperatively, and as
we build these campuses which could cost in excess of $1 billion?
So if you could share both of what is happening both in Denver and
Charleston.
Mr. CHU. If I may start, sir. I appreciate your raising both of
these examples, especially Denver, because Denver is an issue that
we are working—as my written statement indicates, we are working on the situation there assiduously.
We are very excited in the Denver area with just the possibility
outlined as, say, a trilateral cooperative relationship among VA,
DOD, and the university. You know the situation in Denver. The
university needs a new hospital, ironically, on the Fitzsimmons
campus, interestingly enough. The university has been kind enough
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to make space available so that both DOD and VA could operate
out of that facility. We indeed are eager to proceed along those
lines. We think it will help us with the whole Denver corridor
south toward Colorado Springs, where we, of course, have the Air
Force Academy Hospital, and south of that the Fort Carson facility.
And we are seeing this all as a single collaborative arrangement,
which also involves our TRICARE contractor, who likewise sees it
the same way.
So I am very pleased with the progress made in the Denver
arena. I think we are going to get to a happy conclusion from the
perspective you have outlined.
I think as you imply, sir, with your question, each one of these
situations has a little different factual reality in terms of the geography, in terms of what the local medical market looks like. We are
increasingly at DOD taking a regional market approach to these.
I think Charleston will be the next kind of situation that we ought
to address along the lines that you have outlined, but we are not
as far along in that particular area.
Dr. MACKAY. I would just say with respect, I think Dr. Chu did
a good job of covering the situation in Denver. Our involvement
with the Medical University of South Carolina has already begun.
They have a major expansion under way, a renovation of their entire campus. We looked very hard at being part of their phase 1
renovations that would impinge upon our campus. We did—we are
going to take a pass on phase 1. We are open to future phases of
construction. There is a cross street, Dowdy Street, on the campus
that is VA property, and that will be, through an enhanced use
lease, made available so they can get on with their first phase of
their new construction. We will, of course, continue to collaborate
with respect to faculty interchange and the other relationships that
we have with an affiliate. And we are going to very closely examine
our needs going forward in the CARES process, and we are open
to successive phases. There will be at least three in South Carolina.
It is another good example where, with the overlay of the defense
facilities that are in the Charleston area, the Medical University of
South Carolina, which is the major and, I believe, sole medical college of any real size in South Carolina, and VA, we can forge these
kind of partnerships. DOD/VA cooperation is key to that. But this
third partner, our affiliates, private sector health care, they also
have a role to play.
Mr. BUYER. Thank you.
The CHAIRMAN. Dr. Snyder.
Dr. SNYDER. Thank you, Mr. Chairman. Thank you for calling
the hearing, Although I did do some mathematics, and I multiplied
the number of Members here by the number of panelists who will
make 5-minute statements, and I hope we have got breakfast coming in tomorrow morning.
The CHAIRMAN. Dinner.
Dr. SNYDER. I thank the gentlemen for both being here. I am just
curious, and I don’t mean to embarrass you or anything—well,
maybe I do, I don’t know, depending on what the answer is. But
I think the topic of the DOD/VA sharing is a very important one,
and as Mr. Buyer pointed out, it has had a lot of hesitancies the
last couple of decades. But I am curious how many times—you all
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here are here as the leaders, and this report was all about leadership. How many times have you two together met privately to talk
about DOD/VA sharing? Are we talking three? Are we talking 30?
Dr. MACKAY. No. The Joint Executive Council meets quarterly.
Dr. SNYDER. I mean the two of you.
Dr. MACKAY. And we have had several other meetings. We generally have a meeting in preparation for the quarterly meeting.
There are many phone calls. We tend to be the chief interlocutors
for pretty much all of DOD/VA business. Now, of course, Secretary
Rumsfeld, Secretary Principi do talk. But at the day-to-day level,
for these issues in medical care, Dr. Chu is the chief operating officer, is what I will call him, for those issues inside the Department
of Defense. And I am, of course, the VA’s Chief Operating Officer.
So we have a regular and sustained dialogue.
We have talked about the Denver deal. We have talked about the
other aspects. If you look at this report, we are going to talk a lot
about chapter 5. But there is a good deal of real substance in the
first four recommendations.
Dr. SNYDER. I agree with that, which are very complex and managerial and——
Dr. MACKAY. Yes, sir.
Dr. SNYDER. Thank you.
Mr. CHU. Yes, sir. Let me just reinforce that. We have a variety
of communication mechanisms. Dr. Mackay is quite forward-leaning in sending me e-mails when he sees an opportunity out there.
And we have, I think, an excellent private correspondence that allows us to try to get ahead of some of these issues.
Let me point to one of the success stories, back to Mr. Buyer’s
question. I think we made a lot of progress, for example, in north
Chicago, starting from a situation where there really was no collaboration. Even though you have the Navy and VA separated by
just a couple miles, there was really no exchange between the two,
where now we really plan to operate together going forward, and
the Congress has been very helpful in lifting some of the limitations on renovations that will advantage that process. And I think
that is the outcome of these many private exchanges.
Dr. MACKAY. And I would just hasten to add that that collaboration in north Chicago is not only health care, it is also a business
relationship on the energy side. There was a cogeneration plant
that was produced with enhanced use lease authority that VA has
that will service both Defense needs and VA needs.
Dr. SNYDER. Thank you for your answer. I appreciate your
efforts.
Dr. Mackay, this issue of funding, which I don’t think was the
primary purpose of the report, but it certainly permeated it and
created a lot of attention because of some of the discussions about
it, but I got your written statement earlier this morning, and it
seems to me you say some things about the President’s budget
number that was first sent here that I just don’t think that anyone
has confidence that that number was accurate. I mean, I don’t
know why that that was—why you felt a need to step forward and
put a number out there and saying it does everything you want it
to do, when this committee and the Congress with its votes has
said that number was inadequate. I mean, credibility becomes a
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problem. I mean, you specific—I had a problem with Dr. Wilensky
stating last week that they felt the President’s budget fully funded
Priority Groups 1 through 7, but you go ahead and say it also takes
care of Group 8, and I just don’t see how we get to that.
You say, ensuring no veteran currently in the system will be denied care; but the old thing about justice delayed is justice denied,
it applies to health care, too. I am a family doctor. If somebody is
sitting out there for more than 6 months trying to get in to a doctor, bad things happen in 6 months if somebody is sitting out there
with abdominal pain or chest pain or something.
And, you know, I have not signed on to either of these bills. I
mean, I share your concerns. I am open to it, but I share your concerns about—you know, the President is Commander in Chief. I
want him to come up with a number, I think, but I will certainly
be open to it. But I don’t know why at this point in the game we
have written testimony from you that the President’s budget number is going to do all these things, when it is clearly based on legislation to be passed that this Congress isn’t going to pass.
But, anyway, I don’t know if you want to comment on that or
not, but I think you all are put in a bad position to carry water,
but I don’t think that water needed to be carried today in view of
what the Congress has already done through its budget resolution.
Dr. MACKAY. Well, Mr. Snyder, I have a great deal of very real
respect and esteem for you, for your expertise as a medical doctor
and for your very reasoned approach to these problems, so let me
just comment a little bit.
What I said in the testimony is that—and this is true: Priority
Groups 1 through 7, enrollment continues for all those priority
groups. And for Priority Group 8, even though enrollment rights for
new enrollees have been suspended, no Priority 8 veteran that is
currently in the system is going to be disenrolled from the system.
Also, with respect to the very real needs that may happen while
people are waiting, emergent care supersedes all waiting lists. As
a matter of good clinical care we get veterans in to see a doctor if
there is an issue of emergent care.
We have a policy that we will not schedule appointments more
than 6 months out, and we are abiding by that. Even though there
is a waiting list for appointments, I would also tell you that our
average wait for new enrollees is 47 days—that is from our last
monthly performance review—so that the average experience is actually much better than those who have to be scheduled out 6
months. So, there are adequate funds in the President’s budget so
that by January 2004 we expect to have all veterans that are coming to us scheduled. And the Secretary has testified to it. We are
working on it now.
I hope that in the next week or so he has an announcement to
make about the relationship of prescription drugs and veterans
who are currently on our waiting list. He testified that he was
going to take action, and I think we are very close to that. We are
working very assiduously on that. But I will leave that for the Secretary to announce at the proper time.
Dr. SNYDER. Thank you.
The CHAIRMAN. Chairman Simmons.
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OPENING STATEMENT OF HON. ROB SIMMONS, CHAIRMAN,
SUBCOMMITTEE ON HEALTH

Mr. SIMMONS. I thank you, Mr. Chairman, and thank you, gentlemen, for your testimony.
In reading through the testimony on page 6 of Dr. Chu’s testimony, he states: ‘‘DOD and VA have different missions and serve
different populations.’’ On page 8 of Dr. Mackay’s testimony, he
says: VA and DOD beneficiaries share many similarities. ‘‘VA and
DOD care for the same individuals at different points in their
lives.’’
These comments suggest to me that there is a cultural disagreement that is taking place here. The question I have is how can we
share records, how can we have what has been referred to as a
seamless transition from Active Duty to veteran status if, in fact,
we do believe that they are different missions, and if, in fact, our
IT systems don’t talk to each other?
Let me conclude my question by making this comment: I joined
the Army in July of 1965, and for my whole Active Duty period,
when I would go from station to station, I would carry my records
sealed with me. When I went into the Reserves in December of
1968, again, the records would be transferred to units of my assignment. I retired in February of 2003. Do either one of you know
where my medical records are? Because I don’t.
Mr. CHU. You are sure, sir—but we will be glad to check—to be
in the set of records that I have described that we have transmitted to VA electronically.
Let me emphasize that in saying we have different missions, I
don’t want in any way to undercut the commitment we share to the
seamless transition to which you alluded. And it is our objective to
produce by the deadline that the task force set the interoperable
electronic systems that I think you believe, correctly, we should
have.
Back to the mission differences. That is intended to underscore
the fact that we deal with a generally younger population. We also
are geographically off in very different places because of the structure of the United States military bases, as opposed to the VA
which tends to follow national population concentrations. And I
just think we have to be realistic about that.
It underscores the point I was trying to make regarding the task
force recommendation on a single formulary. We have got different
instruction by the Congress on how to proceed there. I don’t think
the Congress really wants us to cut off DOD beneficiaries from current drug benefits. That is not really, I presume, your intent. At
the same time, I don’t think Congress wants to undercut VA’s efforts to manage the formulary. Where we think we can agree is
there is an important intersection in the set of drugs that we require every MTF to have, that is on—there are a couple minor exceptions—but that is on the VA list. And we are going to use that
as our way forward in terms of the task force recommendation.
So, there are differences between the two institutions, but in no
way should they stand in the way of providing a seamless transition of the individual’s records. That is our standard. We are starting to meet that standard electronically. In no way should it stand
in the way of the kind of collaboration that Congressman Buyer
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pointed to. That is our objective in every place where it makes
sense from the perspective of the veteran, of the military member,
and of the taxpayer.
Dr. MACKAY. Congressman, there are, as Dr. Chu pointed out,
some very seminal differences, and they suggest that there are limits to the amount of collaboration and cooperation that are possible.
We are not close to that.
One of the things that is most astounding about this line of work
is that servicemembers and Guardsmen and Reservists have been
becoming veterans for well over 300 years in these United States,
and the process, as I found it at the beginning of this administration was almost as if that is a surprise, even at this late date. We
are working towards some things that are straightforward, an electronic DD–214, the record that testifies that a veteran is honorably
discharged. That is not available to be transferred to us electronically, and it needs to be.
The service records that you talked about, we are in a process
where we are moving those inside DOD to electronic records, and
they will certainly facilitate moving those records from DOD to VA
in an electronic and interchangeable, interoperable format. That is
something that we look forward to.
Other sort of people processes, like why isn’t it the case that as
you transition out of service that you take a single examination
that provides both a discharge physical and a compensation and
pension physical for a discharging servicemember who becomes a
veteran. We are now pioneering that over at the DiLorenzo
TRICARE Health Clinic at the Pentagon.
Those are the kind of common sense things that with the leadership of Congress and with the gentle and not-so-gentle prodding of
leaders on both the Armed Services and the Veterans Affairs Committees, we are beginning to take some of those steps.
We cannot fuse, it is my view, the two systems. There are pediatrics and neonatal, those are the differences in this formulary. We
have 91 percent men, and the average age is already over 60. So
there are some limits, and their readiness mission of course is a
big limiting factor in how closely we can align the two systems.
But in places like north Chicago, where they have a recruit training depot and we have a VA clinic, and Albuquerque and out in
Hawaii, where we both face the challenges of distance, and with
telemedicine, we can collaborate. We can cooperate. We can save
money for the taxpayers, and we are beginning to do that.
And I would help search for your records, but I believe they are
over in DOD.
Mr. SIMMONS. If I could conclude, Mr. Chairman. I have a piece
of paper for the two of you. It has got my name, rank, serial number, and home of record, and I will give it to you and you give me
a call when you find the records.
The CHAIRMAN. Mr. Michaud.
OPENING STATEMENT OF HON. MICHAEL H. MICHAUD

Mr. MICHAUD. Thank you very much, Mr. Chairman. I would like
to thank both you and Ranking Member Evans for having this
hearing. In my short 5 months here, I am really impressed, Mr.
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Chairman, with the way that you have been running the committee
in a bipartisan manner. I really appreciate that.
Reading the testimony, Dr. Mackay, I am disappointed where
you strongly oppose mandatory funding. And I can appreciate the
talk about the increase over previous fiscal year budgets, however,
if a budget is inadequate to start with, just because there is an increase does not mean that it is going to take care of the problem,
and it is a problem that Congress should have to deal with.
I think over a number of years businesses in this country have
helped with the health care for veterans, keeping veterans out of
the VA system, saving the VA money because where they were able
to offer veterans that worked for them the health care coverage.
With the economy the way it is today, and the high unemployment, and in some areas, I know in the State of Maine, with unemployment as high as 32 percent, and many other labor market
areas in double digit numbers as well, these are people who no
longer have health care coverage. A lot of them are veterans.
And that is why I think it is really important that we make sure
that VA is funded appropriately. When members sign up for the
service, they have certain criteria. Party affiliation is not one of
them. There are many members out there who are Republicans,
Democrats, Independents. I think that Congress has an obligation,
I feel strongly that there is a separation of power between the executive branch and the legislative branch. There are certain times
when we as Members of Congress, particularly members of the majority party, you have to support the executive branch. I do not believe that this is one of those times where you should support the
executive branch.
I think we got to do what is right and make sure that veterans
are taken care of with the health care that they thought they
would receive when they enrolled and enlisted in the military.
I guess two questions, Dr. Mackay. The first question is: Who
would you hold at a higher esteem? Someone who has been incarcerated for murder or rape or someone who is a veteran that just
came back from war?
That is not a trick question. I assume it would be the veteran
that you would hold at a higher esteem?
Dr. MACKAY. With the information you supply, that is a safe
assumption.
Mr. MICHAUD. My next question then, Dr. Mackay, is: Why? Why
should people who are incarcerated for whatever reason, whether
it is murder or rape, be guaranteed health care coverage and veterans of this country who put their lives on the line for the freedom
are not guaranteed health care coverage?
Dr. MACKAY. Well, Congressman, it is a matter of statute who
health care coverage is extended to. I would point out that all service-connected injury or illness, that care is provided without charge
to veterans in the VA system if you served this country.
If you don the cloth of our country, as so many of us have, if you
are diminished mentally or physically, then we have an ironclad
obligation, and we meet that obligation to provide those with service-connected injury and illness of that care without charge to the
veteran.
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The issue, and the way the statute resolves it with regard to nonservice-connected care, provides for other means and methodologies
of funding.
With regard to the overall budget, there is some real virtue, I believe, to having both the President’s Office of Management and
Budget, which has purview over all of the many issues that come
before the President for inclusion in the budget, and the Appropriations Committee and the process in Congress, where the representatives of the people decide what the priorities are, and the funding
levels will be, for the many, many competing issues that come before this House and the Senate.
I think that is the ordained process of the founders to resolve
very, very complex issues like this, where you trade off the rights
of those who have been incarcerated. They are incarcerated. They
are paying their debt to society, but they are still human beings,
and there is a humanitarian interest in their well being.
How that stacks up against the interests of veterans is to be resolved in statute by this House, this Senate, and by our political
processes. That system has worked, and that system is flexible.
That system is able to respond, as I had pointed out, in fiscal year
2001, since that time in the last 3 years we have moved to meet
the needs of veterans.
With regard to Priority 7 and 8 veterans, when eligibility was reformed, it was always the case that those Priority 7 and 8 veterans,
because they have no service-connected injury or illness, would
have to help defray the costs of being in the system. That is the
system as it has come down to us in the last 6 or 7 years.
We can argue about it. We do argue about the level of copays and
fees and other things and what exactly their burdens should be.
But that is the system. And when I say that the system fully funds
our core veterans, those Priority 1 through 6s, that is a true
statement.
When I say that it allows for Priority 7 enrollment to continue,
that is also a true statement. When I say that it maintains all Priority 8s that have come to us, and there are now over a million 7
and 8s in our system, that is also a true statement.
But in the balancing under the statute by which the Secretary
has abide, by law according to the priority system and the eligibility decision that he has to make every fall, he has to match
those with demands and make a decision. And he made the decision he made in January.
I mean, that is the system. It has its virtues and overall I would
defend the system, because it has the flexibility and it has the decision making occurring in the right place. Those that are responsible to the people, our political process works.
I am a fan of the founders is how I would respond to that, to
your question or to your statement, sir.
The CHAIRMAN. Chairman Brown.
OPENING STATEMENT OF HENRY E. BROWN, CHAIRMAN,
SUBCOMMITTEE ON BENEFITS

Mr. BROWN of South Carolina. Thank you, Mr. Chairman.
Dr. Mackay, I was listening to the exchange with my good friend,
Chairman Buyer, about the situation in Charleston. I certainly ap-
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preciate Chairman Buyer coming down to actually view the site. So
he now has a good knowledge of what we are talking about.
We have a 33-year-old Navy hospital, and we have a 37-year-old
VA hospital. We have a State University replacing it, because of
the medical school, and all of those facilities have been a model or
two of each other. I am surprised when you say that the VA is taking a pass on the sharing opportunity in Phase 1. Isn’t this a great
opportunity to have a good intergovernmental model?
Dr. MACKAY. Yes, sir. The issue is not an issue of overall commitment to MUSC or our partnership; it is an issue of the phasing and
what exactly MUSC needs to do and the timetable they need to do
it on.
As you know, we are in the middle of our CARES program, our
capital asset realignment program. We are balancing systemwide
what our needs are for new construction with a mind toward the
first two decades of this new century.
So there was a mismatch in terms of phasing. There is a partnership. It is strong and it is ongoing. And in successive phases, and
I understand that there will be at least three in the construction
at MUSC, we will continue to evaluate what is best for our system
and what is best for our partnership, Mr. Brown. You have that
firm commitment.
Mr. BROWN of South Carolina. Okay. I noticed, Dr. Chu, you said
you were very excited about the Denver project. We would like to
get you just as excited about the Charleston project. Can I hear
anything from you on this?
Mr. CHU. Thank you, sir.
Mr. BROWN of South Carolina. Thank you.
The CHAIRMAN. Mr. Beauprez.
OPENING STATEMENT OF HON. BOB BEAUPREZ

Mr. BEAUPREZ. Thank you, Mr. Chairman. Well, let’s stay on the
Denver project for just a minute, since the chairman has brought
it up.
It is no secret to this committee I am committed about that for
very parochial reasons, with full disclosure. But there has been
some very legitimate concerns raised, and frankly I share them. I
have run businesses before, not something in the nature of either
one of you gentlemen, not quite that complex. But I have looked
for efficiency opportunities.
I was in the banking business, branches, added departments. But
the concern that has been raised that I think is a fair one, if I can
characterize it this way, is that you both head agencies that by
their very nature are fairly competitive, staffed with competitive
people, people typically used to winning. And I am not suggesting
that there is necessarily winners and losers, but there has been
some concern raised about who is on first.
And for my purposes in this committee, I am very concerned that
if we go into this sharing relationship in Denver or elsewhere, the
Charleston situation or future opportunities, that we can be very
assured that our veterans not only receive the quality of health
care on day 1, but for years and years and years forever down the
road, and the same for our active duty military, that this can really
be a quality joint effort.
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Tell me, if you can briefly—because I would like to ask another
question—how can we assure that?
Mr. CHU. I think the—first of all, sir, I would take issue with
your presumption that on this question of collaboration, that there
is necessarily competition between the two institutions. What Dr.
Mackay and I have tried to set out as our guiding principle is this
shared interest by the two institutions. This is to our mutual benefit. And most important, as you suggest, sir, it is to the benefit of
the people we serve.
We think in the Denver case, as far as the military population
is concerned, we can do a better job of meeting their needs through
the collaborative arrangement that we are in the process of entering into with the university, taking space on their new campus.
This will help support Buckley and will help rationalize the entire
corridor south all of the way down the interstate below Ft. Carson.
So we have two in-house facilities, Ft. Carson’s hospital, the Air
Force hospital. We will be using basically space at the university,
the new university center for the Denver region, rather than constructing our own stand-alone, ill-sized facility with all of the
diseconomies of scale that I think your question pointed to.
So we are committed, and I think the institutions are committed,
to taking a very thoughtful view, just as you suggest, of what is
best for the people we serve, what is best for the taxpayer in terms
of how we use the taxpayers’ money to achieve good results. We
think the Denver project has that promise.
Our challenge, of course, is to realize it on the ground, to make
it work just as well as the plans suggest it can.
Dr. MACKAY. In the interest of time, if we can take your second
question.
Mr. BEAUPREZ. Let me follow up, because it is my nature to see
all of the glories that could come from this project. But I have to
temper that, having been a manager myself of businesses again of
what are the risks. I will highlight again a concern of one of the
entities, perhaps the university hospital, perhaps either one of your
agencies, certainly not under current management, but in years to
come, that someone seizes power—that is a concern I have—at
someone else’s expense.
And then, secondly, if I might incorporate in the question, we
certainly would like to think that there are efficiencies, financial efficiencies to be gained. I think some of those are obvious. But in
our rush to collaborate, is there also perhaps a possibility that we
might rush for opportunities to spend where otherwise we might
not have? Is there any of that reservation from either of you?
Dr. MACKAY. I think we are very careful, and this has been a
consideration in the Denver negotiations and discussions for us.
Veterans seek and want a veterans health care system. It is very
important to us. And we will insist, just as good neighbors—good
fences make good neighbors—we are going to insist on a deal that
preserves our identity, that gives us the kind of flexibility and governance that allows us to control the health care that veterans
receive.
The efficiencies and collaboration that we are looking for are
through collocation and through sharing of certain back office and
clinical and other overheads that can be shared with the Depart-
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ment of Defense and with the University of Colorado, so that we
lower costs, we are more efficient, we don’t have three separate
complexes of operating rooms or radiology clinics or other things.
But it is going to be very important for us to have an identifiable
presence and to have the kind of governance mechanisms that
allow us to deliver veterans health care.
Mr. BEAUPREZ. Governance will be key. My time goes quickly.
But your two agencies, the size and magnitude that they are, Federal Government, do you have the flexibility to do a joint collaborative process with Denver, with Charleston, with wherever, given
that each one of those is going to be somewhat unique and somewhat different?
Mr. CHU. We think that we do, sir. Indeed we are changing the
governance of our system within the DOD military health system
to reflect the reality that you have suggested. And that is to say,
each of those that we are calling major market areas is a little bit
different. And so in each major market area, and there will be 10
to 15 of these for the bulk of our population across the United
States, we will have—we will appoint someone as the manager for
that market area on a cross-service basis.
We are in the process of setting up that mechanism now in the
Department. We think it will advantage us in areas like Denver,
for example, and other major areas where we have significant concentrations of military personnel and military families.
Dr. MACKAY. I think also very importantly, we have opportunities because of our size, and I use the business term, to make the
market, particularly with health informatics. As DOD, VA and
HHS, if that much of the Federal health care system moves to
healthe people, which is the objective sort of third phase of our
health informatics collaboration and cooperation, then we are a significant market leader.
And if we can—I won’t say impose, but you know lead to standards that allow health informatics to be more easily disseminated,
and so the same sort of exchange that we look forward to where
VA and DOD can exchange medical records interoperably between
our two systems, if that can be extended to the private sector, then
that will certainly facilitate these kind of tripartite arrangements
where in Denver we have the University of Colorado as a third
partner.
So there is some ability for us to set the stage and to move in
certain very critical markets like health informatics.
Mr. BEAUPREZ. Thank you.
The CHAIRMAN. Mr. Renzi.
Mr. RENZI. Thank you, Mr. Chairman. It is good to see you, Doctor. I sense there is a good debate going on on this issue of whether
or not the system was changed significantly. As a new person trying to learn this, and honestly looking for you to teach a little bit
here, was the system changed significantly or not? Is there an ability to go back? Would you want to go back? What are your thoughts
on this debate on the issue whether or not the—what is described
as the original mission?
Dr. MACKAY. Well, I think that the original mission from the
founding of the veterans health care system has been to take care
of disabled vets. That has been the core. And on a space available
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we would take care of indigent vets, of those that had no other alternatives. Until, that is, the Eligibility Reform of 1996, which was
implemented in 1998, and we opened up the system to all 25 and
a half million veterans.
Now, as long as we understand sort of the original understanding
of that major reform, that those veterans who are not wounded or
injured or have illnesses that are by virtue of their service to the
country, that they would have access to our system, as our system
was available to give them care, that there would be certain copays
and fees and other things that would balance resources and demand, then that eligibility reform was a good thing.
What we are arguing about now, or where we have some difference of opinion about, is what is the proper funding mechanism
in order to ensure that that system——
Mr. RENZI. So there is no going back?
Dr. MACKAY. No, I don’t think so.
Mr. RENZI. Okay. I am going switch gears on you. It is good to
see the new DOD-VA love fest with the coordination and all, and
particularly of the university collaboration.
I want to share with you that within the United States of America there is a sovereign nation, the Navajo Nation, the largest Native American tribe in America. It takes up part of Arizona, New
Mexico, Utah, I think even Colorado. Some of my guys are hitchhiking 4 hours to get VA health care.
And I have talked about the idea, we have got to put a VA clinic—it would be historic under your watch, sir, to put a VA clinic
on a sovereign nation. Now, right now you have got Native American IHS, Indian Health Service, hospitals that are operating up
there, and are serving non-natives, non-Indians. Okay, Caucasians
like me.
So there is no impediment to access for other veterans who are
not Indians, not Native Americans. And right now the idea is that
we may not be able to do that, because non-Native Americans
wouldn’t be able to access that. Which is, I don’t know who is coming up with it, but I need you to get behind it and champion this.
Okay?
Particularly in an area where you have got guys and veterans,
and ladies, and particularly female soldiers, because Native American women are fierce warrior fighters. So I need you, please, as
you look at collaboration and DOD sharing and university sharing,
that we look at IHS, Indian Health Services.
Go ahead, sir.
Dr. MACKAY. I have some good news to report. About 4 months
ago we signed an MOU between the Departments of Veterans’ Affairs and Health and Human Services, with my colleague and counterpart, Deputy Secretary Claude Allen over at HHS. And last
week, as a matter of fact last Friday, I was on the Pine Ridge Reservation in South Dakota to officiate at the dedication of a PTS
clinic that was opened up on the reservation about a stone’s throw
from the IHS hospital.
It is an in-residence program. We have six beds. The Native
American Indians that are suffering from PTSD can come there,
they have compensated work therapy in cooperation with the In-
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dian Health Service. That is the first one, is my understanding, on
Native——
Mr. RENZI. That is historic, sir. I commend you for it.
Dr. MACKAY. So that means it can be done elsewhere.
Mr. RENZI. On Navajo Nation.
Dr. MACKAY. We are also, pursuant to that memorandum of understanding, looking at access to CMOP operation, our Consolidated Mail Order Pharmacy, to help solve that same access issue,
if you can get your meds and your prescriptions by mail, it certainly is more convenient than having to go down to the pharmacy.
And also with respect to computerized patient records, again, and
health informatics, we have the ability to share that technology in
our system with Indian Health Service and we are looking to do
that as well. So it certainly can happen in the Navajo Nation, because it has happened for the Sioux.
Mr. RENZI. That is fantastic.
The CHAIRMAN. Mr. Strickland.
Mr. STRICKLAND. Thank you, Mr. Chairman. I have a couple of
questions about the statement you made, sir, which we have already talked about. But you say we would strongly oppose—and I
suppose you are assuming to speak for the administration here—
any form of mandatory funding, including formulas set in statute
and independent bodies directing budget levels.
Am I accurate in assuming that you would oppose the bill that
was introduced recently by Ranking Minority Member Lane Evans
as well as the bill that has been introduced by Chairman Smith regarding funding?
Dr. MACKAY. Mr. Strickland, as I understand them, they have
those provisions, so we would oppose them.
Mr. STRICKLAND. Okay. And I think that puts you in conflict with
every major veterans organization that exists in this country, and
I just think it is important that we understand that there is this
great divide between your position or the position of the administration and the position of the two leaders of this committee as well
as all of the veterans service organizations, and that is a huge
chasm, I would think.
If I can just follow up in regard to this year’s funding. You say
that this year’s budget request is the largest medical care increase
ever. Is that increase based upon the assumption that certain
things will occur, an increase in the cost of medication, the imposition of an enrollment fee for certain veterans, the understanding
that certain veterans will likely drop out of the system and not
come to the system for care as a result of these increased costs?
So is the increase in the budget—does it take into account the savings to the VA from these increased costs as well as those who may
drop out of the system as a result of them?
Dr. MACKAY. Well, the statement about the $2.1 billion, 8.1 percent, those are hard dollars. And the statement was that the appropriation is the largest ever requested in history, and that is true.
There are some of the other provisions that you named. And to
go back to your first statement, you described it as a chasm. I
would not describe it as such. I don’t think there is any disagreement about the desire for a robustly funded, well functioning veterans health care system that serves the very worthy heroes of this
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Nation, our veterans. There is a disagreement or a difference in
opinion about the proper methodology by which we arrive at a
budget.
Mr. STRICKLAND. But it is a basic difference of opinion, and the
difference is whether or not there has got to be yearly battles to
try to secure adequate funding, or whether or not there will be put
in place a system of mandatory funding that will bring predictability, assurance to the VA system.
And, I mean, I think that is different than just a difference of
small levels.
Dr. MACKAY. If I may, though. This is a system of health care
provision. It takes active management. You were here last week
when we were talking about some of the things that we are trying
to do to improve the efficiencies and the management of this system. It takes active involvement of the people who oversee it and
the people that manage it.
And every year in the appointed political process that comes to
us from the founders, people that are elected and are held responsible by voters, not formulas, not groups of experts, not demographers, but people who are elected by real voters, get together,
and we decide, with all of the other competing pressures, what we
going to do for our veterans.
Mr. STRICKLAND. I understand that happens. It can change, and
it can, depending on who is here and who is on this committee, who
is the President and all of that kind of stuff. We want to get away
from that.
Dr. MACKAY. It can also change according to what the needs of
the system are. When we moved from inpatient care to outpatient
care, we had a change in the way we managed the system and the
way we funded it. The need is for funding changes when different
things happen. When we do the CARES program, and the capital
asset realignment, we are going to have a different need for funding than we do now.
Mr. STRICKLAND. All of those things can happen with mandatory
funding. Mandatory funding does not freeze in place a certain
method of health care delivery. All of those efficiencies and changes
that you described are possible with mandatory funding, and so I
think we should have both. I think we should have a system that
is sensitive to the changing needs certainly of the population. But
I believe what most of us want on this committee and in this country and certainly among the veterans is a system of predictable
mandatory funding, and I think that is a fundamental disagreement. But my time is up, and I thank you, sir.
The CHAIRMAN. Mr. Bradley.
OPENING STATEMENT OF HON. JEB BRADLEY

Mr. BRADLEY. Thank you very much, Mr. Chairman.
And thank you both, gentlemen, for being here this morning.
And, Dr. Mackay, I appreciate especially that you would quote Robert Frost. I had to memorize that poem in seventh grade, something there is that doesn’t love a wall, mending wall.
I would like to, instead of focusing on some of the more contentious issues which have already been the subject of a lot of the
questions this morning, focus on some of the other recommenda-
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tions that are in the report of the President’s Task Force, and in
particular two: How to better create a seamless transition for the
veterans as they leave active duty and become veteran status, and
then also how you better integrate information technology between
both of your Departments.
And so if you could just elaborate a little bit on that, and where
you are going and where you have come. Thank you.
Mr. CHU. I would be pleased to begin, sir. We have ongoing this
Federal health information exchange, as I described in my testimony. It has already made significant progress in transmitting
electronically to the Veterans’ Administration the heart of the medical record for a million and a half veterans, about 4 million records
all together.
As we go forward, we would like to be able to have two-way, as
close to real time as possible, transmission of medical information.
That is not there now. That is going to take significant effort, investment. We think we are on a path to achieve that goal.
Likewise, when a member of the Armed Services separates, it
should be the situation that the DD Form 214, which indicates
service and will summarize many of these points, can be sent electronically to VA. I think there is an issue with the task force about
when we get there.
The Department of Defense, as you probably are aware, sir, is in
the process of moving toward what we call an integrated military
human resource system, which will merge the pay and personnel
records and improve the accuracy and responsiveness of both. That
we hope will be fielded between 2005 and 2007.
We would like to make the DD Form 214 and other transmissions like that happen as that occurs, rather than try to write
stand-alone software with all the costs and complications that will
apply.
So whether we can—whether we meet the task force’s deadline
on that particular aspect or not, I want to emphasize the commitment to that outcome. I think we are all agreed on where we need
to be. I think the issue is going to be over means of getting there
and timing of when it can be achieved.
Dr. MACKAY. I thank Dr. Chu. You did a wonderful job of talking
about the information technology. There are several other programs and softer ‘‘people things’’ on the seamless transition front.
I mentioned our benefits delivery at discharge. That program has
several dozen outlets and continues to expand. We also have the
TAP and DTAP program, which is transition assistance. It has
been going on for 12 or 13 years, since 1990. And we are also doing
the best job we can to integrate with regard to things like clinical
practice guidelines or information brochures.
We just let one for Guard members and Reservists to ensure that
people understand their benefits and know that this sort of transition is owed to them, and these sort of briefings and other processes. Again, I will mention over at the DiLorenzo TRICARE
Health Care Clinic at the Pentagon, where we are pioneering something that will be signally important, along with that electronic
DD–214, and that is a single discharge physical/comp and pen
physical that will satisfy both of our requirements.
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We have made the decision at the Department to standardize on
the core of the DEERS enrollment system that DOD has, to come
as close as possible to a common system. So instead sort of enrolling in DOD for benefits and then reenrolling in VA we can meet
to the extent possible all of our data needs, both in the Defense Department and in VA, with a single enrollment system, a single enrollment form with data shared between the two Departments.
So in health informatics, but also in the processes and other
things, with regard to seamless transition, we have in prospect for
the first time, of going back to colonial times. I think the Federal
Government will be in readiness to really do a seamless transition,
both in terms of data and in terms of the experience that a veteran
has in moving from servicemember status to veteran status with
their comp and pen figured out, that they are fully briefed about
what their transition assistance and other veterans programs are
and with the data coming along simultaneously.
Mr. BRADLEY. Great. Thank you very much.
The CHAIRMAN. Mr. Boozman.
Mr. BOOZMAN. I would like to follow up on the seamless transition. I guess, you know the report that came out, certainly you can
tell that all of us are very interested in this cooperation happening.
But the reality is that unless you have the infrastructure, whatever, behind it so that the records can go back and forth and that
that process is done, it doesn’t matter if you want to cooperate or
not. You can’t, because you don’t have the background to do it.
So here you mention that you would like to have electronic medical records that are interoperable, bidirectional, whatever, by the
end of 2005. I guess really what I would like to see at some point
is kind of really where we are at on this core infrastructure, so that
right now, you know, if you said, hey, we are going to do this totally, we are in total agreement of everything, where are we at on
that?
Again, I would like to see, maybe, Mr. Chairman, periodically or,
Mr. Ranking Member, periodically kind of an update on what is
going on with that. You know, maybe every 6 months somebody
can come in and say we have made some headway in doing that,
because, again, I think that, you know, unless there is some accountability behind that it is not just going to happen. It will happen, but I think it will happen faster if we do hold you accountable.
Dr. MACKAY. I would agree, and we would be happy to supply
any sort of update that the committee would like.
Those words are chosen very carefully about bidirectional, interoperable. We are not attempting, and this is a great thing that encapsulates some of the limits of how far we can go to being joint,
but how much we can do in collaboration. We are not trying to
have the same sort of system for computerized patient records for
both DOD and VA. DOD has embarked on a very ambitious upgrade of its CHCS program to go to CHCS 2. They have a readiness
mission. They have some very stressing missions with regard to
generating data in the field, making sure it follows the
servicemember until they are repatriated back to CONUS. That is
something that we don’t do.
We have what we like to think is one of the best—the best computerized patient record system in the world. It was made by our
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own clinicians. It was not a billing system masquerading as a patient record system, it is a clinical-driven computerized patient
record system that we are very proud of.
What we are doing is we are moving to a data repository, as is
DOD. Ours is a health data repository. Theirs, I believe, is called
a clinical data repository. And what we are doing, is making those
two data repositories interoperable. Each Department will be able
to pull data from the respective data repositories. So we have two
separate systems that meet the needs of both the Department of
Defense and the Department of Veterans Affairs that accomodate
the different needs, different patient populations, and different
practices of medicine, while maintaining high standards in both.
But the system must allow us to talk back and forth to one
another with regard to electronic medical records, which is very
critical.
Mr. BOOZMAN. Thank you.
The CHAIRMAN. Ms. Brown-Waite.
OPENING STATEMENT OF HON. GINNY BROWN-WAITE

Ms. BROWN-WAITE of Florida. Thank you very much, Mr. Chairman. Dr. Mackay, I know how much has been done by the administration and by last year’s Congress and certainly this Congress to
increase funding for veterans care.
When I read through your testimony, let me just pull one line
out that says: The administration’s record in this area is unprecedented. And on that we totally agree, and we would strongly oppose any form of mandatory funding, including formulas set in
statute and independent bodies directing budget levels.
If the VA has a 30-day self-imposed goal, does the VA support
legislation that actually puts that language on the books that says
either supply it and appoint within 30 days or the veteran is entitled to health care elsewhere?
Dr. MACKAY. I think that there is one very dangerous unintended
consequence that could result from a step such as that, and that
would be what is called mainstreaming, which is that, as we know,
if there is an inability to meet access standards more and more
care is purchased. Over time there is a potential that the system
could become much more of a purchaser of health care than a provider of health care.
And that is important because the veterans health care system
operates synergistically to deliver things like blind rehabilitation,
brain trauma rehabilitation, spinal cord injury and other specialized care. We have to have an interoperable system, a total system
in order to deliver the specialized care in prosthetics and other
areas of care that veterans need and deserve.
Ms. BROWN-WAITE of Florida. But if you are meeting the goal,
and it is your goal, your Department’s goal, what is wrong with
putting it in statute?
Dr. MACKAY. What exactly are you saying that we should put in
statute?
Ms. BROWN-WAITE of Florida. The Department has a goal of veterans being able to be seen by a physician in a clinic within 30
days. Is that correct?
Dr. MACKAY. That is our goal.
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Ms. BROWN-WAITE of Florida. That is your self-imposed goal,
which obviously is not being met in some geographic areas of the
United States. Do we agree on that?
Dr. MACKAY. That is true.
Ms. BROWN-WAITE of Florida. What is wrong with putting it into
statute, to kind of hold your feet to the fire to that 30 day
requirement?
Dr. MACKAY. Well——
Mr. BROWN. And then I have two other questions.
Dr. MACKAY. I would really have to see language, because the
interplay of any sort of access standard or guarantee and other
things would have to be examined. I am sorry, but I would have
to see it.
Mr. BROWN. Well, I will be happy to send you over a copy of the
bill. Two other questions. Recently I was informed by a veterans
service officer that a clinic was being shut down in my area. I
didn’t believe it. It is not being shut down, it is being transferred
from a contract, I understand, to total VA personnel.
Is that correct? It happens to be the Leesburg Clinic.
Dr. MACKAY. I am familiar with that. My understanding is it is
under consideration. Under no circumstances is the CBOC going to
be closed. But there is an internal examination being done, about
whether the services will continue to be under contract or whether
we should bring it in-house. That is being looked at.
Mr. BROWN. If I may make a suggestion, it sure would be nice
to hear from you all first instead of our veterans service officers,
who don’t have accurate information, who are concerned about the
delivery of health care to veterans. It really would be much better
if you had a whole lot better communication with the Congressional
offices, ours, our office, I am sure the members of the committee.
They are the ones who hear the cries from the veterans of what
is happening to my clinic?
If we had the information, we can help to better educate both the
veterans service officers and the veterans. When the word starts
spreading in a community that the clinic is going to close, that can
cause absolute chaos, despair and unnecessary concern for
veterans.
So I would again plead, please have better communications with
every single Member, not just of this committee but also every single Member of Congress.
Dr. MACKAY. Congresswoman, I agree with you. While we cannot
combat every rumor, we certainly have an obligation to get you the
best information and the true story first, and I apologize if that has
not been the case over the recent weeks.
The CHAIRMAN. Thank you very much. Before going to a second
panel, in hearing your testimony, Dr. Mackay, it prompted a question or two.
Earlier in the year, I had asked Secretary Principi for the demand model for the information, and as a matter of fact we got
back a note, a comparison of demand projection and resource availability, which suggested that in 2003 there is a $1.9 billion shortfall and a $4 billion shortfall in 2004.
The Presidential Task Force calls it significant core underfunding and in fact, in response to Mr. Buyer, who suggested that the
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panel was hijacked, I would respectfully submit, having read this
report very carefully and having talked to some of the commissioners in response to our hearing we had the other day, if anything, they found with regard to the mismatch, as they called it.
They couldn’t work with the DOD/VA sharing, and they couldn’t
talk about veterans health care without addressing the core threshold problem, that there is a mismatch.
You said in your testimony that the PTF agreed that in fiscal
year 2004, the President’s budget fully funds enrolled veterans in
Priorities 1 through 7. Our budget also fully funds those Priority
8 veterans already in the system, ensuring that no veteran currently in the system will be denied care.
I read that report. I don’t know where that is found, perhaps it
is here somewhere, and stealthily written, but I don’t see it. Perhaps you can shed some light on that, especially in light of the
other data that we have gotten from VA itself, this briefing note,
which was in response to a question I had raised.
It shows a significant shortfall in funding. I would submit respectfully that OMB is a major problem here. The VA gets it right
as to what is needed. I believe a panel of experts would also get
it right.
But once it goes through that filter, what comes out has been
shredded, and unfortunately it leads to fewer dollars available to
provide this vital health care network with the money it needs.
And we starve it. Long-term health care bed shortages, as we discussed last week in our hearing, and a whole host of other anticipated problems and consequences then indeed do occur.
But where is that found, that 1 through 7s and 8s are funded in
the President’s budget? I haven’t been able to find it. Bottom line
question to you, Dr. Mackay: Is there a funding mismatch? The
core of this entire report, when you strip it of everything, is that
there is a fundamental mismatch between veterans health care and
funding.
Is it your testimony that there is a mismatch or not?
Dr. MACKAY. It is our position that looking at the core, the historic core of those that are highest priority for us, the Priority 1
through 6——
The CHAIRMAN. It says 1 through 7 in your testimony.
Dr. MACKAY. I am going to extend to cover that, Mr. Chairman.
Those are fully funded. With regard to the nonservice-connected for
Priority 7, in the President’s budget in fiscal year 2004, provision
is made for Priority 7s to continue to enroll for all Priority 7s that
we have. The million or so Priority 7s and 8s that are already enrolled in our system, will stay enrolled in our system.
That is the genesis of my statement that Priority 1 to 7 is funded
in the President’s budget. I go on further to make an observation
about the desirability of changing the methodology of funding. It is
our position that the current system is flexible and responsive. It
is messy. It does provide for the participation of OMB, which is the
President’s agency that looks after balancing all of the priorities
and all of the spending across government.
It does provide for the inclusion of the appropriations committee
in that process. That is the current process. We think that it has
the necessary flexibility and it can work and does work. We would
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point to the preceeding 3 years, from fiscal year 2001 to 2004,
where there is a good solid track record of increased expenditures
with regard to veterans health care and overall to the veterans
budget.
The CHAIRMAN. In response, for the last 5 years Congress has
added an average of $671 million to the President’s budget, and it
has been bipartisan. We did it under President Clinton, we are
doing it now under President Bush. It just begs the question
whether or not this demand model that we have is of any validity.
Is it fiction or is it real? I say that with all due respect. The numbers that we have been tendered in response to questions that I
and others have raised, say that we have missed the mark by a
mile.
So, I remain baffled. I deeply respect President Bush. I am sure
he doesn’t know, how would he, being so preoccupied, the details
of what OMB has done to the budget, to the VA and the recommendations the VA made to do its work. That is why the bill
I have introduced, maybe it is not the best, or maybe it is the
best—hearings and a process will determine that. But what is unacceptable to us, and I say this is in a bipartisan way, is the status
quo. The flexibility you talk about usually leads to a downward revision of numbers coming out of VA once they go through the filter
called OMB.
And I am very concerned. I would hope the administration would
rethink its current opposition, as was relayed in the testimony and
in response to Mr. Strickland’s questions to either of these bills.
The PTF did a magnificent job. This isn’t fun, as was suggested by
Mr. Buyer. I don’t think anyone can say with honesty that the PTF
board, made up of distinguished Americans, hijacked a mandate.
I read the mandate. At the end of the PTF’s work on DOD/VA
sharing they say, that sharing alone isn’t going to do it. It seems
to me that you as responsible people given, in this case a 2-year
look at VA health care, need to come back and say, what will fix
it?
And I am grateful that they felt it within their purview to make
this bold but needed recommendation, or series of recommendations. And so I do thank you for your testimony. Look forward to
working with you. But again, this demand model, and I know I am
repeating myself, but I think it needs to be stressed with exclamation points, says that we have missed it by a lot. We in Congress have missed it as well. We are still not getting and ponying
up sufficient moneys to meet the demand.
But having said that, we are getting closer. I think putting a
process in place that cuts out the middleman; that is, the one with
the knife cutting out necessary veterans funding, is one viable
means of doing it.
I thank you for your testimony and look forward to working with
you.
Dr. MACKAY. Mr. Chairman, thank you for your leadership. And
you know that the Secretary and I have the highest esteem for the
work of this committee, for your leadership, for the participation of
the ranking member and all Democrats and Republicans. This is a
good body, and we are privileged to have the leadership of this
committee.
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I testified today to a disagreement that we have about the merits
of a proposed methodology. I don’t think anybody doubts that underneath it all, actually above it all, that there is unanimity of
agreement about the desirability of robust funding for a very high
quality veterans health care system that serves the veterans of this
country.
Thank you, sir.
The CHAIRMAN. Thank you. I would like to ask—unless Dr. Chu,
do you have anything to add?
Mr. CHU. No, sir. Thank you for the chance to appear.
The CHAIRMAN. I would like to now ask our second panel to make
their way to the witness table. It consists of many distinguished
members of the President’s Task Force to Improve Health Care Delivery for our Nation’s Veterans.
Dr. C. Ross Anthony is a senior economist at RAND and Director
of the Center for Military Health Policy Research, which is a joint
program of RAND and NFFRDC’s end health program.
Dr. Anthony is also the Associate Director for Global Health of
RAND’s new Health Center for Domestic and International Health
Security. Dr. Anthony has over 20 years of experience and leadership in the health care field, including a unique combination of
work at all levels of government.
Next, we will be hearing from Mr. Mack Fleming, who is the
former Chief Counsel and Staff Director of the House Committee
on Veterans’ Affairs under previous Chairman Sonny Montgomery,
a position that he held for 21 years.
An Army veteran, Mack was the Special Assistant for Congressional Affairs to the Administrator of the VA during the Johnson
administration, and he subsequently practiced law for 5 years in
DC before beginning his time on Capitol Hill.
I would just say as a personal footnote, having served with Mack
for a number of years, he did an outstanding job and like Pat Ryan,
who continues in that legacy, strove to make sure that this committee was bipartisan and did the best possible work on behalf of
veterans.
And, Mack, it is nice to see you back here again.
Next we hear from Ms. Susan Schwartz, who is Deputy Director
of Government Relations, Health Affairs at the Military Officers
Association of America, where she follows health care reform
legislation and its potential impact on the military health services
and serves as co-chair of the Military Coalition’s Health Care
Committee.
Dr. Schwartz has over 19 years experience as a registered nurse
in a variety of health care settings, holding positions of staff nurse,
operating room educator, operating room post anesthesia care unit
director, and quality improvement director.
Next we will hear from Mr. Robert Spanogle, who is the National
Adjutant of The American Legion, and has been in this position
since July of 1981.
Prior to his appointment as National Adjutant, he served as Executive Director with The American Legion’s Washington, DC
Headquarters and as Director of Internal Affairs at the Legion’s
National Headquarters in Indianapolis, Indiana.
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Mr. Spanogle is an Army veteran with service during the Vietnam War, has been honored with a life membership in the Oldsmobile Post 237, The American Legion, Lansing, Michigan. He is
past member, president and a member of the board of directors of
The Veterans Day Council of Indianapolis, and a former member
of the National Advisory Council to the Consumer Electronics Manufacturers Association.
Mr. Harry Walters is a principal in a general partnership of the
Lafayette Equity Fund in Washington, DC, a venture capital fund.
Prior to this he was Chief Executive Officer of DHC Holdings Corp.
He was also President and Chief Executive Officer of Great Lakes
Carbon Corporation.
What we know him most as was the Administrator of the Veterans’ Administration, reporting to President Ronald Reagan. He is
a graduate of the U.S. Military Academy at West Point and a
former Army Ranger.
If you could begin, and all of you please take 5 minutes or so,
perhaps a little longer if necessary, to make your presentations.
And then we will go to questions. Dr. Anthony.
STATEMENTS OF CHARLES R. ANTHONY, Ph.D., COMMISSIONER, PRESIDENT’S TASK FORCE TO IMPROVE HEALTH
CARE DELIVERY FOR OUR NATION’S VETERANS; MACK G.
FLEMING, COMMISSIONER, PRESIDENT’S TASK FORCE TO
IMPROVE HEALTH CARE DELIVERY FOR OUR NATION’S VETERANS; SUSAN M. SCHWARTZ, COMMISSIONER, PRESIDENT’S
TASK FORCE TO IMPROVE HEALTH CARE DELIVERY FOR
OUR NATION’S VETERANS; ROBERT W. SPANOGLE, COMMISSIONER, PRESIDENT’S TASK FORCE TO IMPROVE HEALTH
CARE DELIVERY FOR OUR NATION’S VETERANS; AND HARRY
N. WALTERS, COMMISSIONER, PRESIDENT’S TASK FORCE TO
IMPROVE HEALTH CARE DELIVERY FOR OUR NATION’S
VETERANS
STATEMENT OF CHARLES R. ANTHONY, Ph.D.

Dr. ANTHONY. Thank you. Mr. Chairman and distinguished members of the subcommittee, I want to thank you for the opportunity
to share my views on the final report of the Presidential Task
Force to Improve Health Care Delivery to Our Nation’s Veterans.
I would ask that my statement be included for the record, so I can
summarize a few points here, and we don’t actually end with
breakfast as Dr. Snyder suggested.
First, I would like to say that it has been a distinct privilege to
serve as a commissioner on this Presidential task force and in some
small way have the opportunity to honor those among us who have
or are serving our country.
Although I serve as the Director of the RAND Center for Military
Health Policy Research, the views I express here today are my own
and do not represent the opinions of RAND.
Although the PTF commissioners come from diverse backgrounds, we all share a deep commitment to veterans. We worked
together, learned from each other, and fashioned what I believe is
an outstanding report that calls for bold action on the part of the
Department of Defense and the Department of Veterans Affairs,
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the Congress, and the administration to improve the quality and
delivery and efficiency of health care to veterans.
It is true that some commissioners wished to go farther on the
issue of funding for Category 8s. But I urge you to realize that
what you have before you, as far as it goes, is a very strong statement for action fully endorsed by all commissioners, and I ask you
to help implement those findings.
I believe the report speaks for itself, and what I would like to do
this morning is highlight a couple of recommendations that touch
on a few issues dealing with the implementation and oversight.
Although we found that direct sharing of facilities such as one
finds at Nellis Air Force Base in Las Vegas, although laudable, are
the exception rather than the rule. We also concluded that there
are many areas where VA and DOD could cooperate with each
other that would ease the transition from active duty, increase the
quality of care, and improve efficiency, that would benefit both
agencies and provide a better, more seamless benefit to veterans.
In general the areas ripe for action are business processes that
would enable real cooperation to take place. Key among these is
the need to synchronize information technologies that have been
discussed here already in some detail.
Recommendation 3.1 calls for the Department of Veterans Affairs
and the Department of Defense to develop and deploy interoperable, bidirectional and standards based electronic medical records
by fiscal 2005. If the VA and the DOD are to cooperate effectively
and implement many of the other recommendations of this report,
progress on information synchronization is essential. Success depends on a coordinated business planning process at all levels that
is sustained over time, not just a purchase of a particular piece of
hardware-software.
This will require sustained leadership commitment that has not
always been the case in the past. We see no reason why this key
objective cannot be achieved by fiscal 2005.
Second, I would like to draw your attention to recommendations
3.5 through 3.7. These recommendations deal with the need to better track and understand the exposures that Military personnel experience during deployments such as Operations Desert Storm and
Desert Shield or Iraqi Freedom, an area of particular concern to
veterans.
I had occasion to lead an extensive research effort at RAND on
Gulf War illnesses which highlighted how little information existed
to understand the illnesses veterans were experiencing after the
first Gulf War. These three recommendations called for both DOD
and the VA to identify, collect, maintain data needed by both Departments to recognize, treat and prevent illnesses and injury resulting from occupational exposures, and will require routine pre
and post deployment physicals, collection of appropriate data, troop
location data and innovative data collection analysis.
This will not be an easy task. It is easy to say but it is absolutely
essential that it be achieved.
Finally, let me address the idea of funding mismatch. We concluded that it would be almost impossible for there to be effective
collaboration between the two systems if one was well funded and
the other was not.
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While not always the case, DOD presently appears to have adequate funding to fulfill its health care responsibilities. As this committee is well aware, and our report details, the same is not true
for the Department of Veterans Affairs. As an economist, I feel it
is important to fashion good policy and then finance it adequately,
hopefully in a manner that creates incentives for efficiency.
Historically, the country has committed itself to being sure that
veterans who had service-connected disabilities and/or are indigent
are well cared for. It is a national commitment that I share.
That said, the demand for services has been growing beyond the
capacity of the system to provide or the Congress to fund them. In
theory, the Secretary of the Department of Veterans Affairs has the
authority to limit care to match budget appropriations, but we all
know that this is politically very difficult.
In short, I believe this is a process and a situation that is neither
wise nor good public policy. Our report calls for guaranteed funding
for categories 1 through 7, as we discussed already here today, so
that there is certainty in the system for veterans and managers
alike.
I also would like to say that I concur with the report’s recommendation 5.3 which deals with the funding for Priority 8. I believe that the present situation is unacceptable because it subjects
veterans to uncertainty and makes it very difficult for them to plan
properly for their health care needs. It is difficult for the VA to
plan and manage the provision of care. Veterans deserve better
treatment.
That said, I believe the report’s recommendation that the Congress and the President work closely together to solve this problem
is the right one. As a commissioner, I did not feel that we had sufficient information or analysis or the time necessary to fully investigate and fashion good policy, nor do I believe that the issue was
within the scope of the task force charter.
Finally, just let me conclude by saying I hope that you will help
us implement what I believe is the 90 percent of the report that
is the glass full and not concentrate on the 10 percent that is not
yet fully achieved. There is clearly work that needs to be done.
There is a lot that is good in this report that I hope you will help
us implement.
The CHAIRMAN. Thank you very much.
[The prepared statement of Dr. Anthony appears on p. 150.]
The CHAIRMAN. In alphabetical order, Mack Fleming.
STATEMENT OF MACK G. FLEMING

Mr. FLEMING. Mr. Chairman, Ranking Member Evans, and members of the committee, I am grateful for the opportunity to appear
before the committee to discuss some of the recommendations submitted to the President by our Task Force on May 26, 2003.
In order to provide prompt and efficient access to consistently
high-quality health care for veterans, on May 28, 2001, President
Bush issued Executive Order 13214, establishing a Task Force
comprised of 15 members to report findings and recommendations
to him. I shall not dwell on most of the recommendations contained
in the Report. All members of the Task Force agreed to those pertaining to improved cooperation between the Department of Veter-
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ans Affairs and the Department of Defense . Of course as some of
you know, notwithstanding the recommendations, nothing will be
accomplished without strong leadership from the top down. Sharing
authority for the two Departments was enacted in 1982, and Congress has continued to encourage and support the concept. However, over the last 20 years, the extent of sharing and collaboration
between the two Departments has been disappointing.
Therefore I will focus on what I think is the most important part
of the Report—timely access to health services and the mismatch
between demand and funding. It is well documented that due to severe budget shortfalls, thousands of veterans are not receiving
their health care on a timely basis. The mismatch affects the delivery of timely and quality health care to veterans. This past January Secretary Anthony Principi for the first time acknowledged the
budget shortfall and made the decision to cease enrollment of the
newly created Priority Group 8 veterans. Why did he do it? He had
no other choice. Funds were inadequate to take care of the demand.
The shortage was so severe last year that VA had to stop encouraging veterans to come to the VA for their care. As of January this
year, at least 236,000 veterans were on a waiting list of 6 months
or more for a first appointment or an initial follow-up. So the Secretary decided it was best to reduce the waiting time for care by
not enrolling many veterans. Timely access—I think not for many
deserving veterans. Many of them are combat veterans.
In 1996, Congress passed legislation requiring the VA to enroll
all veterans into the system. In addition this Committee and the
Congress established eligibility for health care for Priority 8 veterans. One critical thing was missing—the funds required to provide
the care. Establishing eligibility means little if the level of funds
is not made available. I believe Pete Wheeler, Georgia’s Commissioner of Veterans Affairs, said it best when he responded to an inquiry as to why Secretary Principi made his decision to scale back
VA’s outreach program last year. He said: ‘‘The VA budget is the
problem that must be solved first. The VA budget as been neglected for many years. Congress hasn’t done it’s job. If they want
the VA to treat more veterans, it will only be done if the money
is made available. The VA has to live with the budget given it by
the Administration and Congress.’’
Commissioner Wheeler described the adverse impact of anything
less than full funding as follows. ‘‘Failing to adequately fund VA
health care is like telling veterans they are invited to a dinner
party but they will have to stand in the back of the line; and if
there is not enough food, they will not get to eat.’’ I’m certain many
Category 8 veterans feel that way. This group of veterans has not
known from year to year whether they will be granted access to VA
care. So although Category 8 veterans were made eligible, funding
was not made available to grant them health care that Congress
had authorized for them. Is this fair—of course not. Why are these
veterans being treated differently? Is it because they make a few
dollars more than $24,000 a year? What is the ‘‘concern’’ that we
can’t do what is right for all veterans who have earned it? Under
Title 38, USC, the term ‘‘veteran’’ means a person who served on
active duty and who was discharged from service under conditions
other than dishonorable. All veterans should be treated fairly.
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We must be willing to provide full funding for all veterans. To
address the mismatch between funding for the VA and the demand
for services, the Interim Report released to the President on July
31,2002 said: ‘‘The PTF believes the Federal Government should
provide sufficient funding to allow timely access to VA health care
for all enrolled veterans.’’ Current service members, veterans, retirees, and family members of active or retired service members—
should have full and timely access to the health care services that
Congress has authorized for them.
I am concerned that we appear to be moving toward the creation
of two classes of veterans—those who retire from the military and
the ‘‘citizen soldier’’ who make up most of the military services during wartime. Why do I say this? We are saying the Priority 8 veteran cannot receive his or her health care for these reasons. First,
the budget submitted by the Office of Management and Budget and
passed by Congress is inadequate. And most of the time the Appropriations Committee will not add much to what the President requests. In addition, some will say those ‘‘citizen soldiers’’ making
a few dollars more than $24,000 a year is a ‘‘higher income’’
veteran.
Now let’s compare that with the retired generals, colonels and
other top officers and non-commissioned officers. Under Tri-Care
for life, at age 65 those retirees will be entitled to free health care,
even though some have incomes of $100,000 per year or more. In
addition his widow will also be entitled to free health care. Is this
also a ‘‘higher income’’ veteran? Some will say it is a retirement
benefit. If so, why did it not come about until 2 or 3 years ago?
So to me discretionary funding is not going to solve current budgetary problems. Current problems will only be solved when the
Congress decides to provide veterans’ health care through mandatory funding. As to Priority 8 veterans, our Report states: ‘‘The
present uncertain access status and funding of Priority Group 8
veterans is unacceptable. Individual veterans have not known from
year to year if they will be granted access to VA care. The President and Congress should work together to solve this problem.’’ I
can tell you that no satisfactory answer was provided as to why
they should be treated differently from others. For those who
‘‘think it may be too expensive’’, I would suggest we look at the
total cost of a war. Aren’t veterans benefits and services a cost of
war? What will be the final cost of the war in Iraq? It will be far
more than the costs of sustaining the active duty force.
One of the drafts of our Final Report expresses the strong feelings of our citizens for those who have defended our country—all
of them. It said:
‘‘VA’s mission is to deliver the finest health care to those who
served in the Nation’s Armed Forces. Many of to day’s service
members are now in harm’s way in defense of our country. This
country should honor their courage and sacrifice when they need
access to high-quality health care, both while in military service
and as veterans. However, the combination of the evolving nature
of the VA mission, changing veteran enrollment patterns, and an
increasingly complex national health care landscape has produced
an untenable situation. Today, the fact that enrolled veterans face
long waiting times for appointments in unacceptable because of its
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implication for veterans’ health care and its derogation of our national obligation to those who serve.’’
I urge the committee to move legislation without delay to implement mandatory funding for all veterans. One thing is certain. If
Priority 8 veterans are not included, veterans throughout the country will raise serious questions as to why veterans are not treated
equally.
Again I thank the committee for allowing me to present my
views on the recommendations of the Final Report.
The CHAIRMAN. Thank you very much, Mr. Fleming. And, without objection, your full statement will be made a part of the record.
[The prepared statement of Mr. Fleming appears on p. 157.]
The CHAIRMAN. Ms. Schwartz, if you would proceed.
STATEMENT OF SUSAN M. SCHWARTZ

Ms. SCHWARTZ. Good afternoon. Mr. Chairman and distinguished
members of the subcommittee, thank you for the opportunity to
share my views as a commissioner on the PTF’s final report. I am
grateful for the opportunity to have assisted in honoring our Nation’s obligation to those who currently serve and those who have
served our Nation in uniform. I ask that my written statement be
included in the record.
I am here today to highlight some of our recommendations and
to ask the subcommittee’s help in implementation. Other commissions have tackled many of these same issues only to have their
recommendations sit on the shelf. Successful implementation will
rely upon congressional authority and additional funding. What
distinguishes our effort from its predecessors is the focus on leadership commitment as the key to collaboration. The newly energized
Joint Executive Council, JEC, has laid groundwork to institutionalize collaborative and joint venture efforts. However, as the report
says, what is needed is the will to change. Continued congressional
oversight will keep both agencies focused, making sure that the
will does not wane.
In my visits to several joint ventures, it is easy to see the need
for leadership at the top and empowerment on the ground. The
staff’s aim to overcome obstacles and their commitment to success
is impressive. Unfortunately, the result is reliance on personal
commitment rather than guidance from above. Without support at
the top or empowerment, enhanced collaboration will never be
realized.
Providing a seamless transition to veteran status relies heavily
upon enhanced collaboration. A better job must be done to collect,
track, and analyze occupational exposure data. Without this information, benefits determinations cannot be adjudicated fairly nor
can the cause of service-related disorders be understood. For this
to work, health status information must be shared electronically
between both agencies.
I am pleased to learn this morning from the previous panel that
the VA and DOD do estimate by 2005 there will be an interoperable, bidirectional, electronic medical record, EMR. Just as leadership is the key to successive overall collaboration, the EMR is the
linchpin to a seamless transition. Once again, the technology exists,
but the will must be found and sustained.
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One-stop shopping at the time of separation or retirement is another recommendation relying on collaboration. Not only is it more
cost-effective in terms of capital and human resources, it is the
right thing to do to ensure that servicemembers receive the benefits they have earned and deserve.
It is now 2003. When will the DD214 be in an electronic format?
Certainly the start-up costs could be paid back many times over in
efficiencies gained. Again, this is not just about conserving resources; it is the right thing to do, to remove barriers that hamper
a veteran’s ability to complete the benefits determination process.
I am pleased that the PTF supported greater collaboration and
sharing, not the integration of two health systems with unique missions and varied populations. Collaboration must enhance and
maintain access to quality health care earned by each category of
beneficiary and not be undertaken based solely on gaining government efficiencies at beneficiary expense. Not an easy task, as it
must accommodate serious differences in cultures, missions, beneficiary populations, and benefit structures.
In our deliberations on collaboration and joint ventures, we
asked is the juice worth the squeeze? Collaboration and the delivery of clinical services is certainly a worthy goal and would make
those with green eye shades happy. But is it a worthy enough goal
to invest the time and energy it will take to change the management structures of these two agencies to deliver health care to
these two populations?
I would also suggest that each agency has its own work to do
first. There are no short-term fixes to collaboration. We soon
learned that collaboration between the two agencies is severely
hampered because of the VA shortfalls in funding. As long as veterans are waiting lengthy periods for care, meaningful collaboration
will never be realized. We did not come to a firm recommendation
for care for the Category 8s. This was a consensus-driven report.
We could not all agree on the level of service for the 8s. I hope this
controversy does not overshadow our unanimous recommendation
that those enrolled in categories 1 through 7 should be fully funded
through either mandatory spending or some other modification to
the current process.
The consensus of the commissioners is that first priority must be
given to making things right for the veterans for whom the VA has
traditionally provided care: those with service-connected disabilities
and indigents.
Again, Mr. Chairman and members of the subcommittee, thank
you for the opportunity to share these thoughts with you. We look
to the subcommittee for your leadership to help in the implementation of these recommendations.
The CHAIRMAN. Ms. Schwartz, thank you very much for your
testimony.
[The prepared statement of Ms. Schwartz appears on p. 160.]
The CHAIRMAN. I would like to ask Mr. Spanogle to proceed.
STATEMENT OF ROBERT W. SPANOGLE

Mr. SPANOGLE. Chairman Smith and members of the subcommittee, I appreciate the opportunity to appear today to offer this com-
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missioner’s views on the final report on the Presidential Task Force
to Improve Health Care Delivery for our Nation’s Veterans.
I was honored to be asked by the President to serve as a commissioner on this task force. I am equally honored to appear before
this bipartisan committee on veterans’ advocates. I say bipartisan,
because taking care of America’s veterans is a national mandate.
About the only question not asked of an enlistee is, What is your
political affiliation? Because it really doesn’t matter. Once you raise
your hand and take the oath of enlistment, everything that really
matters will be taught to you by your drill sergeant and your fellow
servicemembers. I have never met a veteran that said, The military
did not change me as a person. Some of the changes were more
dramatic than others; some of the changes left scars, both physical
and mental. Nonetheless, every veteran paid a part of the price of
freedom. Granted, some of their contributions were minimal, while
others paid the ultimate sacrifice. Freedom was obtained, is sustained, and will continue to be secured by military veterans.
I understood the mission of this task force was to help this Nation meet its obligations to the men and women of the Armed
Forces, past, present, and future.
As a veterans’ advocate, I would commend to you and your colleagues a book entitled ‘‘The Wages of War—When America’s Soldiers Came Home—From Valley Forge to Vietnam.’’ the authors
present an accurate account of the treatment of America’s veterans
throughout history. Tragically, it is not a very proud record. Words
used too often in this city, such as ‘‘to care for him who shall have
borne the battle,’’ and the ‘‘thanks of a grateful nation’’ are lacking
in action and filled with broken promises. The one point that was
clearly obvious is that all veterans are not treated equally. Nothing
supports that statement more than does recommendation 5.3 in
this newest report.
Contrary to comments made during the Commission meetings,
there are no core veterans. A veteran is a veteran. The traditional
veterans treated in the VA medical facilities are any veterans needing medical care. In the 1980s, budget constraints created distinctions through means testing. Before then, any veteran was welcome
in a medical facility. Just like the other barriers to collaboration
identified in this final report, removal will require a degree of leadership and personal commitment by you and your colleagues. Nearly every barrier identified by this task force was identified by previous commissions in 1991 and 1998 and some of the recommendations in the PTF task force are similar. However, the very best recommendations are meaningless without the necessary actions to
bring about change.
On June 3, Dr. Wilensky testified as the task force co-chair and
concentrated her remarks on the areas of consensus among the
commissioners. I welcome the opportunity today to specifically discuss the only portion of the PTF report that failed to muster consensus of all commissioners, recommendation 5.3 addressing Priority 8 veterans. Personally, I believe this is the most critical issue
in the entire report because it deals with the greatest portion of the
veterans’ population, the average GI Joe and GI Jane. Needless to
say, I am less than pleased with the final recommendation.
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This task force was asked to offer recommendations, not to draft
legislation. Every other recommendation in this report will require
a paradigm shift, either administratively or legislatively. Recommendation 5.3 provides little guidance other than ‘‘good luck.’’
however, the dissenting recommendation, provided as a footnote in
the full report on page 80, offered concrete achievable actions. The
title of the task force contains the phrase, ‘‘improve health care delivery to our Nation’s veterans,’’ not just core veterans or traditional veterans, but all American veterans.
The leadership of the PTF, in my opinion, did not make health
care delivery and funding for all veterans the primary concern of
the Commission. Some commissioners came to the PTF with experience and knowledge of the VA health care delivery system. They
had an understanding of the VA health care funding. They were
consistent in asking that health care funding be the primary goal
on the PTF agenda. That, however, did not happen. The issue of
funding was relegated to the fourth or fifth item on the agenda.
The Commission was still trying to reach consensus on a funding
recommendation at its meetings of March and April of 2003, and
funding was still being discussed during the final Commission
meeting April 25th, 2003.
Though funding the veterans’ health care system was discussed
throughout the life of the Commission, it was never the first topic
of discussion. On more than one occasion when commissioners
asked about funding, they were reminded that, in the opinion of
the chair, the primary PTF mission was first and foremost to make
recommendations on VA and DOD collaboration.
In the PTF’s early meetings, stakeholder panels of VSOs, veterans’ service organizations, and military associations were invited to
offer their views. Their views were consistent: Funding the VA
health care system was their first priority. They encouraged the
Commission to make its funding first priority. I also note that none
of the testimony received from the veterans’ community was listed
in the bibliography in the final report.
There are some organizations that would say the PTF majority
recommendation on full funding for Priority 1 through 7 veterans
was a landmark. I do not share that opinion. You are certainly familiar with recommendation 5.1, full funding 1 through 7, new, by
full funding or a mandatory mechanism. I do not believe it is landmark because it fails to address the funding needs of an entire
class of eligible veterans, Priority 8. The majority, of course, will
tell you otherwise. However, in examining their recommendation
on Priority Group 8 veterans, I think you will find it does not rise
to the level of recommendation but is merely a statement, and you
have that in the report.
And they talk about the present status being unacceptable. Well,
certainly it is unacceptable. It is a startling discovery of the
obvious.
Is the PTF majority saying, Priority Group 8 veterans, you are
really not enough of a concern for us to make a concrete recommendation concerning your health care?
Is this a subliminal message they are sending to the President,
the Congress, and to the veterans of this Nation?
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Are they suggesting the repeal of Title 1 of the Veterans’ Health
Care Eligibility Reform Act of 1996 as it amended section 1710 of
Title 38, United States Code, establishing eligibility of Priority
Group 8 veterans for health care?
Certainly, the PTF majority making this recommendation were
familiar with the Veterans Health Care Eligibility Act of 1996.
They were certainly aware of Title 38, which by that act amended Title 38.
And the PTF majority was further aware that there are certainly
Priority Group 8 veterans who served two combat tours in Vietnam
or who may have flown 30 combat missions in World War II, but,
by the grace of God, do not qualify as Priority 1 through 7.
And they were certainly aware that that Priority Group 8 veterans enrolled in the VA make payments for heir health care under
third-party reimbursement authority when treated at VA medical
facilities.
They were certainly aware that these veterans pay the required
copayments and their insurance is billed. And they were aware
that the cost of VA medical care for Priority Group 8 veterans is
not borne entirely by the Federal Government.
However, the PTF majority continued to cite the so-called ‘‘core
mission’’ of the VA. There are PTF commissioners who are on
record as defining these so-called core-mission veterans as only
those who are service connected and have incomes below the
threshold. On more than one occasion they refer to this as the ‘‘historical mission.’’ even when confronted with the indisputable fact
that no such core mission exists in Title 38 USC now or before
1996, they remain steadfast in their view and remain unpersuaded.
Finally, Mr. Chairman, three PTF Commissioners—Harry
Walters, former administrator, Veterans Administration, Mack
Fleming, former director and general counsel to this committee,
and I—filed and circulated a dissent that offered an alternative to
the PTF majority opinion on the funding of Priority Group 8 veterans. This recommendation would expand the strength of thirdparty reimbursement.
The alternative we submitted was as follows: Title 38, U.S. Code,
defines a veteran as a person who served in the active military,
naval, or air service, and who was discharged or released therefrom
under conditions other than dishonorable.
Eligibility for veterans’ health care is defined in the Veterans’
Health Care Eligibility Reform Act of 1996 Public Law 104–262:
Veterans eligible and enrolled are currently placed in one of 8 categories, although only 7 existed at the time of the passage.
The PTF did reach consensus on a strong recommendation for
Priority 1 through 7, new, but failed to do so for Priority 8 veterans. Of course, VA enrolled Priority Group 8 veterans until January 17 when new enrollments were suspended because of the
budget.
Therefore, we recommend that all enrolled Priority 8 veterans
would be required to identify their public or private insurance. This
is only for Priority 8. VA would be authorized as a Medicare provider for Priority Group 8 veterans and be permitted to bill, collect,
and retain all or some defined portion of their third-party reimbursements from CMS for the treatment of nonservice-connected
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medical conditions, and we would go for fee-for-service just like
that provided that authority provided the Indian health.
VA should be authorized to offer premium-based health insurance policy to any enrolled Priority Group 8 veterans with no public or private health insurance. All enrolled Priority 8 veterans
would be required to make copayments for treatment of nonserviceconnected medical conditions and prescriptions. All enrolled Priority 8 group veterans with no public or private health insurance
would agree to make copayments and pay reasonable charges for
treatment of nonservice-connected medical conditions.
Why not a ‘‘pay as you go’’ system for Priority 8 veterans? Unfortunately, our dissent wasn’t in the brief guide, and I have written
both the co-chairmen to try to include that.
Finally, Mr. Chairman, I want to thank you for allowing me the
privilege of appearing before you today. In one of the final Commission meetings, Harry, Mack, and I were warned by a colleague not
to wear our veterans’ advocacy on our sleeves. Mr. Chairman, I will
readily admit to this committee that I am proud to be a veterans’
advocate, and I consider fighting for the rights of every American
veteran a badge of honor.
That concludes my testimony, and I would ask that my full statement go in the record. Thank you.
The CHAIRMAN. Without objection, Mr. Spanogle, yours and everyone’s full statement will be made a part of the record.
[The prepared statement of Mr. Spanogle appears on p. 164.]
The CHAIRMAN. I would now ask, Mr. Walters, if you would
present your testimony.
STATEMENT OF HARRY N. WALTERS

Mr. WALTERS. Thank you, Mr. Chairman, Ranking Minority
Member Evans, and members of the committee.
I would rather be in front of The American Legion than instead
of behind them, but this feels better. But I welcome the opportunity
to appear today to offer my own views on the final report of the
President’s Task Force on Improving Health Care for our Nation’s
Veterans. I was honored to be asked by President Bush to serve on
this task force, and I am indeed honored to be here this morning
in front of this prestigious committee of the Congress of the United
States.
The President’s Task Force had its start with Gerald Solomon as
one of its Co-Chairs. Gerry was your colleague. He served on the
Veterans’ Affairs Committee, The Armed Services Committee and
The Rules Committee where he served as Chairman. Following the
very first meeting of the Task Force, we lost Gerry after a bout
with cancer ended his life. For me, Gerry was a first class Congressman in every way. I miss him and I hope all of you will join
me in a tribute to his work for America’s Veterans.
When I last appeared before this committee in 1985—and that
will date me accordingly—the veterans’ community could not begin
to discuss some of the issues we are discussing today. Since 1985,
the VA has developed a contemporary, modern medical care system, second to none in our country, and the veterans’ service organizations are now more open to discuss methods in which to expand quality health care to more veterans.
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In that spirit, it seems to me that Congress passed legislation in
1996 allowing Category 7—then Category 7 veterans access to the
VA system. By utilizing third-party reimbursement to pay for their
care, the Congress was obviously requiring the VA to act like a private sector hospital in that regard. While the VA medical centers
had had some difficulty in developing private-sector billing and coding expertise, I was pleased to see that over the last year there has
been significant improvement in collections. I am confident that improvement will continue. It is not easy to implement private sector
procedures in a public environment, but it is entirely accomplishable.
I have been and will be a proponent of policy changes that require the VA to compete for additional patients. Eighteen years
ago, I would not have dared to utter those words.
My opening statement, Mr. Chairman, are given so that you and
the committee may better understand my views on the task force
final report.
I believe the task force has put forth some good ideas in finding
ways and methods for which the DOD and DVA may collaborate
and share resources. The recommendations in chapter 3 dealing
with providing a seamless transition to veterans’ status are especially pivotal in setting the groundwork for better cooperation in
the future. Without a good start in this area, the prospects for future sharing are diluted. And in the course of all of our discussions
about sharing, this issue had the strongest consensus amongst the
the commissioners.
We also addressed the need for leadership and the elimination of
barriers to collaboration. My own personal experience in attempting to start an informal partnership with the Department of Defense in 1983 was not only brief but was extremely nonproductive.
Strong leadership from DOD and VA will be necessary to implement our recommendations on sharing. Our discussions on barriers
and leadership, however, soon revealed the most obvious barrier to
sharing and collaboration: the VA’s inability to meet the requirements for their own veteran patient load and the growing mismatch between funding and demand and the VA medical system.
This issue led the task force to devote an entire chapter, chapter
5, to this matter.
The commissioners all agreed with recommendation 5.1 dealing
with Category 1 through 7 veterans. It should be noted, however,
that the task force did not come to closure on the funding mechanisms for this recommendation. Two alternative approaches were
discussed. The commissioners did not recommend either of them.
We simply did not discuss them in enough detail to provide a recommendation. In my view, the alternative to suggest an outside
board of experts has not been properly vetted with the veteran
community. They have a stake in the VA and their views, to my
knowledge, have not been heard, and they should be heard.
Recommendation 5.2 also adds strong consensus among the commissioners. Twenty years ago, the outsourcing of VA health care
would have been contentious. Now, it seems the veteran community favors it. What a difference 20 years can make.
Category 8 veterans were the last issue on the table for discussion. Perhaps it should have been the first issue on the table. An
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issue of this magnitude certainly deserved more time. Recommendation 5.3 is really not a recommended solution for Category
8 veterans. It only calls for the Congress and the President to solve
the problem, while stating that the present situation is unacceptable.
The footnote or dissent to recommendation 5.3 outlines five specific recommendations for solving the problem for the Category 8
veterans. Recommendations, not legislation. I hope that the committee will take these recommendations under serious consideration. The opportunity to create new revenue streams for the VA
is discussed in this dissent. It features a pay-as-you-go methodology, and, for the older veterans, the use of their Medicare benefits
in a VA hospital. The Medicare reimbursement issue was supported by all of the veterans’ service organizations that testified in
our public hearings.
I think that PFC Jessica Lynch will be a Category 3 veteran following her discharge from the active force. She deserves that priority, and the country is proud of her service. The 100 or so members
of our Armed Forces who risked their lives to bring her to safety
will most likely be Category 8 veterans. While most Category 8 veterans will not seek care in a VA hospital, those who choose to come
to the VA presently do not have that choice.
In closing my remarks, I am reminded how important the VA is
to our country. While we have a large contingent of our Armed
Forces in harm’s way, we should be especially diligent in ensuring
the continued success of the Veterans’ Administration.
Mr. Chairman, thank you for the invitation to testify in front of
your committee.
[The prepared statement of Mr. Walters appears on p. 170.]
The CHAIRMAN. Mr. Walters, thank you very much not only for
your past service but your present service, and to all of you for providing this very valuable guide and blueprint for Congress, the Executive Branch, and the American people, as to how we deal with
the challenge of fully funding our veterans, and also all of the other
chapters dealing with a seamless transition to DOD/VA sharing. As
you pointed out, it is better to glean information now, so that we
don’t have another Agent Orange debacle as we had in the 1980s.
I would just point out for the committee and for our panelists,
and Mack remembers this, that we worked very hard to try to determine, where the veterans were during the spraying of the herbicide Agent Orange, and the information was very difficult to come
by. Records weren’t kept. And then we almost saw, but not quite,
a deja vu with the Persian Gulf mystery illnesses. So hopefully this
will finally encourage that we get it right. So I do thank you.
Just a couple of questions, because your work is really in your
magnificent product that you have produced and your testimonies
amplify it a bit and underscore it as well.
As you know, last year I introduced H.R. 5250, along with my
good friend and colleague, Mr. Evans. We had in that bill a formula
that suggested 120 percent of the 2002 number, with other documentation or other criteria as well, inflation, for example. This year
the bill has been introduced by my friend and colleague Mr. Evans
and has 130 percent. We had worked up a draft, and it was right
along those lines as well. We have real difficulty as to knowing
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what the true number should be. If it is going to be formula driven,
it seems to me getting that number right is absolutely essential.
I have introduced a bill that has perhaps more flexibility to it in
that the panel of experts, and it was pulled right out from your two
alternative recommendations, would empower a three-member
panel to determine, based on the demand model, with OMB data
and everything they can get their hands on. There certainly would
be a list of information they would be required to get their hands
on, and then they would make a recommendation that would become the President’s number. The last look would be probably May
1, and then we would go forward with that, and that would be the
President’s number.
My hope would be that if it became law, we would get it right.
If we didn’t, we would get it right the next year. And my good
friend and colleague from Connecticut and I have introduced a bill,
along with close to 40 cosponsors.
If the panelists could give us some insight, what do you think is
the right number, formula-wise, if we went with Mr. Evans’ bill?
Is it 120? Is it 140? Is it 125? It is a vexing problem. If we get it
wrong, we could grossly underfund or we could provide a surplus.
And, believe me, trying to fix the formula via a new statute would
be difficult. It doesn’t lend itself, as we all know, and Mack, you
remember how hard it is to get any bill passed through the House
and Senate and down to the President. Fixing that formula might
be very difficult if we don’t get it right.
Secondly, I would like to ask Mr. Walters in particular what your
experience was with OMB, because obviously you had budget recommendations that had to go through OMB when you were Administrator. If you could speak to that as well.
I would like to yield to the panelists for an answer. Mr. Walters,
you might want to start.
Mr. WALTERS. Well, I had the good fortune of having David
Stockman as my OMB director, and who seemed to enjoy being a
lightning rod for the veteran service organizations. So my task was
somewhat easier than some. But I will say this—and I have testified at public hearings of the task force on this issue—that the discretionary budget is an enormous effort. The effort begins anew
every year and is a burden on management.
And when you are competing by line item with other agencies in
the government, it seems to me that the move to mandate the
funding for care is appropriate. I am not taking exception with
what Deputy Secretary Mackay said today, because he is on top of
all the detail. But from my experience, if a mandated care budget
were to become a reality, it would take a load off the VA and allow
the agency to focus on what it does best, and that is the care of
America’s veterans.
The CHAIRMAN. Mr. Spanogle.
Mr. SPANOGLE. I had the pleasure of attending Michigan State
University with David Stockman, but I will leave that story for another time. That was at the height of the Vietnam War. But I was
coming back as a veteran, he was kind of on the other side. But,
anyway.
I agree with Harry. I have not had the opportunity to look at the
independent panel bill yet, but I was certainly in support of the bill
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last year on full funding. In my experience—and that has been
about 30 years, and I served with the Legion when Harry was the
administrator. I think the VA does a good job on forecasting the
needs. The demand models are pretty good. And I happen to believe that this committee can assist in that. I have never been disappointed by this committee in forecasts, or the VA. So I think—
that is my thoughts on it.
The CHAIRMAN. Dr. Anthony.
Dr. ANTHONY. I haven’t had a chance to look at the numbers in
great detail, but I will say that more information is always better.
And if you could have a panel, even if they didn’t have the legislative authority to ultimately set the rate, a group that looked at all
the information, provided this committee and the public with real
live data that was analyzed, that got as close to the number as possible, I think would be a useful thing to have achieved.
I would secondly say that I think that any system that you put
into place ultimately should be cognizant of and flexible enough to
include in it incentives for efficiency. You know, I used to help run
the Medicare, Medicaid program at HCFA when it was called
HCFA, and I did a lot of battling with OMB too. And actually I was
an intern with Stockman, which was at OMB, a long time ago.
But we do need systems. And if you look at the Medicare, when
we paid on a fee-for-service basis, it got out of control. Certainly
we need to be cognizant of good public accountability. And in my
experience, the more data, the more information, the more accurate
it is, the more that people and the Congress can make decisions
within parameters that are responsible and in the public best
interest.
Ms. SCHWARTZ. Mr. Chairman, I would also urge—I had a brief
chance to look at your bill, and at first glance I thank you for your
leadership in this area.
One of the things that your bill does do is it ties it to access
standards. It does no good to fund a benefit and not tie it to access
standards, as what I would call my area of expertise is the
TRICARE benefit. And I think the VA access standards are very
loose. And I know that this is a long-term goal, but those goals,
those access standards need to be tightened as well. But I would
urge you to always tie it to access standards. And as Dr. Anthony
said, also efficiencies.
As I looked at the legislation, you do a good job providing the
funds, but I think there is also accountability on the VA side. If
you know the money is coming all the time, where are the efficiencies that could be tied to that? So that would be my only other
suggestion.
The CHAIRMAN. Mack.
Mr. FLEMING. Let us talk efficiencies. How long have we been
dealing with that? OMB will put something like that in their budget each time. I don’t believe that a private sector hospital or medical system could be nearly as competitive as VA has been over the
years, given the budgets that it has had. And so I am not here suggesting, like in the 2004 budget, that you are going to save $900
million through efficiencies or waste, fraud, and abuse.
I will just simply leave this. I mean, I used to have my differences with OMB, too, in dealing with staff. But no OMB is going
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to let VA come in with a budget that it needs to take care of it.
I don’t care whether it is Republican or Democrat, it is not going
to happen. And so what you have to do is do the best you can with
what you get. And the issue here, though, is not which one are we
going to have to deal with. The issue here is mandatory funding.
Discretionary funding is not going to do it, and it never has. Even
the years that I was here, sure.
But mandatory spending. I mean, that is where it should focus
on. And while I made my presentation before the task force—yes,
I used the Chris Smith-Lane Evans bill that you introduced last
session. I mean, that was something that would do the job. Now,
would you make a mistake in whether or not you estimated the
number of people? Maybe. But in the end, if I were the Secretary
of the Department of Veterans Affairs, I want to be the one to determine what the level should be rather than some group.
But the two alternatives that were set out in our task force report, it wasn’t recommending one or the other, just like Harry said,
but it was just two alternative ways of getting there. But I and the
veterans’ organizations were very enthusiastic last time with the
bill that you two had put in. But as long as we come down with
mandatory funding, maybe there is a different way to go.
The CHAIRMAN. Mr. Evans.
Mr. EVANS. I am not sure that the resolution you would like us
to offer is in question. We appreciate it, though.
Mack, I have known you now for 20 years, and I get nostalgic
about some of those good old days. And I appreciate everything you
have done. Twenty years, I don’t know where it has gone. And that
is as long as I have known Bob Spanogle, for that matter. I will
never forget my trip to Indianapolis to your national headquarters.
I wish every member of this committee could have a chance to go
there and see it.
Dr. Anthony, the report does not take a position on what Congress and the administration should do about meeting the needs of
Priority 8. As you indicated, the more information, the better. Why
was it your view that the Commission is able to speak to the needs
of Priority 1 through 7 but not Priority 8 veterans? In your view,
what more information do we need to make this decision?
Dr. ANTHONY. Well, in my view, the issue is really very complex.
That is not an excuse for not dealing with it. This committee has
dealt with the issue for many years. We on the Task Force did not
have either the staff, the data, or the information to really look
into the policies as I think we needed to.
I mentioned I used to work at the Health Care Financing Administration, and at those times implementing regulations that—as a
result of laws that Congress would pass, we very quickly found
that every single area had implications and feed-over effect on all
other parts of the program. That is going to be true here. You presently in the Congress are considering legislation to provide Medicare—pharmacy benefits for Medicare beneficiaries. The way you
structure that program has real implications for what happens
with Priority 8s in the VA. Personally, I think you need to look at
both in conjunction with each other and think about some way of
synchronizing the two benefits.
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As was mentioned earlier by Dr. Mackay, there are really significant changes that would take place if all of a sudden you made
funding available. Depending on how you made it available has
real implications for the demand on the system. If, for instance, we
doubled the number of users—we all know that the real issue here
is the woodwork effect: that is how many veterans are eligible but
are not using the systems—and have a tremendous increase in demand on the system, then it changes the VA drastically. Instead
of a system that is providing care in VA facilities, now you are
going to have to have a system that purchases care outside of the
VA system some way to accommodate the demand.
I don’t know what the answers to all these questions are. They
are important questions to get right, and I didn’t feel that we had
the time, the staff expertise, or even the right commissioners—in
spite of the very distinguished panel we had. These are issues of
how you design a financing a provision-of-care system that I think
could have benefited from greater expertise than we had even on
the Commission. So, in my opinion, versus getting it wrong, that
it was better to make the recommendation we did.
And you may note in my testimony, I actually think that this is
an extremely important issue. It is probably worthy of another task
force that concentrates only on that issue or perhaps, at the very
least, a report to Congress that helps to inform you on the alternatives open to you.
I know that the opinion is not held by some of my colleagues
here. I respect their views. And I wish that we had had the time
and, in my opinion, the expertise to analyze all these issues. I
think they are important, and they need to be addressed.
Mr. EVANS. Thank you.
Director Walters, You developed the America is number one
‘‘Thanks to our Veterans’’ T-shirt. I still have mine down in the
wall locker. We appreciate that. It is a big morale booster and it
is still holding up pretty well.
Dr. Schwartz, My late mother was a nurse. She worked in the
country. I saw the practicality of inpatient care through inpatient
care through her work and through many other things that she
did. We want you to know that we strongly support getting more
women involved in the processing, and women’s Committees that
help women have and a little more protection.
So, Mr. Chairman, thank you. This has been a very interesting
panel, and I will yield back my time.
The CHAIRMAN. Chairman Simmons.
Mr. SIMMONS. Thank you, Mr. Chairman.
I serve on the House Armed Services Committee, and in the last
session of Congress we were involved in the oversight of the
TRICARE for Life program, where military retirees would no
longer be shifted into Social Security or Medicare, but would receive TRICARE for Life. One of the big questions that came up in
the context of that process was, would the information technology
systems be brought online in a timely fashion? Would it work, or
would we actually be creating a monster that we couldn’t manage?
Well, the way it has worked out is—it has worked out. The
Armed Services Committee put a lot of pressure on the Defense De-
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partment and, to the best of my knowledge, the system seems to
be working.
Now we are confronted with the situation where we are trying
to create a seamless system between DOD and VA. ‘‘Seamless’’ is
a term we hear a lot. In Dr. Anthony’s testimony, he talks about
a system that is interoperable, bidirectional, and standards-based,
and that we would like to see this by fiscal year 2005.
There is also a reference in Ms. Schwartz’s testimony to the development of an electronic DD214.
I served for many years in the Reserves, and we had systems—
shells, if you will, for literally hundreds of forms. If you do an OER
or if you do a logistics request or a request for orders, you just
point and click and the shell comes up and you fill in the blanks
and you print it out or you e-mail it. You know, the idea that we
don’t have an electronic DD214, which is basically a one-page document, that we don’t have that up and running is just astounding
to me. I can’t understand why not.
I am not a high-tech guy. I mean, I majored in English literature
in college. I don’t know anything about how these systems work.
All I know is that as a military commander in the Army Reserves,
we used hundreds of these electronic forms in the 1990s, and they
were up and running.
So we talk about seamlessness and we talk about interoperability
and we talk about bidirectional and standards-based and all this
kind of stuff. What is the problem? Why don’t we have a DD214
up and running, and why don’t we have medical forms that are
generated by the military that can be e-mailed to VA and received
and processed anywhere, in any VA facility around the country?
Ms. SCHWARTZ. Sir, we probably should have asked Dr. Chu that.
Mr. SIMMONS. Where did he go?
Ms. SCHWARTZ. Maybe next year in the Armed Services Committee hearings, we will be having that discussion.
Mr. WALTERS. I will take a crack at that, since I have no political
gain or loss in these matters anymore.
The fact is that being a retiree or a veteran of the DOD is different than being just a regular veteran. Over the years, the DOD
has built themselves a culture of retirees that have been taken care
of by the Department of Defense. In the mid-1980s or so, that
began to change. Hospitals were closed, TRICARE was put into
place. They have been separated from the DOD to the extent that
they are not really a core—they are not really a core mission for
the DOD any longer. And I believe that. I do not believe that retirees are treated appropriately at the DOD, but I understand why
they are not. The primary mission at the DOD, since I served there
for 2 years as Assistant Secretary of the Army, is to fight our wars.
And veterans are the last war, not the new one.
And this has been a huge issue. I tried in 1983 to—since my
close association with Cap Weinberger, I went over there thinking
I would have a wonderful reception. I mean, after all, he used to
work there. And they literally booted me out of the Pentagon. I
mean, they weren’t interested, period.
I think that notion is still the same. I think that is the basic notion, that they have two different missions, is why they don’t share
very well, for sure. And you may be trying to force an apple and
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an orange, you know, to make another orange. I don’t think it is
going to happen that way. I have never been very optimistic about
the DOD and the VA coming together so closely, because their missions are so diametrically opposed and the cultures are entirely
different.
Dr. ANTHONY. First of all, I don’t claim that I am a techie, either.
Every time I have a problem, actually, I rely on my 18-year-old son
Michael to straighten it out for me.
But having said that, what happens when you have two different
groups head off and invest huge, huge amounts of money—and we
are not talking small dollars when you start talking about the DOD
and the VA system, is a situation were two groups have a tremendous amount invested in each of their systems, and it is a complicated expensive technical problem to bring them together. My
view is that we need a black box between the two so they can talk
to each other.
But, if you asked the questions you are asking to the techies,
they will tell you there is no reason why it can’t be done; it is really
a matter of commitment and a matter of resources.
It is absolutely essential to have information synchronization or
talking back and forth if almost any kind of real sharing is to happen between the DOD and the VA. So I think we, all of us, and
you and this Committee through your oversight authority, need to
really be sure that this issue is tracked and it happens; because if
it doesn’t happen, I don’t think many of the other recommendations
can effectively be achieved.
Mr. SPANOGLE. Mr. Simmons, if I could, I didn’t have the time
to address that part of the report, but I am very high and would
give it an A-plus as far as the interoperability and the seamless
and DD214 and the life medical record of the veteran or the military as he transitions—he or she transitions.
Dr. Paul Tibbetts worked with the task force. He was a staffer,
consultant to the PTF, and he had people working on his staff that
were lent to him by DOD and VA; techies, if you will. And I remember him saying one thing very, very straightforward. He said:
We can do this. If the Secretary of DOD and the Secretary of the
VA say this is what I want done, it will get done, because the software and the hardware is there.
Mr. SIMMONS. If I could just comment, Mr. Chairman. There is
another word that appears in the report repeatedly; it is leadership. Leadership. Maybe the appropriate subcommittee of the
Armed Services Committee and this committee should have a joint
meeting and bring in the leaders.
The CHAIRMAN. I fully agree. I would just remind my good friend
and colleague, last year I was the lead witness at least one such
a hearing that we put together. And there was some real reluctance on the part of a number of people to move ahead with what
was a modest implementation of the old sharing agreement, and to
promote more of it because we have seen so little over the two decades. But I think the time is ripe to do it again, and I commend
the Chairman and I think we should do it as soon as possible. And
the leadership obviously should also come from VA and DOD, but
our committees need to do their part.
Dr. Snyder.
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Dr. SNYDER. Thank you, Mr. Chairman. I think just a comment.
This has been a helpful panel, and I have read I think all but one
of your written statements, since I didn’t have the other one before
I got here.
But, Dr. Anthony, you had a statement, one sentence in your
written statement in which you talk about this funding issue. And
you say, ‘‘Decisions of this nature will involve hundreds of billions
of dollars over many years, interactions between other major programs such as Medicare, and difficult public trade-offs that need to
be properly considered by the President and Congress.’’.
I think this issue of the difficult public trade-off in my view, I
mean, we have missed that mark in my view for the last couple of
years. I mean, this is not a question. But we are going to have one
this week, you know, we are going to talk about permanent repeal
of estate taxes worth hundreds of millions. It is the only time in
our history as a government we are going to give a tax break worth
tens of millions of dollars to a few individuals—a few individuals
in Arkansas versus what we are talking about here, a few thousand per individual would just do wonders for their lifestyle.
But I think we have got, as you said, some difficult public tradeoffs that, in my view, have not been going—the public is not getting the money for their trade here in the last couple of years.
Thank you, Mr. Chairman.
The CHAIRMAN. Dr. Snyder, thank you very much.
I would like to thank our panel again for the enormous work and
the great recommendations you have made. I would like to point
out that Everett Alvarez is here, and thank him for his good work.
He is also working as Chairman of the CARES committee, so he
certainly has an enormous amount of work ahead of him. I also
would like to thank some of the staff who are here today including
Catherine Swartsell, who is the acting Executive Director; Karen
Heath, Senior Consultant; William Brew, Counselor; Dan Amon,
who we have known from this committee as the Communications
Director; Daniel Blum, who worked on the resource budget process;
and Dr. Paul Tibbetts. I hope I didn’t miss anybody who is here,
that was just from eyeballing the audience. I want to thank you
again and I look forward to working with you as we go forward.
I would like to welcome our third panel, beginning first with
Dennis Cullinan, who is the National Legislative Director of the
Veterans of Foreign Wars; Mr. Richard Fuller, National Legislative
Director of the Paralyzed Veterans of America; Mr. Richard Jones,
the National Legislative Director of AMVETS; Colonel Robert Norton, who is the Deputy Director of Government Relations for the
Military Officers Association of America; Mr. Steve Robertson, who
is Director of the National Legislative Commission of The American
Legion; and Mr. Joe Violante, who is the National Legislative Director of the Disabled American Veterans.
And, without objection, your full statements will be made a part
of the record, but I do hope you will proceed as you see fit. And
I thank you for your patience in waiting until Panel 3. But your
recommendations, as always, will be taken very, very seriously by
this committee and we save the best for last.
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STATEMENTS OF DENNIS M. CULLINAN, NATIONAL LEGISLATIVE DIRECTOR, VETERANS OF FOREIGN WARS; RICHARD
FULLER, NATIONAL LEGISLATIVE DIRECTOR, PARALYZED
VETERANS OF AMERICA; RICHARD JONES, NATIONAL LEGISLATIVE DIRECTOR, AMVETS; COLONEL ROBERT F. NORTON,
USA (RET.), DEPUTY DIRECTOR, GOVERNMENT RELATIONS,
MILITARY OFFICERS ASSOCIATION OF AMERICA; STEVE
ROBERTSON, DIRECTOR, NATIONAL LEGISLATIVE COMMISSION, THE AMERICAN LEGION; AND JOSEPH A. VIOLANTE,
NATIONAL LEGISLATIVE DIRECTOR, DISABLED AMERICAN
VETERANS
STATEMENT OF DENNIS M. CULLINAN

Mr. CULLINAN. Thank you very much, Mr. Chairman. On behalf
of the 2.6 million men and women of the Veterans of Foreign Wars
and our Ladies Auxiliary, I wish to thank you for including us in
today’s most important hearing.
The VFW views the PTF report as being a major milestone with
respect to devising the means to improve access, enhance services,
and generally enhance the quality and timeliness of the health care
provided by the Departments of Defense and Veterans’ Affairs to
their respective beneficiaries.
The task force places special emphasize on the need for senior
and sustained leadership on the parts of DOD and VA with respect
to enhanced collaboration as well as the general provision of health
care. The VFW places special emphasis on the PTF finding that,
even if VA were operating at maximum efficiency, it would be unable to properly meet its obligations to enroll veterans at the current funding level.
The growing mismatch between funding and demand must be addressed. The VFW has historically and continues to support providing all veterans seeking such timely access to VA health care. We
do, however, acknowledge and applaud the PTF recommendation
that the Federal Government provide full funding to ensure that
enrolled veterans in Priority Groups 1 through 7 are provided the
current comprehensive benefit in accordance with VA’s established
access standards. We concur that full funding should occur through
modifications to the current budget and appropriations process by
using a mandatory funding mechanism or by some other changes
in the process that achieve the desired result.
The VFW has long insisted that VA facilities be held accountable
in meeting the Department’s own access standards for enrolled veterans. In this we support the PTF recommendation that this standard apply for Priority Groups 1 through 7. In instances where an
appointment cannot be offered within the access standard, the VA
should be required to arrange for care with a non VA provider unless the veteran elects to wait for an available appointment within
VA.
The VFW also strongly agrees that the present uncertain access
status and funding of Priority Group 8 veterans is unacceptable.
Individual veterans have not known from year to year if they will
be granted access to VA care. The situation is grossly unfair,
amounting to outright denial of care to countless veterans in need,
and we insist that it be rectified.
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The VFW is also very encouraged by the recommendation of the
task force to continue discussions to clarify Medicare reimbursement for eligible veterans. It is the VFW’s contention that the veteran, VA, and the Medicare Trust Fund, due to the lower VA medical costs, will all benefit under such an arrangement.
While the precise health care funding methodology remains to be
devised and implemented, there may be no doubt that a budgetary
solution must be quickly forthcoming or countless deserving veterans in need will suffer as a consequence. We as a Nation must not
allow this to happen.
Another area addressed by the PTF that the VFW views as being
of critical importance is providing for a seamless transition from
military service to veteran status. The VFW strongly supports the
task force’s assertion that lines limiting organizational jurisdiction
and authority should be invisible to the servicemember or veteran
crossing them.
A key element in this regard is the PTF recommendation that
VA and DOD should develop and deploy by fiscal year 2005 electronic medical records. The establishment and utilization of fully
compatible EMRs is critical in this regard.
The VFW also supports the PTF recommendation that the Departments implement a mandatory, single separation physical as a
prerequisite for promptly completing the military separation process. Upon separation, DOD should transmit an electronic DD214 to
VA.
Further, we agree that VA and DOD should expand their collaboration in order to identify, collect, and maintain the specific data
needed by both Departments to recognize, treat, and prevent illnesses and injury resulting from occupational exposures and hazards experienced while serving in the Armed Forces, and to conduct epidemiological studies to understand the consequences of
such events.
Mr. Chairman, for the sake of timeliness, I will discontinue commenting on the rest of the PTF areas of interest to the VFW. We
find this to be an outstanding document, a terrific blueprint to be
pursued in providing better health care services for America’s
veterans.
Thank you.
The CHAIRMAN. Mr. Cullinan, thank you very much for your
testimony.
[The prepared statement of Mr. Cullinan appears on p. 173.]
The CHAIRMAN. Mr. Fuller.
STATEMENT OF RICHARD FULLER

Mr. FULLER. Thank you, Mr. Chairman, Mr. Simmons. Thank
you for the opportunity to let me present the views of PVA on the
Presidential Task Force Report.
In summary, PVA is pleased that the PTF recognized the unique
missions of both the DOD and VA in recommending ways in which
the two systems can work together to improve services for both patient populations. We were also pleased that the PTF highlighted
patient access as the biggest problem facing the VA health care
system today.
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Indeed, PVA views chapter 5 of the final report, ‘‘Timely Access
to Health Services,’’ and the mismatch between demand and funding as the crux of the PTF recommendations. We are pleased to see
the PTF attempt to tackle these vital issues. But we think that
they did not go far enough. Access standards without sufficient
funding are standards in name only.
In addition, although we applaud the PTF for bringing up the
importance of access standards, we have concerns over the recommended enforcement method; namely, arranging for care to be
provided by nonVA providers when these standards are not met.
The VA is a national asset. Steps taken to shift patients to nonVA
providers can set a very dangerous precedent, encouraging those
who would like to see the VA privatized, and the Federal Government turning its back on its promises to the men and women who
have served. We do think that access centers are important, but we
believe that the answer is in providing sufficient funding in the
first place in order to negate the impetus to drive health care into
the private sector. Indeed, as the PTF recognized, providing adequate health care funding is the key to shoring up and improving
VA health care. Many of the recommendations in the report will ultimately have very little effect, if any, if the VA funding structure
is not reformed.
Although the PTF must be commended for attempting to grapple
with this issue, we are disappointed with the extent and scope of
the recommendations in recommendation 5.1.
First, the PTF recommended that the Federal Government
should provide full funding to assure that only veterans enrolled in
Priority Groups 1 through 7 received care. And, second, the PTF
was quite vague, as people have testified before, as to exactly how
full funding should be achieved.
Let me address the Priority 8 issue first.
PVA strongly agrees with the position advocated by task force
members Alvarez and Wallace which called for guaranteed access
and funding for Priority 8 veterans. The PTF in their recommendation 5.3 merely called the uncertainty facing Priority 8 veterans
unacceptable, and urged the President and the Congress to work
together to solve the problem, while excluding this from recommendation 5.1. We also note that task force members Spanogle,
Walters, and Fleming also urged continued access and health care
for Priority Group 8 veterans, and PVA believes that Priority 8 veterans must be included in any guaranteed funding mechanism developed for Priority 1 through 7.
Secondly, in addressing the funding issue, as stated before, the
PTF called for full funding by using a mandatory funding mechanism or by some other changes in the process that achieve the desired goal. One of the two alternative mechanisms suggested by
PTF in regards to recommendation 5.1 calls for the creation of ‘‘an
impartial board of experts, actuaries, and others from outside VA
to identify the funding required for veterans’ health care that must
be included in the discretionary budget request.’’ This approach,
while different from the mandatory funding mechanism we have
become familiar with, is well worth investigation and full consideration. The panel of actuaries approach may be a valid solution to
this longstanding funding problem. No well-intended concept
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should be disqualified out of hand if it is designed to produce the
end result, and the end results are the dollars needed to maintain
the quality and quantity of veterans’ health care.
We congratulate Chairman Smith for his advocacy and leadership on this issue in introducing legislation bringing this new funding concept to the table.
Mr. Chairman, there is certainly no mystery concerning the
amount of funding needed by the VA health care system. PVA and
AMVETS and DAV and VFW published The Independent Budget,
now for the 17th year, which provides, we believe, a true assessment of VA’s true resource requirements. Indeed, even the VA
comes somewhat close at times, if you ask them behind the scenes,
and if you strip away OMB’s artificial budget caps and all the farfetched policy initiatives and the wildly overstated numbers regarding third-party collections and such things as the perennially popular management efficiencies.
For this reason, PVA must again restate our support for guaranteed mandatory funding. This was the second of the two alternative
approaches identified by the PTF, and we strongly believe that
some form of mandatory funding system is the only realistic solution to the VA’s budget woes.
We would also commend Ranking Democratic Member Lane
Evans for introducing H.R. 2318, calling for mandatory funding for
health care for all currently eligible veterans. Guaranteed mandatory funding is an approach recommended by veterans’ groups and
supported by many members on this committee. We urge the committee and this Congress to adopt a guaranteed funding approach
for VA health care.
That concludes my testimony.
The CHAIRMAN. Thank you very much, Mr. Fuller.
[The prepared statement of Mr. Fuller appears on p. 176.]
The CHAIRMAN. Mr. Jones.
STATEMENT OF RICHARD JONES, NATIONAL LEGISLATIVE
DIRECTOR, AMVETS

Mr. JONES. Mr. Chairman, on behalf of National Commander Bill
Kilgore and the nationwide members of AMVETS, it is an honor to
appear before you to discuss the report of the President’s Task
Force to Improve Health Care Delivery for our Nation’s Veterans.
AMVETS deeply appreciates the President’s decision to establish
this task force to improve health care delivery. If for no other reason, the President’s directive has brought into focus the fact of an
enormous continuing gap between resources and capacity of the
system to deliver timely quality care to our Nation’s veterans.
As directed under the Executive order, the task force was created
in large part to recommend specific reforms to better coordinate the
activities, benefits, and services of VA and DOD. In review of the
report, AMVETS finds the task force recommendations are fine as
far as they go but, frankly, they do not go far enough.
While the task force call for full funding of the seven groups of
priority veterans is certainly commendable, AMVETS is extremely
disappointed that a majority of the panel members would present
a document that excludes a broad category of veterans from access
to health care. In looking at Title 38, United States Code, the defi-
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nition of the word ‘‘veteran’’ is a person who served in the active
military, navy, or air service, and who was discharged or released
therefrom under conditions other than honorable. Moreover, in
chapter 17, it clearly indicates that all veterans are eligible for VA
health care, including Priority 1 through 8.
Mr. Chairman, there is not one member of AMVETS who would
refuse to give up their position in VA’s waiting line to allow a service-connected veteran medical services for a service-connected condition. Yes, the task force highlights the obvious mismatch in demand for services and resources necessary to provide health care.
Over the years, we have testified to that. Vital VA health care programs, key to assisting veterans, have seen unceasing underfunding. These trends deeply trouble AMVETS because we believe, like
you, that there exists a sacred commitment to those current, past,
and present who wear this Nation’s military uniform.
The VA health care system is a unique and irreplaceable national investment critical to the Nation and its veterans. Access to
high-quality health care remains essential. In fact, many veterans
consider health care to be one of the most important benefits they
receive.
In reviewing task force documents, AMVETS would like to point
out an observation made previously by former Administrator Harry
Walters. He made this in testimony a moment ago and he made
this during task force debate when he commented about the task
force and its members’ misdirected concerns with the economics of
health care rather than the delivery of health care to veterans. He
told about the then-recent repatriation of PFC Jessica Lynch. He
said, ‘‘Broken legs and all, she is home. And she will be a Category
3 veteran. She will have access to the VA medical care system.’’
However, ‘‘the 100 or so brave people that rescued her and dug up
the six bodies of her comrades with their own bare hands will also
come home, and a good deal of those veterans will be Category 8
veterans, some of whom may not have insurance when they return
and may elect not to have insurance because it is too costly for
them to have insurance and support their family. And the VA will
not be there for them; will not be there for them.’’
Again, AMVETS supports a policy aimed to ensure that severely
disabled veterans receive prompt care. With tens of thousands of
veterans waiting for an appointment, granting priority and scheduling health care appointments for severely disabled veterans is
the right thing to do. But the task force failure to make a specific
recommendation on veterans already eligible for care is troubling.
In reading task force transcripts, it seemed that some members
of the panel wanted to disregard the enactment of the Veterans’
Health Care Eligibility Reform of 1996. They spoke of traditional
and historical users of VA, then aimed to blame a category of eligible, legitimate users of VA saying, ‘‘but what has happened has
been the worst of all worlds; the traditional users are getting the
short end of the stick.’’
The task force, instead of looking to improve health care delivery
for the Nation’s veterans, looked with green eye shades to change
eligibility for enrollment, and they carried that failure over to their
final report.
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Today as we discuss the task force report, the condition of the
VA health care system remains troubled. Each year the accumulated shortfall is built into the budget process. In past years, VA
has responded by delaying equipment replacement, postponing
maintenance, cutting information resources, and other related activities. More recently, VA has decided to ration veterans’ care,
first by delaying elective procedures and medical appointments,
and, more recently, by barring access to the system.
Mr. Chairman, the members of AMVETS believe mandatory
funding of VA health care would provide a comprehensive solution
to the current funding problem. Once health care funding matches
the actual average cost of care for the veterans enrolled in the system, the VA can fulfill its mission.
As the war on terrorism continues, we are reminded daily of the
sacrifice and invaluable service given by those who wear the military uniform. For the benefit of the soldiers, sailors, airmen, and
marines past, present, and future, AMVETS stands ready to work
with you to express our gratitude and our obligation to them as a
Nation. We call on the administration and Congress to provide the
resources necessary to care for America’s veterans.
This concludes my testimony. Thank you very much.
The CHAIRMAN. Mr. Jones, thank you very much for your
testimony.
[The prepared statement of Mr. Jones appears on p. 183.]
The CHAIRMAN. Colonel Norton.
STATEMENT OF ROBERT F. NORTON

Colonel NORTON. Thank you, Mr. Chairman and distinguished
members of the committee, for the opportunity to testify today on
behalf of the 380,000 members of the Military Officers Association
of America.
From the start, MOAA actively contributed to the work of the
Presidential Task Force, and we commend Dr. Wilensky, Congressman Hammerschmidt, the commissioners and staff for their hard
work and commitment to our Nation’s servicemembers and
veterans.
I believe it is fair to say that all of us had in mind that the task
force should focus on what is best for military servicemembers and
veterans as they looked at ways to improve collaboration between
the Defense Department and VA health care systems. We believe
that has largely been done, and we applaud their efforts. Obviously, a lot of attention has been placed on the funding issue, and
rightly so. I will return to that subject in a moment.
First, however, I want to speak to a few of the recommendations
in the report that we believe are crucial to implementing the mandate of the President in establishing this task force.
First, MOAA strongly supports continued leadership involvement
in the collaboration between DOD and the VA. To focus this strategic planning process, we recommend that the Interagency Leadership Council publish a national strategy on DOD and VA collaboration every year or so, and we recommend that the Veterans’ Affairs
and the Armed Services Committees hold joint hearings from time
to time to assess the progress of collaboration efforts. If this activ-
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ity is left to one committee alone to oversee, we believe that the
interest and effort over time could wane.
Second, the recommendations of the task force on seamless transition in chapter 3 of the report are extremely important to the
men and women who serve in uniform today and are tomorrow’s
veterans.
The veterans of previous wars have not always been well-served
because of missing or incomplete medical records, scant attention
to operational exposures, and separation physicals performed under
inconsistent standards, if they were performed at all. Today, there
are still hundreds of thousands of claims from veterans and survivors that await action in the system. Going back decades to
World War II and before, many of the problems veterans have encountered in dealing with the VA arise from the poor hand-off of
essential medical and other information between the military services and the VA. Without complete, accurate medical documentation and the ability to seamlessly transfer information between the
two Departments, the problems veterans have dealt with for years
and years will go on and on. MOAA strongly endorses aggressive
implementation of a common electronic medical record and a single
separation physical that will help veterans get prompt, accurate
disability ratings and improve the quality of care. This should be
a major area of emphasis for DOD and the VA going forward. I
can’t emphasize enough how important this joint activity will be to
the veterans of the the 21st century.
The third area I want to address is the funding mismatch. Everyone in this room knows the reason for the mismatch: annual budget submissions that do not take into account the actual demand on
the system. The solution can be found in first accepting the fact
that veterans are being shortchanged. The problem can be solved
either by fixing the annual appropriations process or by enacting
mandatory funding legislation. The current system, discretionary
spending, has failed because the annual budgets understate the
true cost of fully funding the care of enrolled veterans.
But mandatory funding is not necessarily a panacea. A flawed
funding model could shortchange the system and veterans over
time. That has happened to other mandatory programs like Medicare. Whether the committee recommends to modify the current appropriations process or pass mandatory funding legislation, MOAA
supports the task force recommendation for establishment of an
outside panel of experts to estimate the annual cost of fully funding
the VA in accordance with its own access standards. A formula
that does not include a mechanism to estimate the cost for the VA
to meet its own standard of care for a routine appointment within
30 days is not, quote, ‘‘fully funding the VA.’’ That will mean hiring
enough qualified physicians, nurses, technicians and administrative capacity to assure consistent adherence to the VA standards.
The real challenge is to face the hard reality that fully funding
the VA won’t come on the cheap. What is needed is an absolute
commitment by Congress and the administration to stop playing
with the numbers and get the job done. At the end of the day,
MOAA supports any legislative solution that will provide for timely
quality access to all veterans the VA has agreed to treat.
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Thank you again, Mr. Chairman, for the opportunity to testify on
behalf of MOAA. I look forward to your questions.
The CHAIRMAN. Colonel, thank you very much.
[The prepared statement of Colonel Norton appears on p. 190.]
The CHAIRMAN. Mr. Robertson.
STATEMENT OF STEVE ROBERTSON

Mr. ROBERTSON. Thank you, Mr. Chairman. Mr. Chairman and
members of the committee, The American Legion would like to take
this opportunity to publicly thank the Commission members of the
President’s Task Force for their time, energy, and effort and
cooperation throughout this process. I would be remiss if I failed
to applaud the PTF professional staff for an exceptional performance. From the very first day, the professional staff established an
unprecedented working relationship with the entire veterans’
community.
The PTF’s challenge was very clear from the very beginning. Although VA and DOD are committed to the timely delivery of quality health care, each health care network is truly distinctive in its
leadership structure, operational mandates, information technologies, procurement systems, and are equally committed to meeting their unique missions. The American Legion strongly agrees
with the Presidential Task Force observation concerning the key
role of leadership in each agency, especially the armed services.
When the general or admiral provides guidance or marching orders, the troops tend to fall into step. Every veteran in The American Legion faced the transition challenges of putting away the uniform and reentering the civilian workforce. For some, this was relatively smooth but, unfortunately for others, their transition was
overpowering. Nearly every veterans’ and military service organization is committed to helping ensure as smooth a transition as possible. The PTF recommendations, if implemented, concerning transition should go a long way to removing certain barriers.
Speaking of barriers, The American Legion agreed with the PTF
in that many of the current barriers to collaboration are removable
with dynamic leadership from all parties concerned. The American
Legion believes that timely access to health care services and the
mismatch between demand and funding chapter is the most important issue addressed in the entire PTF report. Clearly, American
Legion strongly believes timely access to quality health care is a
moral, ethical, and legal obligation of any health care delivery system. Preventive medicine has demonstrated its lifesaving benefits,
not to mention the economic impact as well.
For years, The American Legion watched the national rationing
of VA health care through a complex and complicated maze of
rules, regulations, and policies governing who would receive health
care, in what setting, under what conditions.
The American Legion advocated a dramatic shift from the hospital-based system to a managed-care health care delivery system.
Finally, Congress stopped the madness with the enactment of the
Veterans’ Health Care Eligibility Reform Act of 1996, Public Law
104–262.
The vision called for opening enrollment in VHA to any eligible
veterans seeking access to quality health care within existing ap-
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propriations. The idea was to receive copayments and third-party
reimbursements for the treatment of nonservice-connected medical
conditions to help supplement the VA discretionary appropriations.
Unfortunately, the largest single identified health care insurance
program, Medicare, was exempt from reimbursing VA for the treatment of Medicare-eligible veterans’ nonservice-connected medical
conditions.
Although VA medical care receives discretionary appropriations,
those appropriations are offset by the amount of third-party collections Congress determined achievable. VA’s billing and collection
process has improved dramatically in recent years, however, it will
never realize its true potential until it can collect from CMS.
Medicare eligibility is not a factor in determining eligibility to
enroll in VA, Indian Health Services or DOD’s TRICARE, yet
TRICARE providers may receive Medicare reimbursements. Indian
Health Services is authorized to bill and collect from CMS for the
treatment of both Medicare-eligible and Medicaid-eligible beneficiaries. Both health care systems receive annual discretionary appropriations just like VA.
Yet, it is ironic that both DOD and IHS each had demand and
funding mismatch problems that they successfully overcame
through generating new revenue streams involving third-party reimbursements, copayments and offering a premium-based health
insurance.
DOD insists its own obligation to guaranteed health care is for
active-duty servicemembers and their eligible family members.
However, through TRICARE and TRICARE for Life, it is meeting
the current health care needs of the military beneficiary through
a combination of discretionary funding, mandatory funding, copayments and premiums.
The American Legion adamantly opposes Recommendation 5.3.
The dissenting commission members to this recommendation, the
only dissent in the entire report, offered suggestions based on allowing Priority Group 8 veterans to enroll and to receive timely access to quality health care.
Mr. Chairman and members of the committee, the vast majority
of the veterans’ population falls into Priority Group 8, yet the majority of PTF voted against providing a substantive recommendation regarding Priority Group 8 veterans’ eligibility for VA health
care. They even described the Priority Group 8 veterans as those
veterans without compensable service-connected conditions whose
incomes are above the geographically adjusted means test—as
though that makes a difference—makes them different from any
other veterans. In reality, the only difference between some Priority Group 7 veterans and Priority Group 8 veterans is their ZIP
Code.
A veteran is a veteran. There are Priority Group 1 veterans that
never left the shores of the United States, yet there were Priority
Group 8 veterans that served in the theater of operations.
Honorable military service made us veterans. It was Congress
and VA that put us into categories.
These are veterans—there are veterans of the Armed Forces
being denied enrollment and timely access to health care in the VA
Integrated Health Care System, even if they have the means to pay
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for their medical care. Somehow, The American Legion does not believe this represents the thanks of a grateful Nation.
Thank you for the opportunity to participate in this hearing. This
concludes my testimony. And I look forward to the discussions.
The CHAIRMAN. Mr. Robertson, thank you for your testimony.
[The prepared statement of Mr. Robertson, with attachments, appears on p. 194.]
The CHAIRMAN. Mr. Violante.
STATEMENT OF JOSEPH A. VIOLANTE

Mr. VIOLANTE. Mr. Chairman, members of the committee, thank
you for the opportunity to present the views of the Disabled American Veterans on the final report of the President’s Task Force to
Improve Health Care Delivery for our Nation’s veterans. As an organization of more than 1 million service-connected disabled veterans, DAV is concerned about the government’s commitment to meet
the health care needs of sick and disabled veterans through access
to timely top quality medical care.
Mr. Chairman, I am going to dispense with my written remarks.
I sat here this morning and this afternoon thinking that this is
worse than preaching to the choir. This is preaching to the preacher. You know the problems. You are fully aware of it. Your strong
leadership and strong advocacy, as well as that of ranking member
Evans and most of the members of this committee, make this part
of our job very easy because you fully appreciate the situation and
you express those concerns openly. We appreciate that candor.
We also are pleased to see that you have introduced your legislation based on one of the recommendations of this Task Force in
Chapter 5, and Mr. Evans has introduced another version, one that
was introduced by you and him last Congress. We fully look forward to debate on this issue and moving forward with the resolution of this situation. This crisis situation cannot continue to go on
much longer because service-connected disabled veterans, as well
as other sick veterans, are not getting the health care that they
have earned.
You know, we sit here today and we talk about who should be
receiving this health care and no one questions the fact that certainly service-connected disabled veterans and the poor and those
with special needs should be receiving VA health care. The question comes to the other veterans in Category 8, and I think Mr.
Robertson hit the nail on the head. There are some veterans who
never left these shores that are Priority Group 1 and others that
fought alongside with us, fought from the beaches of Normandy to
the soil of Germany without being wounded. They helped us off of
the battlefields and some of those are in Priority Group 8. The
question isn’t who we should care for now. The question is if we
limit who we care for now, will we be able as a Nation to take care
of those service-connected disabled veterans who are now fighting
in Iraq and Afghanistan and around the world in our battle against
terrorism 20, 30, 40 years from now? I don’t think we can if we
limit who we care for now.
I mean, VA has stated that if they care for only Priority Groups
1 through 6, they can sustain the system for the next 10 to 15
years. We have heard a lot about Private Jessica Lynch, 19 years
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old, who was held as a prisoner of war for several weeks and has
disabilities. Where will this system be when she needs it 35 to 40
to 50 years from now? Where will it be when some of our Vietnam
veterans need it in 20, 30 years? I think the question is let’s move
forward, let’s consider all enrolled veterans in whatever plan we
come up with; and again, I would encourage this committee to
move quickly to resolve this, because these sick and disabled veterans cannot wait much longer for a resolution of this problem.
Again, I want to thank you for your strong leadership and your
strong advocacy. I have seen a drastic change in the attitude of this
committee, and the bipartisanism that I have seen here has made
me feel good. And again, thank you all for all that you do for our
Nation’s veterans.
[The prepared statement of Mr. Violante appears on p. 257.]
The CHAIRMAN. Mr. Violante, thank you very much for those
words. And all of you for your ongoing, courageous and indefatigable advocacy for veterans. This committee and I think the whole
Congress, and by extension the American people and every veteran
are well-served by your leadership here in Washington, whether it
be the Independent Budget, or the recommendations that you made
when your commanders make their presentations every year. As
you know, sometimes everyone isn’t here to receive that testimony,
but we pull apart your recommendations and somehow one way or
the other so many of those ideas end up in legislation.
And we are grateful for those recommendations because you are
out in the field, you hear back from the veterans every day of the
week, and it is very, very helpful to us.
I do think, like you, that this blueprint provides us a catalyst for
action. It has put the imprimatur on some very serious recommendations that we will carry forward with. I share your concern that with respect to Category 8s the PTF punted. They did not
give a solid recommendation as to what to do. So, we are left to
grapple with that, and we will.
My concern is that we do get there, that is, to full funding. I do
not think anyone has the wisdom to know what is the absolute best
way to get there, but Colonel Norton, I do share your concerns
about a capitated, or at least you gave some thought to a concern
that if we go with a formula and the formula is wrong. And, again,
I put the formula in my legislation last year, 120. This year we are
looking at 130. We are not sure. We know that Medicare+Choice
had some problems with HMOs getting out of it because the rate
of reimbursement was so deficient and inadequate that they ended
up opting out of that kind of coverage. So getting it right is the key
here.
Maybe we will end up with a hybrid. But I do think the panel
gives us the flexibility. And, as we all have observed, VA, if it follows its demand model, gets it right. They basically know what is
needed. The problem is OMB. And earlier we heard what Mr. Walters had to deal with, although he did not get into great detail
when David Stockman was at the helm over there. I will never forget asking a question when I was ranking member about the loan
origination fee hike that was in one of the early budgets recommended by OMB under Stockman. They were talking about a
loan origination fee for the VA Home Loan Program that would be
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five points. I asked the Assistant Secretary when he testified, what
would that do to the program? After he gave me the official version
he said, I said in your opinion, and he said: ‘‘It would kill it.’’ We
are still dealing with that OMB mentality.
So an independent board, fully empowered, would set a mark.
And TRICARE, I think gives us at least some trailblazing hope
that they are doing it. They have a panel. They seem to be getting
it right, and, hopefully, we can do so if, again, the Congress were
to adopt that approach.
I would be interested, because your testimonies were very comprehensive, what you thought of the earlier comment about the
VSO’s hijacking the Task Force. You might want to give some feedback on that. Frankly, I find it offensive. I do believe that when
you get 15 people, and these are distinguished Americans, who
make a recommendation; 2 years of their lives and a very professional staff that has worked very hard; and they come to a resolution and get to the point where they say DOD-VA sharing is not
going to provide us the kind of resources to do the job. Our mandate really was Executive Order 13214, and sufficiently expansive.
I believe that you make recommendations where they are merited
and required. What is your sense on that kind of mentality?
Mr. ROBERTSON. Mr. Chairman, I took it as a compliment because to hijack any commission in this town would be a major coup.
I wish that Mr. Buyer had had the opportunity to attend all of the
meetings of the PTF that I had the pleasure of sitting through,
along with many of my staff. And it was a very well-discussed
issue.
I guess the most important part that I think came out of it was
until this problem is solved, the rest of it is stymied. And as I commented in my testimony, when CHAMPUS was in existence, that
was the classic example of demand exceeding resources. And you
gentlemen gave DOD the mandate to fix it. And ironically, they
fixed it by purchasing health care. Exactly what Dr. Mackay said
that you would have to do. VA would have to become a purchaser
of health care. What we are recommending is to allow the veterans,
right now that are being left out of the system, to buy their way
back in with the health care coverage that they have access to.
Generate their health care dollars back to the system.
Every month I pay Medicare benefits, and I am not 65 yet. So
I am prepaying my health care benefit. Why can’t, in God’s name,
I use it at facility that I choose to use? One that I have faith in,
one that I think provides quality care, and I hope that the system
is still around when I get there.
Mr. CULLINAN. Mr. Chairman, all I have to say it was a pretty
outrageous statement. The other thing as far as the PTF, what
happened there was evolutionary, not revolutionary. One of their
first findings was that even under ideal situations with respect to
collaboration, cooperation, efficiencies and all of that, there wasn’t
enough money to do the job. So naturally it would turn to funding.
Mr. JONES. Mr. Chairman, what I thought was most severe was
the lack of understanding as who a Priority 8 veteran might be.
There is one individual that AMVETS prays will one day be a Category 8. He is walking a dusty Iraqi street replacing a soldier who
walked that street the day before but that fellow was shot in the
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back, killed. We pray that this individual who stepped forward in
military uniform will some day be a Priority 8 veteran, and we ask
that you think about this, as I know you do. That you think about
this and recall what Abraham Lincoln once said: That a Nation
that does not honor its heroes will not long endure. We consider
these men heroes. We consider them eligible for VA under the 1996
Reform Act.
And I find troubling that we seem to overload that fact in our
discussions about the run-up in costs and the surge in demand.
Who care these people? We need to remember that these people are
the ones defending the cause of freedom.
Colonel NORTON. Mr. Chairman, last summer in the heat of the
deliberations that the task force was looking at in its public hearings, the VA was running up waiting lists of 315,000 veterans waiting 6 months to a year or longer. And the obvious conclusion that
the Task Force came to, and many of us testified before the Task
Force, was that if the VA was going to meet access standards, that
it needed to look at the fully-funded access standards that
TRICARE provided.
So before you could have any sort of meaningful sharing or collaboration, ‘‘cross-border’’ sharing, if you will, you needed to fix the
long waiting list problems, the access problems of the VA. So funding had to be fixed. That is not hijacking the system. That is recognizing a chronic problem that needed to be addressed on behalf
of America’s servicemembers and veterans. To the contrary, this
Task Force was not hijacked. They did the right thing. The report
is sound. The recommendations are strong, and we fully support
them.
Mr. FULLER. Mr. Chairman, I think this is indicative of a situation which occurs often in certain quarters. When someone jumps
up like a Jack-in-the-box and says, ‘‘VA health care is out of control.’’ We have got to do something to crank it back down again,
because there are a lot of people who really are not deserving who
are getting benefits. This is expensive, and we need to spend our
money elsewhere.
I have concern about that. I have concern about the fact that the
Congress becomes the whipping boy and this committee becomes
the whipping boy for having thrown wide the gates of VA health
care eligibility and created this monster that is going to consume
us all down the line, when we very well know that is not the case
at all. Anybody who was here in 1996 knows exactly what we were
doing with eligibility reform. We were fixing a corrupt, inequitable
eligibility system. The old system was not only bad government, it
was bad medicine. Subsequent to eligibility reform, there was a
cost analysis of how many veterans were going to come to the VA.
The analysis showed that you had a VA hospital sitting here with
its own market share and it would absorb that market share and
people were not going to come from miles and miles around.
What happened, aside from what this committee did, the VA on
its own, and with the imprimatur of the Appropriations Committee,
opened up 800 outpatient clinics. When you open up 800 McDonald’s restaurants, you are going to sell a lot more hamburgers than
you did when you only had five. And that is what created the prob-
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lem. It was not eligibility reform, it was the change in where VA
health care was provided that created the problem.
So thank you for the opportunity for letting me say that.
Mr. VIOLANTE. Mr. Chairman, while I was outraged, I certainly
wasn’t surprised with the comments made by Mr. Buyer. Certainly,
I think anyone who is willing to take their blinders off would reach
the same conclusions this Task Force reached when looking at how
to improve delivery to our Nation’s veterans, that the funding problem would just totally encompass anything else they were trying to
do.
The CHAIRMAN. Thank you all. Chairman Simmons.
Mr. SIMMONS. Briefly, we have, I think, covered most of the territory. I just wanted to note for the record that The American Legion
is doing a survey, it is called, ‘‘I Am Not a Number Survey.’’ They
are surveying veterans in different States, and I thank them for
this program. I certainly enjoyed reading what some of my veterans had to say about these services that they have received in the
State of Connecticut. I have basically two questions.
When you look at the Presidential Task Force Report and the
summary on Page 76, there is the question should Congress provide an entitlement to care for all veterans, regardless of priority,
and then Recommendation 5.1 refers to full-funding or mandatoryfunding mechanism. The summary uses a lot of the same language.
Is there anyone at the table this afternoon who believes that we
can solve these problems without mandatory or full funding or an
entitlement? Please raise your hand.
Let the record show that no hands went up.
Second question, we refer repeatedly to seamlessness. Seamless
systems. It is one of those terms that cropped up years ago, and
we just continue to be confronted with seamless transition. In this
case, from military service to veteran status. Fiscal year 2005 we
are looking for the electronic medical records system, we are looking at the DD–21 form. Is there anyone at the table who feels that
the technology of transferring records electronically from DOD to
VA is an overwhelming challenge, that it is going to take maybe
2 or 3 years? Does anyone feel that?
Mr. ROBERTSON. I am in a very unique situation, not only was
I in the active duty in the United States Air Force, but when I
went into the civilian world, I was married—I am still married, to
an officer in the United States Air Force. So, therefore, I am a dependent. When I moved to Washington, DC, I joined the Army National Guard. I have an Air Force medical record, I have a dependent medical record, a National Guard medical record, and my private health care medical record and my VA medical record. You
think you are going to have a challenge rounding up all of your
records, I would be more than happy to provide all the information
to you and have my name added to the list, because I don’t think
that I am a unique animal anymore because of the number of
Guard and Reserve people who have been called up who have
spouses that are also on active duty.
So it is a major challenge. Is it achievable? I think absolutely it
is. But I think that there is a lot of wickets that are going to have
to be orchestrated to make sure that the data is all in one location.
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Mr. SIMMONS. If it is recorded electronically, does that facilitate
or interfere with the problem of finding your records?
Mr. ROBERTSON. If it was all connected electronically, it seemed
it would be zapping it to one location, i.e. the VA.
Mr. SIMMONS. In your judgment, is that outside our capacity as
Americans?
Mr. ROBERTSON. Absolutely not, sir. It is a responsibility. It is
amazing how it all winds up at the IRS.
Mr. SIMMONS. Even the IRS destroys hard copies after 7 years,
I have learned through painful experience. I keep my copies for
over 20 years. Let me just say, Mr. Chairman, that this has been
a very useful hearing today. I have certainly learned a lot, and a
lot of the things I already know have been reinforced. But I think
that the record will show very clearly that there are a couple of
things that this committee has to do, and one of those is to get
deep into mandatory funding. And point two, get deep into IT between the DOD and the VA. Our failure to do so is simply to be
irresponsible.
The CHAIRMAN. I thank the Chairman. I think, unless you want
to add anything further, we will end the hearing.
Mr. JONES. Mr. Chairman, I would like to add one thing about
collaboration, how difficult clearly it is. You had an example a year
ago last April, where you sent a staff delegation down to Charleston, SC. They visited where there is a naval facility and a veterans
hospital facility. And your staff was engaged in a conversation—
you had this in the statement last year when you worked on your
sharing, DOD-VA—a conversation between your staff and individuals in the pharmacy at the naval facility who indicated they had
a very severe problem hiring and retaining pharmacists to get the
mailing of pharmaceuticals out to nearly 500 individuals on a daily
basis. It was brought to their attention that across the street was
a VA pharmacy mailing operations. They visited. Conversation was
held. The VA pharmacy mailing operation said this represents less
than one percent of what we do on a daily basis, and we could handle it easily. A year passed. Nothing was done. You had some conversations with those people. They do not even recall the visit.
Talk about collaboration problems. I wish you luck.
The CHAIRMAN. On that happy note, thank you so much, again,
for your great work. The hearing is adjourned.
[Whereupon, at 1:47 p.m., the committee was adjourned.]
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Statement of Chairman Chris Smith (NJ)
Hearing on the President’s Task Force on Veterans Health Care
June 17, 2003
Good morning. Today’s hearing is the second hearing on the President’s Task
Force to Improve Health Care Delivery for Our Nation’s Veterans. Two weeks ago
we received the Task Force’s Final Report from Co-Chair Dr. Gail Wilensky.
Dr. Wilensky, along with Co-Chair John Paul Hammerschmidt, and thirteen other
dedicated members of the Task Force, have produced a remarkable document, one
that I hope will serve as a blueprint for reforming the VA health care system.
Established two years ago to strengthen and expand resource sharing and collaboration between the Departments of Defense and Veterans Affairs, the Task Force
quickly found that a larger obstacle to improving VA health care needed to be resolved first.
Confirming what this Committee and others have found over recent years, the
Task Force concluded that optimal collaboration and resource sharing could NOT
occur until VA first corrected the funding mismatch between demand for health care
services and available resources.
According to the Task Force, this funding mismatch not only prevented VA and
DOD from achieving maximum efficiencies in sharing, it also threatened the quality
of care for veterans.
The Task Force unanimously recommended that changes be made to VA’s funding
system in order to achieve full funding, which the Task Force defined as providing
timely and comprehensive care to all Priority 1 through 7 veterans, within VA’s existing access standards.
It also calls on Congress and the Administration to devise an appropriate response to Priority 8 veterans who desire to use VA for their health care.
The Report identifies two examples of full funding models: one, a formula-based
mandatory funding scheme, is based upon legislation—H.R. 5250—I introduced last
year, with Rep. Lane Evans as the principal cosponsor; the other is a new approach
establishing an outside board of experts to determine funding levels, similar to what
is currently used to fund TRICARE for Life.
Yesterday, I introduced H.R. 2475, with Rep. Rob Simmons as the principal cosponsor, which would build upon this recommendation.
Let me briefly summarize our new legislation. H.R. 2475 would establish a threemember Funding Review Board to be appointed by the Secretary of Veterans Affairs
for 15-year staggered terms.
The Board would have full access to VA’s economic, actuarial and other data relevant to veterans health care funding, as well as the Office of Management and
Budget’s (OMB) economic and forecasting analysis; but would be completely independent of both OMB and the Secretary.
The Board would produce an annual budget request and a budget forecast for
amounts required to provide full health care benefits to all enrolled veterans in Priority Groups 1–7, primarily those injured or disabled while serving their nation, or
with low income levels.
The amount calculated by the Board would become the President’s budget request
submitted to Congress, while its forecast for the following year would be the basis
for planning initiatives. From that point forward, the congressional budget and appropriations process would remain unchanged.
To ensure that veterans are receiving timely care, the legislation would require
VA to meet demand within its own access standards;
if VA is unable to furnish care to veterans who need it within these reasonable timeframes, it would be obligated to contract for that care with private sector health
care providers.
In order to promote fiscal discipline within VA health care, the Board would be
required to identify areas where VA program efficiencies and savings can be
achieved, as well as consider recommendations from OMB.
While our new approach takes a different course than the legislation I introduced
last year, and which Rep. Evans has reintroduced this year, the goal remains unchanged—full funding for veterans health care.
This Committee, veterans service organizations, and now a Presidential Task
Force, have all concluded that the VA health care funding system—not VA health
care, but the funding system, is broken. We can disagree on the details over how
to fix it, but we must fix it—this Congress, this year.
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Statement of Congressman Lane Evans, Ranking Democratic Member,
Committee on Veterans Affairs
Full Committee hearing to receive the report of the President’s Task Force
to Improve Health Care Delivery for Our Nation’s Veterans, Part II
June 17,2003
Thank you, Mr. Chairman, for agreeing to this second hearing on the report of
the President’s Task Force to Improve Health Care Delivery for our Nation’s Veterans. This hearing will allow those members of the Task Force with dissenting opinions to be heard, as well as the views of veterans’ organizations and the affected
agencies.
Reiterating my statement for the June 3rd hearing, I appreciate the Task Force’s
hard work and generally accept its findings in regard to the considerable mismatch
between demands on the VA health care system and its funding and the call for
increased VA/DOD sharing. I remain concerned, however, that while the Task Force
as a whole felt—and rightfully so—that it could offer recommendations on funding
for Priority Groups 1 through 7, it also felt it necessary to abdicate responsibility
for Priority Group 8. Our witness on June 3 testified that Priority 8s were ‘‘too far
beyond the charge and expertise’’ of the Task Force. Why? And apparently I’m not
the only one asking that question. As one organization put it: the conclusions of the
report are like a long putt for par that is left hanging on the lip of the cup. I was
pleased to see that the dissenting opinions of one-third of the Task Force address
guaranteed access to VA care for this equally deserving group of veterans.
Lack of adequate resources led VA to deny enrollment to these veterans earlier
I this year—that is, deny access to medical treatment to a group that includes decorated combat veterans whose low incomes might preclude the purchase of private
insurance and whose Medicare benefits don’t transport to VA. I’m sure I’m not the
only one who finds this offensive.
It certainly is no secret to those in this room, and throughout the veterans’ community, that VA has been plagued by chronically deficient health care budgets resulting in hundreds of thousands of veterans being forced to wait for care and one
group being denied access to VA care altogether. So it came as a surprise that our
sole witness on June 3, the chairperson of the PTF, would claim that the current
funding process has yielded an adequate budget. That position is considerably out
of sync with the language of the PTF report.
VA’s budget has not kept pace with either medical costs or the needs of a dramatically increasing patient population that has risen from 2.9 million veterans in 1996
to nearly 5 million veterans expected to use VA health care services this year. As
of January 2003, more than 236,000 enrolled veterans were on wait lists of more
than 6 months for a first appointment or an initial follow-up for health care. An
unknown is how many veterans were (and are) being told they must wait to even
schedule an appointment.
Our veterans—those returning from Iraq, those who scaled the cliffs above the
beaches of Normandy, those who walked point in the jungles of Vietnam, those who
survived the brutality of Korea and other battlefields, all who honorably served—
have earned the assurance that VA, their system, will be there when they need it.
Under the current funding process, they not only are being told they’ll have to stand
in line for weeks and even months, many veterans are having the door shut in their
faces altogether. That not only is wrong, it is dangerous. What does it say to the
next generation of service personnel, and the one after that?
I want to point out that the President’s Task Force claims that mandatory funding ‘‘would most likely eliminate one of the major impediments to providing access:
unpredictable or subjectively developed budget requests.’’
I look forward to the statements of our witnesses, particularly in regard to the
need for mandatory funding of veterans’ health care, and guaranteeing access for
all veterans who have honorably served their country.
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