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HANDOFF OR FUMBLE? ARE DOD AND VA
PROVIDING SEAMLESS HEALTH CARE COVERAGE TO TRANSITIONING VETERANS?
THURSDAY, OCTOBER 16, 2003

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC
The committee met, pursuant to notice, at 10 a.m., in room 334,
Cannon House Office Building, Hon. Christopher H. Smith (chairman of the committee) presiding.
Present: Representatives Smith, Evans, Bilirakis, Buyer, Brown
of South Carolina, Snyder, Rodriquez, Michaud, Hooley, Simmons,
Brown of Florida, Strickland, Miller, Boozman, Udall, Bradley,
Davis, Ryan, and Brown-Waite.
OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. The committee will come to order. And good
morning to everybody. For many years, this committee has been
seeking
to
improve
the
procedures
which
separating
servicemembers must follow to obtain post-service benefits. Thanks
to efforts by VA and Defense officials, we have seen some notable
improvements in those years. For instance, servicemembers with
disabilities usually begin the VA benefits process before they leave
service; physical examinations are performed to meet VA requirements, sometimes even by VA doctors; a complete record allows the
VA to make a prompt initial decision concerning disability benefits,
sometimes in less than 30 days.
Similarly, the administration will testify about its recent decision
to place additional VA employees at military hospitals to help severely wounded veterans make a smoother transition to civilian
life.
I believe these efforts are both commendable and necessary, but
they do not go far enough. This is at least the sixth time since January of 2002 that this committee has called on administration officials to address administrative obstacles which confront persons
leaving military service with health concerns. Each time, we learn
of new efforts being made to overcome problems and address issues
identified by physicians and caregivers.
However, in the end, veterans and their families do not care
about policy manuals and regulations. What they want to know is
whether there is a compassionate person available to help them, to
assist them, who understands their particular pain and who has
the resources to make sure their care is first rate.
(1)
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Not all of the problems we will hear about today are new. Some
of them take more time to solve than others. I want to be clear that
by holding these hearings, we do not intend to question the dedication of caregivers on the front lines who are striving to daily to
heal and console individuals who have been harmed defending our
Nation. However, important decisions which could lead to more
consistent and compassionate treatment and less bureaucracy and
confusion continue to be deferred. Policies intended to make the
health care handoff simpler are ignored by those who have been instructed to implement them.
For example, a recently completed Presidential task force recommended that the President direct the Department of Health and
Human Services to declare the two departments to be a single
health care system for purposes of privacy regulations. Failure to
take this one step forces both departments to use cumbersome and
inefficient mechanisms which directly impede the delivery of seamless health care.
Another example is the congressional mandate adopted in 1997
requiring the military services to document a servicemember’s
health before and after deployments. There is also unanimous
agreement that this policy will improve the delivery of health care
to servicemembers during and after service. However, GAO will
testify that this mandate has been ignored in many instances and
undermined in important respects. Battlefield treatment records,
immunization records and mandatory health questionnaires, for example, are missing or nonexistent. Moreover, even when these
records exist, some of them cannot be shared with VA after the
servicemember becomes a veteran.
There are other examples. A shared electronic medical record is
both vitally needed and feasible, but bickering and heedless administrators have delayed its deployment. Incentives for collaboration
between the two departments, I am sad to say, is lacking, despite
a congressional directive to establish them. Budget makers have
not requested and Congress often belatedly supplies the necessary
funding to care for an increasing workload at the VA treatment
facilities.
Let me just say that I want to commend all of the witnesses who
have prepared testimony for the committee for all of us to hear this
morning. In particular, I want to thank each of the individuals who
will appeal before us today who will relate how they or their family
fared in making the transition from active service to civilian life.
We understand and appreciate that they may never have testified
before a congressional hearing, so the careful thought and detailed
experiences reflected in their testimony is of enormous importance
and assistance to this committee and by extension to the Congress.
Taken together, their testimony gives an indication of the serious
challenges which hundreds of thousands of separating
servicemembers have faced in the last 10 years. They also demonstrate what is possible when a government is focussed and dedicated to understanding and addressing these challenges. Regrettably, they also tell us how much more can and must be done.
A recent memorandum issued by two of the VA’s Under Secretaries, Dr. Roswell and Admiral Cooper, said, and I quote: Our Na-
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tion’s newest veterans deserve to receive hassle-free services from
the VA.
This is an admirable goal; let’s figure out how to make that a
reality.
[The prepared statement of Chairman Smith appears on p. 137.]
The CHAIRMAN. I would like to yield to the vice chairman, and
I will delay an opening for my good friend and colleague, Mr.
Evans, and ask if the vice chairman, Mr. Bilirakis, would like to
make an opening statement.
OPENING STATEMENT OF HON. MICHAEL BILIRAKIS

Mr. BILIRAKIS. Mr. Chairman, I thank you on behalf of all of us
for holding this hearing. And I have a statement that I would like
to put in the record. Very briefly, I would just like to say the transition from military to veteran status—from the top status to my
way of thinking in our everyday life, which is the military, to the
next top which is the veteran, and yet it is sometimes very difficult.
Obviously, I have gone through it. So many of us have. Going from
a lack of freedom, if you will, all of the sudden to freedom.
So it is important that we have an oversight here and it is important, I think, for the Veterans’ Administration to be aware of any
of the problems that seem to be developing. They should be aware
to prevent them from developing in the first place. But God knows
if they feel they do not have the resources to keep these things
from happening, then they should be contacting us to try to help
them get the resources they need. Because there is no excuse for
not being available and doing a better job insofar as that transition
is concerned. Thank you very much, Mr. Chairman.
[The prepared statement of Congressman Bilirakis appears on p.
138.]
The CHAIRMAN. Thank you. Mr. Michaud.
OPENING STATEMENT OF HON. MICHAEL H. MICHAUD

Mr. MICHAUD. Thank you, Mr. Chairman. I want to thank you,
Mr. Chairman, and Ranking Member Evans for holding this hearing. I don’t think that it could be any timelier. We have significant
forces committed overseas and we will need this assistance when
they return. I look forward to hearing from each of our witnesses
today on the successes and failures of our transition assistance. It
is so important that we provide our military personnel with a
seamless transition to life as veterans so that we may provide the
care when they do return back home in the United States. So I am
looking forward to hearing your testimony. Thank you, Mr.
Chairman.
The CHAIRMAN. Chairman Buyer.
OPENING STATEMENT OF HON. STEVE BUYER, CHAIRMAN,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS,
COMMITTEE ON VETERANS’ AFFAIRS

Mr. BUYER. Thank you, Mr. Chairman. This hearing provides us
a better opportunity to evaluate whether or not DOD and VA are
providing servicemembers with the proper health care as required,
as well as access to important benefits when they return home
from military service.
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As Chairman Smith stated eloquently, the delivery of health care
and other benefits has gotten better, but there is tremendous room
for improvement. As we will hear today, too many veterans have
received less than stellar treatment on their return home. I do not
mean to sound cynical, but we have been down this road many
times before. Ever since the Persian Gulf War, DOD and VA have
talked about providing a seamless transition for our returning
troops, yet after reading the GAO’s testimony for today’s hearing,
it appears that we still have not gotten it right.
On July 8, 2003, the VA Subcommittee on Oversight and Investigations held a hearing to learn that Public Law 105–85 had not
been implemented as stated in the statute. I wanted to find out if
pre-and post-deployment medical examinations were now being
conducted. We learned during the hearing that semantics played a
major role in how the question was answered. DOD interpreted the
actual writing—it is one thing when those of us as legislators write
the law. When you take a pen and write on paper that you want
physical exams to be done, and DOD then redefines ‘‘physical
exams’’ only for the narrowly drawn purpose of providing these
health assessments and screenings, is how they have defined them.
Nowhere else in our health professions in our own country does
anyone define a physical exam as a health assessment or a screening, except DOD.
It is stressful for legislators, if we are actually to draft statutes
and use words from whom we know—have the common definition,
but then someone else wants to participate in verbicide and destroy
the meaning of words to interpret them for their own legitimate
means.
Today, both the VA, and DOD have a golden opportunity to set
the record straight. I would like to thank all the witnesses for
being here today, and in particular, the brave servicemembers who
will tell their personal stories. You will find their stories compelling and at times upsetting as they talk about their experiences
and the traumas they incurred on and off the battlefield. We thank
them for service to their country. And I also want to take the opportunity to thank Senior Master Sergeant Robert Halcomb of the
181st Fighter Wing from Indiana. I am proud to say that your service was well done. Not only yours, but the men and women who
served along with you. And welcome home. I yield back.
The CHAIRMAN. Thank you.
Mr. EVANS. I would ask permission to enter my statement in the
record.
[The prepared statement of Congressman Evans appears on p.
138.]
The CHAIRMAN. Without objection. Dr. Snyder.
Mr. SNYDER. I do not have a statement at this time. Thank you.
The CHAIRMAN. The Chair recognizes Chairman Brown.
OPENING STATEMENT OF HON. HENRY E. BROWN, CHAIRMAN,
SUBCOMMITTEE ON BENEFITS, COMMITTEE ON VETERANS’
AFFAIRS

Mr. BROWN of South Carolina. Thank you, Mr. Chairman. I
thank you and Mr. Evans for holding this morning’s hearing on
providing seamless health care coverage to transitioning veterans
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with respect to disability compensation, vocational rehabilitation
and long-term sustained employment. This is vital to a successful
transition.
With us in the audience is Mr. Christopher Reid, an inspiring
Veterans Benefits Administration employee who personifies VA’s
mission. Mr. Reid served with distinction in the U.S. Army from
1989 to 1994. He was honorably discharged after being seriously
injured while serving in Mogadishu, Somalia. Since April 2003, Mr.
Reid has been the face of VA at Walter Reed Army Medical Center
where he assists servicemembers injured in Operation Enduring
Freedom and Operation Iraqi Freedom.
Mr. Reid provides benefits information, takes claims and manages individual cases. But he actually does more than that. Mr.
Reid is an outstanding personal example of how our
servicemembers, with help from dedicated VA and Department of
Defense professionals, can overcome obstacles of severe injuries incurred in selfless service to our Nation.
Mr. Reid, we appreciate you and could I ask you to stand, please?
(Applause.)
Mr. BROWN of South Carolina. I would also like to take a moment and congratulate the Secretary of Veterans Affairs, Anthony
Principi, and Under Secretary for Benefits, Daniel Cooper, for making good on the President’s pledge of reducing the backlog of compensation claims. The inventory dropped from a high of 432,000 to
253,000, a 41 percent reduction. It is also worth noting that the average wait time for a new claim has been drastically reduced. The
folks who we are discussing today will be waiting a shorter period
of time than those of a few years ago. Thank you, Mr. Chairman.
I yield back the balance of my time.
[The prepared statement of Congressman Brown of South Carolina appears on p. 139.]
The CHAIRMAN. The Chair recognizes the gentlewoman from
California, Mrs. Davis.
OPENING STATEMENT OF HON. SUSAN A. DAVIS

Mrs. DAVIS. Thank you, Mr. Chairman. I want to thank those of
you who are here today who will share your stories with us because
that is very, very important, I think, so that we do a lot of waving
the flag. But those of you who salute the flag know that you need
more than good words from us. And I think that we need to act
on what you tell us.
One of the things when I first came into Congress, I heard from
so many of people in my community of San Diego. We do not always hear the good stories, but people do come forward when they
have difficulties that they have endured. And I think that this
transition period for many is not a good experience. And so I appreciate the fact that those of you who are feeling free can be comfortable to share that. We also want to know when we have done
the right thing. But we need to make sure that more of those opportunities are available to our servicemen and women. Thank you
very much for being here.
The CHAIRMAN. The Chair recognizes the distinguished Chairman, Mr. Simmons of the Health Committee.
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OPENING STATEMENT OF HON. ROB SIMMONS, CHAIRMAN,
SUBCOMMITTEE ON HEALTH, COMMITTEE ON VETERANS’
AFFAIRS

Mr. SIMMONS. Thank you, Mr. Chairman. And thank you to our
witnesses for your service. And I include Mrs. Stiffler for her service. Being the mom of a serviceman and woman is not easy, so I
thank you for what you do.
I am a Vietnam veteran, and serving in that conflict was no fun.
But I will also tell you that coming home was no fun either. When
I went over in 1967 there appeared to be support for the war.
When I came back at the end of 1968, that support had evaporated.
As a consequence of that, the U.S. Army had a policy that when
you mustered out at the Oakland Army Base in California, you
were required to change into civilian clothes to go home so you
wouldn’t get into trouble.
Nor did you have a medical exam. You were simply asked how
you felt and they would review your medical records and off you
went.
So based on that experience, I feel that it is critically important
that our military services have a policy that deals specifically with
how we deal with returning military members. And that we need
a plan to implement that policy and we need oversight of that plan,
which I believe is something that this committee and perhaps the
Armed Services Committee as well on which I serve, can do.
I think homecoming is a critically important part of military
service and we cannot simply leave it to chance. So I thank the
chairman for holding this hearing today. I thank the members for
attending. And I very much thank those who will be testifying on
this very important issue. And I yield back.
The CHAIRMAN. The Chair recognitions Mr. Strickland.
Mr. STRICKLAND. No statement, Mr. Chairman, I am anxious
hear what the witnesses have to say to us. Thank you.
The CHAIRMAN. Ms. Brown-Waite.
OPENING STATEMENT OF HON. GINNY BROWN-WAITE

Ms. BROWN-WAITE. Thank you, Mr. Chairman. Many of us on
this committee have visited Walter Reed and also Bethesda. And
when you see the young men and women there who were receiving
medical care, you realize the absolute need for good planning so
that there is a seamless health care coverage as they transition
from active members of the military to veterans. And making sure
that that happens is something that I know that the Chairman of
this committee is very, very committed to, as are all the members.
And I just wanted to thank you all for being here today. And although all of the seats are not filled, many of the people are at
other committee meetings being held simultaneously. There is not
a lack of interest, but I know myself I have two other committee
hearings that I will be heading in and out of, but I know that every
member of this committee is very committed to assisting the chairman in making sure that there is a seamless health care system
out there. Thank you for being here.
The CHAIRMAN. Mr. Miller.
Mr. MILLER. No statement.
The CHAIRMAN. Mr. Evans.
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Mr. EVANS. Mr. Chairman, I want to take this opportunity to
commend three gentlemen who have joined us today. Their actions
exemplify selfless service: Jim Mayer, Fred Downs and Chris Reid
are VA employees and severely disabled veterans who devote their
on-the-clock time and off-duty time to help veterans with their disabilities, visiting them at their bedside, counseling them, and simply being friends to them. These gentlemen, and the family members on our first panel, deserve our applause and highest accolades.
Mr. Chairman, I yield back. (Applause.)
The CHAIRMAN. Thank you.
Let me introduce our first panel of witnesses. Mrs. Arvilla
Stiffler is the Program Director for Trauma, Trauma Outreach, and
Safe Communities at the University of North Carolina Health Care
System in Chapel Hill, NC. She also serves on the faculty as a clinical instructor in the Department of Surgery at the University of
North Carolina. She is also a Captain in the U.S. Army Reserves
and received the Army commendation medals in 1999 and 2000.
Today she will testify as the mother of a former Army Private
First Class Jason Stiffler, who served this Nation in Operation Enduring Freedom until becoming seriously injured in an accident in
Afghanistan.
We will then hear from Colonel Robert Frame, the senior dentist
in charge of the VA dental corps for the Department of Veterans
Affairs. In this position, he is responsible for policy development
and guidance for the Department of Veterans Affairs National Dentistry Program, which serves approximately 340,000 patients
annually.
Colonel Frame is a graduate of the U.S. Army Command and
general staff college and an active member of the U.S. Army Reserve. He is currently a member of the 352nd Civil Affairs Command, and serves as chief of the public health team. Most recently,
he served in Operation Iraqi Freedom as chief of the public health
team tasked with standing up the Iraqi ministry of health. He and
his team were extremely successful in accomplishing the mission,
but on April 27, 2003, Colonel Frame was seriously wounded by
enemy action in an ambush in Baghdad. He received the Purple
Heart for wounds received from hostile enemy action.
We will then hear from Nelson Villegas, a retired U.S. Army sergeant, who served our Nation for over 17 years, 10 of which were
on active duty. Some of his occupations included combat medic,
pharmacy technician and respiratory technician. He was awarded
the expert field medical badge, airborne paratrooper badge, and instructor special skill identifier. He was also activated during Desert
Storm.
On May 3, 2003, Nelson Villegas was medically evacuated from
Germany to Walter Reed Army Medical Center for further management of a life-threatening condition. As a result, Mr. Villegas underwent a bilateral below-the-knee amputation on May 10, 2003.
Since his retirement he has recovered remarkably and was discharged from the hospital 2 months after his admission. Currently,
he is undergoing rehabilitation as an outpatient with the primary
goal to return to his favorite sport of backpacking.
He was admitted to the University of Maryland where he is planning to further his education and receive a degree in information

8
systems management. His long-term goal is to become a systems
analyst and serve as a role model to other disabled veterans. Even
while continuing his own rehabilitation, Mr. Villegas continues to
encourage and inspire fellow disabled soldiers.
We will then hear from Senior Master Sergeant Robbin Halcomb,
who is the chief of management and systems for the 181st Logistics
Readiness Squadron for the Air National Guard in Terre Haute, Indiana. He is responsible for providing training resources and systems required to support the efficient and effective operation of the
logistics readiness squadron.
He has been a member of the Air National Guard for 29 years
and works in the logistics field. On January 29, 2003, Sergeant
Halcomb was called up to active duty and sent to Turkey to provide
combat support in an operation referred to as Operation Northern
Watch. It was while in Turkey that Sergeant Halcomb seriously injured his right arm in an accident, resulting in numerous treatments and surgeries. He was released from active duty in June and
will share his experiences both before and after his release from active duty.
STATEMENTS OF ARVILLA STIFFLER, MOTHER OF JASON
STIFFLER, U.S. ARMY VETERAN; COL. ROBERT T. FRAME,
D.D.S., U.S. ARMY RESERVE; NELSON VILLEGAS, U.S. ARMY
VETERAN; AND SENIOR MASTER SERGEANT ROBBIN
HALCOMB, AIR NATIONAL GUARD

The CHAIRMAN. If you could begin, we would appreciate it.
STATEMENT OF ARVILLA STIFFLER

Mrs. STIFFLER. I would like to thank this committee for giving
me the opportunity to speak. I submitted a very lengthy statement
surrounding by son’s hospital course and treatment, and today I
will focus on the concerns and issues I feel contributed to the disruption in benefits, income, and care within the military and VA
systems.
I do want to take this opportunity to thank my colleagues who
rendered care to my son. They saved his life, and for this I am eternally grateful. Jason was injured in April of 2002 while on duty in
Afghanistan. His diagnoses included a spinal cord injury with significant motor and sensory deficits, closed head injury with two
subgaleal hematomas with memory loss, poor retention capability
and post traumatic stress.
The health care workers who cared for Jason in the field in Afghanistan, in Germany, at Walter Reed and the VA hospitals are
all dedicated staff. It is not the employees that make this process
fail, it is the process itself.
The lack of integration of two very important establishments
from the beginning of a soldier’s hospital course must be changed.
With respect to the the Army Medical Review Board, Jason received a 40 percent disability rating for his spinal cord injury. No
rating for his head injury or constant pain, nor for the problems
he was having mentally even though he had strong evidence in a
report performed by a neuropsychologist, which indicated concern
over his cognitive status prior to the board meeting.
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I was disappointed and even more deflated to know that the
medical board convened without a family member present, with
this only to happen a second time when Jason signed a waiver to
accept the VA benefits in lieu of military pay. In October of 2002,
he was released with the understanding that the VA hospital
would contact him. By November and with Jason’s condition declining, I encouraged him to seek out emergency room treatment at the
VA in Ft. Wayne, Indiana. The faculty at the hospital indicated
they did not know about his case and no one from Walter Reed had
ever contacted them. At the same time, his pay had been cut in
half to $700 a month. He was unable to work. He tried, but collapsed several times.
His family had increasing financial problems. Their car was repossessed. They began to receive food stamps and lived in a trailer
that was not accessible for a wheelchair until the owner himself,
built a ramp.
After the first of the year, the VA medical center began the process to increase his rating, which could take up to 18 months. Jason’s strength in his legs declined awaiting physical therapy from
3 plus to 11⁄2. His appointments were sometimes canceled due to
VA case overload, while others were canceled because they had no
money or a car for the long drive.
As a Captain in the U.S. Army Reserves and after witnessing my
son’s journey, I feel, if recruiters would inform new recruits the
consequences of becoming injured, may include, the expectation to
become frustrated with a system that leaves you living below the
poverty line, forces you on food stamps and into a welfare system,
and lastly, will make you wait long periods of time to receive medical care, I ask you: Would you sign up?
As a health care professional, I can say I understand the lack of
and the declining resources the VA system has with respect to
nurses and physicians. The final burdens placed on health care systems in America is underscored only by the continual dilemma between an increasing patient population and a diminishing capability to serve their needs adequately. The problems I can clearly
identify include the lack of an integrated system. Patients are and
will continue to suffer. The lack of discharge planning. A soldier at
a minimum deserves a care coordinator who can assist to educate
the families, assure upon discharge the soldier has confirmed appointments, given full care instruction, and include a discussion on
an assignment to a temporary disability retirement list and facilitate a smooth transition from the military into the VA system. This
piece was lacking in all phases of his hospitalization.
As a health care professional, it is not responsible practice for patients who are on narcotics to legally sign papers, especially if they
are diagnosed with a head injury. Waiting significant periods of
time for medical care should not be an option.
My proposed recommendations are: Improved discharge planning, increase the number of health care professionals available to
care for our veteran population, increase the support capabilities to
assure soldiers who live miles from a VA Hospital can receive care
locally, timeliness of care should be a priority, decrease the time it
takes to increase a disability rating and give financial support to
the VA Hospitals. The integration of these two systems is crucial
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in eliminating many of the discrepancies and miscommunications
currently being experienced by our soldiers today.
In closing, I truly hope that this committee understands the
value of the commitment that my son and others gave. We owe it
to the soldiers still in battle and those who return every day to
make a concerted effort never to let another soldier who was injured, receive a second insult, because they felt abandoned by their
country. I thank this committee for the honor of expressing my
opinion and I thank you.
The CHAIRMAN. Thank you very much for your testimony and we
will go to questions when all of our witnesses have concluded.
[The prepared statement of Mrs. Stiffler appears on p. 141.]
The CHAIRMAN. I would like to ask Colonel Frame if you would
proceed.
STATEMENT OF COL. ROBERT FRAME

Col. FRAME. Good morning, Mr. Chairman, honorable members of
this committee, I am Dr. Robert Frame, Reserve Officer with the
352nd Civil Affairs Command, and also Assistant Under Secretary
of Health for Dentistry for the VA. I have been on active duty since
October of 2001 serving in Pakistan, Afghanistan, and then had a
short break and returned to the States and remobilized for Iraq. I
am most proud of the ability to serve my country in both positions.
The comments I wish to offer today are my own and do not represent either organization that I belong to. Let me make that clear
to the committee.
As an injured soldier with injuries that have left me with a disability—I have lost the use of a left hand and part of the use of
my left arm. My clinical profession, I am a maxillofacial prosthodontist, a dentist, so I cannot practice my clinical skills again. So
I think about the continuity of care available to me and my fellow
soldiers as we share experiences at Walter Reed and throughout
this process.
I have given a lot of thought of the transition away from the
safety of the military care that I am receiving and my colleagues
are receiving. On April 27th, my public health team was on the
way to a ministry of public health. We were ambushed by five individuals on the high ground in the center of Baghdad. My left arm
was basically blown off. I tied it to my gas mask and continued to
fight for about 20 minutes and we were able to escape. All five
members of my team were injured all five got out alive and are
back to productive life.
I would like to note that within 90 minutes of being shot, I received a plastic shunt that rehabilitated the vascular system in my
left arm and returned circulation to the arm. This forward surgical
team did this and that is the reason I still have my arm. The army
system at this level is outstanding. I was immediately medivacced
to a combat support hospital. And within several hours, I had fixation of the arm and then a vascular graft was placed from a vein
removed from my leg and continued restoration of vascular support. By May 22, I was at Walter Reed Medical Center in intensive
care and I spent the next 60-plus days in a bed at Walter Reed receiving outstanding care.
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Certainly, some of the comments that one of my colleagues’
mother has made is very important to listen to. And I think if I
were to focus on one of them, it is that it is not the individuals providing care, as all organizations we have systems issues to fix. And
I am comfort that both—can have the that both organizations are
working on them and it is something to know and important to
note. The individual care that and I my colleagues received on the
ward as we shared—and Nelson being one of them. We spent some
time together on the ward—I would rate as outstanding.
As far as the commitment and as far as the quality of care. From
the perspective of a patient with future needs for specialized care,
I would like to offer two areas: I am aware that—my comments I
think would reflect the feelings of many of the men and women
that I have met over the last several month since I have been
recuperating at Walter Reed Medical Center and we have shared
a lot of these ideas. So I think the main thing is that we would
like to feel assured that there is a seamless transition between
DOD and VA care, uninterrupted and that quality of life for us and
our families is impacted in as positive as way as can be possible.
In this situation, one still has to seek out the positive sides.
I am aware because of my position in both organizations that
both DOD and VA have been working extensively to assure this
transition for quite a while. I have worked personally with Dr.
Roswell for many years and than he is a formidable advocate for
veterans and I am sure he will address this. There are two areas
that I would like to comment on. One of them is the issue of the
flow of information. Patient information from the ground level all
the way through the system is essential. It is something that in my
previous position in the VA we worked at, and we do have success
stories to tell.
VA does have a dental electronic record that includes imaging capabilities and speaks to 209 clinics and we issue working with
DOD to make that linkage as well. There are areas that I assure
you is happening.
This flow of information is essential. At each stop, clinicians use
this information starting out on the grounds when I was
medivacced as a paper piece of information that came with me and
moved along my travels. It tells the story and this is the information that will pass on to the VA for benefits disability ratings and
continuing care. And if this record is not complete, then it will not
help any of us. Neither clinician nor the patient.
The purpose of this en route care in the army process is to ensure that the same high standards of care are provided from the
point of injury forward. Accurate and complete patient information
is essential at every juncture of this process, and once at a fixed
facility, these data should go into the electronic record and at that
point, accurate documentation is critical, and we have commented
that we would like to see the ability of those data to flow electronically, DOD and VA, as a critical factor. This seamless movement
of patient medical information would give us a great deal of comfort and security and from the clinicians, I know that a great deal
of security.
The second item, very quickly, is the question that arises continuously about VA’s future capacity and the commitment of our
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government to maintain that organization as a standing organization. It is important because of the uniqueness of veterans. The
men and women that I’ve spoken to throughout these last several
months always ask will the VA have the skills, will they have the
staff, and will they have the ability for our health care needs over
time, because as we age, those needs do become more complicated.
I’m 55. Most of my colleagues are in their 20s. I can tell you
there is a significant difference. Many also ask if the VA will be
around to care for us, and family members that I’ve spoken with
are fearful of not being able to properly care for their loved ones
without the support of such an organization. And my personal belief is that there is no other organization that can touch the
uniquenesses of what veterans feel, not only physically from a
health standpoint but emotionally. It is a support system.
In closing, the transition from VA to DOD care is extremely important to numerous soldiers, to the veterans, and to their families
who do not have many times the recourses for this unique and very
needed care if the VA did not exist.
In addition to the unique care, VA also provides an environment
in an atmosphere of security and familiarity for veterans, and for
those of you that have been in combat, I think that will follow us
for a long time.
VA also has provided a center of gravity and balance. Very important to us. As unique members of society and certainly not—I
think at least myself—not expecting special attention from other
parts of my society I hope to return to be a productive member and
pay my dues and be evaluated at the same standard as everybody
else. However, to have a center of balance for us during the times
that we need the special care, is extremely important. I can’t emphasize that enough.
VA does have a number of centers of excellence, and if there
were one issue that I would comment in closing is the fact that it’s
not only the center of excellences like spinal-cord injury, like prosthetics, and rehab, like mental health, dentistry, audiology, podiatry, speech pathology, but it’s the ability to have a clinical service
that brings it all together. One-stop shopping would be a slang
word that would describe what most of us would like to see, at
least, have be available to us.
I appreciate the opportunity to share these thoughts and feelings,
and I know that these are shared by many of the men and women
that have served their country and given their all to the service of
this great country. We still are the best country in—coming from
somebody that’s traveled a lot of the world through my years in the
Army—and this is part of it.
In Bosnia—in closing—we worked with the Bosnian government
to try to help them form a veterans’ service organization system to
take care of veterans, because they recognize that importance, even
with their fragmentation. So I appreciate the opportunity to comment. Thank you.
[The prepared statement of Dr. Frame appears on p. 149.]
The CHAIRMAN. Dr. Frame, thank you very much for your
testimony.
And Mr. Villegas, if you would proceed.

13
STATEMENT OF NELSON J. VILLEGAS

Mr. VILLEGAS. Good morning, Mr. Chairman, Ranking Member,
and distinguished members of the committee. First of all, I would
like to take the opportunity to express my sincere appreciation for
allowing me the honor to appear before you today. I would like to
praise the committee members for conducting an oversight hearing
on such a significant issue.
My name is Nelson Juan Villegas, U.S. Army, sergeant retired.
And it is, indeed, a privilege for me to share my experience as I
transition from the Department of Defense to the Department of
Veterans Affairs Health Care Services. As I look back, I ask myself
the following question. Was I provided with seamless health care
coverage during my transition? The answer is absolutely.
On May 3rd, 2003, I was medically evacuated from Germany to
Walter Reed Army Medical Center for further management of severe rhabdomyolysis and lactic acidosis with subsequent compartment syndrome. Furthermore, my hospital course was complicated
by blood loss, renal and respiratory failure. As a result, I underwent a bilateral below-the-knee amputation just before Mother’s
Day.
My prognosis was tenuous at best and expected to expire within
72 hours. An expeditious medical retirement took place based on
death being imminent. This would secure my retired status and
greater benefits for the next of kin. Therefore, I was medically retired from active duty on May 7th. I gained consciousness a week
later and suddenly became aware of my condition.
My new status as a retired—excuse me—as a retiree presented
me with unthinkable personal challenges that needed to me met.
These include pay issues, living arrangements, property management, and transportation.
The procurement of durable medical equipment and prosthetic
care was also of great concern. All of these obstacles were surpassed thanks to the coordinating efforts between the Department
of Defense and the Department of Veterans Affairs staff.
Currently, I receive care interchangeably from both departments
without any complications. All of my physical rehabilitation, prosthetic fittings, and medical follow ups take place at Walter Reed
Army Medical Center. I seek dental care, driving rehabilitation,
and the acquisition of medical equipment from the Department of
Veterans Affairs.
I have scheduled several appointments with both institutions and
have been seen shortly after. Also, medical equipment order has arrived at reasonable time. Evidently, an aggressive effort has been
made on their part in order to provide me with the best care possible. The high level of concern expressed by both hospitals regarding my disability bears witness to their joint commitment to care
for veterans just like myself.
Furthermore, to my relief, the existence of the Foreign Medical
Program has reassured me that the future care of conditions related to my disability will be properly covered overseas. Also, the Vocational Rehabilitation Program has made possible for me to continue pursuing my educational and employment goals. Also, disability compensation payments provide me with means of subsistence otherwise unable to attain.
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Whether I was an active-duty soldier or retiree, either an outpatient or inpatient, the continuum of care that I received at both
hospitals has been nothing other than excellent. I have been treated with the utmost professionalism and respect. Therefore, my
transition before and after my medical discharge was completely
seamless and transparent regardless of my unique situation.
In closing, I would like to thank the Committee of Veterans’ Affairs for granting me the opportunity to share my testimony before
such an honorable group of our society.
[The prepared statement of Mr. Villegas appears on p. 151.]
The CHAIRMAN. Thank you very much, Mr. Villegas.
I’d like to now ask Mr. Halcomb if he would proceed.
STATEMENT OF SENIOR MASTER SERGEANT ROBBIN D.
HALCOMB

Sgt. HALCOMB. Good morning, Mr. Chairman. Ladies and gentleman. My name is Robbin Halcomb, and I’m a Senior Master Sergeant with the Indiana Air National Guard, the 181st Fighter
Wing in Terre Haute, Indiana, and I’ve been in the Air Force National Guard for almost 29 years.
During that time I’ve deployed to Italy, Norway, Germany, Macedonia, Bahrain, Guatemala, and most recently to Turkey, participating in Operation Northern Watch, Operation Noble Eagle, and
Operation Enduring Freedom. I would like to thank you for the opportunity to tell my story and the story of thousands just like me
who have had the greatest honor to serve in the armed forces of
this great Nation as a member of the reserve component.
On March 8th, 2003, I was injured while stationed at Incirlik Air
Force Base, Turkey. I had 7 hours of surgery to repair a shattered
elbow. After 3 days in the hospital, I was released and continued
by duties with the 39th Air Expeditionary Wing.
After returning home the 22nd of April, I made an appointment
to see my family physician for follow-up treatment, as I’ve been
told to do so as I need to correct the range of motion in my right
arm that I’d lost because of the injury. Because of the extent of my
injury, the Commander of the 181st Medical Group, Col. John P.
McGoff, requested that I remain on active duty. The National
Guard Bureau denied that request, along with several others from
our unit. I was released from active duty on the 15th of June 2003.
On the 16th of June of this year, I applied for veterans’ benefits
at my local courthouse. The first words spoken to me ‘‘You’re in the
Guard. What makes you eligible?’’ I promptly showed him my DD
214, and their attitude immediately changed to a more professional
one.
I was told that the process would take up to 9 months before a
final review of my case would be determined. I received notification
about the 15th of July to report to the Roudebush VA Medical Center in Indianapolis for a medical appointment on the 16th of August for testing and evaluation. I am sill awaiting word of that approval. The medical evaluation at the Veterans Hospital in Indianapolis was the very best treatment I’ve received in any medical
facility.
I have been around for many years and have many good friends
retire from active duty, and they were the ones who advised me
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about the possible benefits to which I may be entitled. The problem
is I would never have any idea, even after 29 years, that I could
apply for veterans’ medical benefits had they not told me, you
know, being on active duty and still in the Guard.
I still have pins and wires in my right arm that need to be removed, but who is going to pay for those medical follow-up treatments now that I’m off active duty. Will my own personal Blue
Cross/Blue Shield pay for it since I was on active duty when injured? They have in the past been paying for some of my stuff. Will
the VA cover the cost of my medical claim as approved? Or will
TRICARE pay for it because of the line-of-duty determination that
was accomplished? These questions remained unanswered until
September.
I am personally saddened by the fact that several Guardsmen
from my unit, who have been injured on active duty, have been discharged or some are even pending discharge right now and some
have lost their full-time jobs, because they were unable to perform
their duties due to the injuries that occurred to them while on active duty.
Six members of the 181st Fighter Wing requested to stay on active duty, pending medical recovery, and they were denied that entitlement. This type of action in the Guard is known as Operation
Deny Entitlement.
Federal agencies also need to be made aware of who and what
is a veteran. It shouldn’t matter if the veteran holding the DD 214
is a Guardsman or a Reservist. And I’m not here to whine nor complain about the medical treatment that I received while on active
duty or any other place. The medical care given to all of us has
been second to none.
I’m here today because there’s a disconnect between what happens to an active-duty member when they are injured or retire and
what happens to a member of the reserve component when the
same thing happens. It seems like there’s no equity, and you can
ask T. Sgt. James Wilson, M. Sgt. Dave Roberts, or T. Sgt. Marty
Lathrop. I had an opportunity to take care of some his problems
yesterday with the Congressman. All of these men have legitimate
military-related injuries, and to me, all of them have been denied
equity.
When a member of the active-duty force retires, they’re afforded
an opportunity to attend a retirement school. Then 60 to 90 days
prior to their discharge he or she was given a physical. There’s always a VA representative there to take their claim and process it
if they so desire.
The members of the reserve component are not afforded the same
opportunity, and many go throughout retirement years without
ever knowing about or applying for veterans’ benefits that they
have earned. We also need to receive a retirement physical and retirement counseling.
I have worked side by side with my active-duty counterparts
every day, and have done so for almost three decades. There are
thousands more just like me, and I’m very proud to serve with
them all.
Only they do not know about what benefits they may be entitled.
There needs to be an equitable process so when you return from
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defending our Nation’s freedom on active duty you, as a Guardsman or a woman, have the opportunity to seek VA benefits without
trying to track down what their benefits are on your own. I cannot
stress enough that need for equity.
We need the awareness for our veterans’ rights while we serve
and when we retire, but, most of all, we need equity with our active-duty counterparts.
Thank you for your time and your service to this committee.
[The prepared statement of Sergeant Halcomb appears on p.
154.]
The CHAIRMAN. Thank you very much, Sergeant, for that testimony, and, you know, your words concerning the disparate treatment between Guard and Reserve and the active force needs to be
taken very seriously. We have a total-force concept. We know that
especially with the deployment now to Iraq that our military could
not be sustained; our projection of power and force could not be
sustained without the integration of the two, and it seems to me
that you’ve made a very strong statement concerning the importance that the treatment during and afterwards be equal. And the
word equal seems not to have been followed with regards to yourself and some of your friends.
So I thank you for bringing that to our attention, and I hope that
it’s taken back, as well, by our friends—the good people at DOD
and VA who are here and who we will in follow up to this hearing
be pressing for additional reforms. We’re all on the same side, and
I think we’re all on the same page. We just all need to do it a heck
a lot of better than we have heretofore. So I want to thank you for
that.
I do want to note, Dr. Frame, you talked about the outstanding
care that is a systems’ issue to fix, and I think you put your finger
on it really well. That the care provided by the Department of Defense, starting with the actual treatment on the battlefield and
right through, was second to none, but there seems to be glitches
in spades all over when it comes to the hand off of the baton. And
I thank you for highlighting that for us.
I would ask, if Mrs. Stiffler could comment; as you have pointed
out, you served as a trauma coordinator at a major teaching hospital. Did your son have written instructions following him as he
went through his ordeal? Did he have a case manager that insured
that his interests and the totality of his need for care were followed
as he went through the system or was that lacking, and what
would be your recommendation along those lines?
Ms. STIFFLER. We had spoken to a social worker on several occasions when my husband and I were there at Walter Reed. So those
were the contacts—we had to ask specific questions related to his
disability, related to health insurance, those types of things, were
able to be answered. So that’s how we received the information.
As to how the transition would occur with the Veterans Affairs,
Veterans’ Administration; the VA Hospital would contact Jason to
render his care in the future, we asked questions, there were conversations, but there wasn’t a specific assigned case manager to my
knowledge, otherwise I would be able to call them directly.
I had a contact there, Col. Truelove at Walter Reed, and he was
a wonderful Social Worker, he was the Department Head for the
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Social Services Department at Walter Reed, and he tried to answer
as many questions as he could. But upon discharge when Jason
had questions, he had to go through the transition center there,
which he had to leave several messages, and many of those went
unanswered or couldn’t be answered.
And when he would call the inpatient clinical side of the rehab
department there at Walter Reed, the inpatient clinicians couldn’t
answer his questions, because he was no longer part of their
system.
So there’s a real, you know, transition problem from going from
an inpatient clinical piece to going into the VA system when there’s
no contact or no liaison between those two establishments taking
place at the time Jason was in the hospital.
The CHAIRMAN. Let me ask, Dr. Frame, in your testimony you focused on what needs to be done in keeping track of care. Were
there gaps or omissions in your record that led to you coming forward as you have, or did you pretty much pick it up from other
people who had gaps?
Col. FRAME. Most of it has been from other people. I do have the
benefit of being a doctor also, so I was able to be aware of many
of the things that were going on. So my testimony is probably one
sided in that sense.
I was always very vigilant. On the other side I could also, I
think, more confidently attest to the positive side to the flow of information. My comment was more to emphasize the importance of
the flow of information during in-route time.
I think, as I look back at the paperwork that I have in my hands
in my folder at home, most of what happened was documented, and
the real key will be when that starts to be consolidated into an
electronic format that will then transition to VA, and I have not—
that has not—I’m not at that stage that.
The CHAIRMAN. Mr. Villegas, you were complimentary to the
both the DOD and VA departments for the care that they provided
to you. And I think it’s important that, in your case they seem to
have gotten it right throughout, and it was seamless, as you pointed out.
As far as you know, did the VA and DOD use a common medical
record in your case? You got everything you needed and there were
no gaps?
Mr. VILLEGAS. As far as I’m concerned, the only thing that I have
not received as of yet is my medical records from Germany, but my
inpatient medical records at Walter Reed I have a copy of those
and I submit those to Veteran Administration. So that’s basically
what I know so far as far as my records.
The CHAIRMAN. Okay. And, Mr. Halcomb, you mentioned several
other NCO’s whom you believed were denied services for injuries
they received while on active duty. Can you just elaborate on that
a bit, if you would.
Sgt. HALCOMB. Yes, sir.
The CHAIRMAN. Was that anecdotal?
Sgt. HALCOMB. No, sir. The individuals I spoke of one of them
works directly for me, T. Sgt. Marty Lathrop, who’s in his final
stages of his medical evaluation board and stuff, and it seems to
me all three of these people have suffered injuries, and the Air
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Force says they are pre-existing conditions. Yet, his medical
records are set in Terre Haute, Indiana, and the board being held
in Texas, and they’ve never looked at his medical records, other
than the fact of the time that he was injured in Turkey.
And he’s been on active duty for almost 2 years, pending surgery.
It’s a pretty complicated thing. He injured his back and they fused
his back. At the same time they found cancer in his back in a
different area. So it’s kind of a—obviously, half the problem was
the—half the problem has been his injury that he sustained while
on active duty, and the other half was a pre-existing condition. And
every one of them seems like—we have had I know five people who
have gone before boards on active duty, and every time it’s preexisting.
So if something was happening to me, you know, my medical
records, even after 30 years wearing a uniform, it’s going to be preexisting, but if you count the number of points and stuff that I had,
you know, it’s been like 10 years of active duty, you know, and
after 30 years, one out of every 3 days, I’ve been on active duty.
So which one of those 3 days did I—did it not become a pre-existing
condition.
The CHAIRMAN. Thank you. Have they appealed?
Sgt. HALCOMB. They are in the process of appealing, and I met—
I can’t remember the Congressman’s name—Shimmel or something—from Illinois.
The CHAIRMAN. Shinkis?
Sgt. HALCOMB. Shinkis. I met with him yesterday and took his
appeal package up to him. Martin is in severe pain, and he’s doing
a lot of—problems with the drugs and stuff like that. So he’s in the
process of working that. But he also has an attorney that’s working
it. So there’s some client issues that the Congressman is going to
try and work out and stuff.
So I really do appreciate him taking the time yesterday to see
me for—about one of his constituents.
The CHAIRMAN. Well, for the record, because I know Mr. Shinkis
very well. He’s a very effective lawmaker, but if our committee can
be helpful, as well, we’d like to be engaged, so thank you. So,
please, share that with us, as well.
Mr. BILIRAKIS. Mr. Evans, Lane Evans.
Mr. EVANS. Thank you, Mr. Chairman. This has been an excellent hearing. I think it’s important for all of us, not even those that
are on the committee, to understand what these individuals have
been going through in the last few months.
Mr. Halcomb, have you attempted to seek care from the VA, and
if so, what was the result?
Sgt. HALCOMB. Yes. I’ve been awaiting the evaluation. You have
to go through an initial evaluation. They said they take up to 9
months, but thanks to this committee calling me up to testify I
called the VA to find out my status and—I called them. That was
before I found out I was coming, and then I called Friday and I
mentioned that I was coming up here to testify and the person on
the phone within 10 seconds was able to tell me that they’re going
to give me a 10-percent disability for the arm that I can’t move
anymore. So for that I appreciate.
Mr. EVANS. Mr. Chairman.
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The CHAIRMAN. Mr. Bilirakis.
Mr. BILIRAKIS. I just, you know, thank you, Mrs. Stiffler, and Mr.
Simmons certainly said it correctly. What the moms must be going
through when their sons and daughters are in the military. My
mother had three of us in the service all at the same time, and
what she must have gone through. I guess have everybody appreciate it, and you guys are our heroes.
The testimony by Mr. Halcomb, I mean all of it is so very critical,
but the fact that he’s in the Air National Guard and how the reserve—the role of the reserves in the National Guard play in today’s world and today’s military is sort of really impacting. Out of
the 29, 30 years about a third of that—about 10 years is spent on
active duty, right?
Sgt. HALCOMB. Well, I’m a full-time technician, and so they count
the points when we do our drill weekends. So I’ve—as a full-time
Air technician, I’ve had an opportunity to travel to other countries
and stuff. So, probably, for about 3 years but for points in retirement it’s about 10 years’ worth of points; of active-duty points.
Mr. BILIRAKIS. I see. But about actual 3 years on deployment so
to speak?
Sgt. HALCOMB. Yes, sir.
Mr. BILIRAKIS. Well, the thing is is that I think we all, including
DOD, has just realized the significance of the Reserves and the
Guard, and, as I said earlier, today’s military society and today’s
world. I know we’re doing concurrent receipt right now, and as you
may know, we had the special pay in the legislation that was
signed into law last year.
But the—somebody made the decision apparently in DOD that
Air National Guard and the Reserves were not to be included
when, in fact, that was our intent all along that they be included,
and there will be a piece of legislation coming down the pike in just
a few days that will include the Air National Guard and the Reserves, and we should always keep that in mind. Thank you very
much, Mr. Chairman. It’s been very illuminating.
The CHAIRMAN. Thank you very much. Dr. Snyder.
Dr. SNYDER. Thank you, Mr. Chairman. Thank you for holding
this hearing. I don’t think that—I’m on both this committee and
Armed Services Committee, and in my view the Armed Services
Committee is not doing a good job in providing oversight in a whole
lot of areas, and I appreciate your diligence in putting together this
hearing.
Ms. Stiffler, I was a family doctor before I did this line of work,
and your comment about inadequate discharge planning is really
concerning, particularly, for a complicated patient like your son has
been and is. And I hope that’s something, Mr. Chairman, that we’ll
take a look at. If it’s a personnel problem or a money problem or
whatever it is, but that’s the kind of very specific way—a very specific way of helping these folks get through a system when you’ve
got geography and they may be in areas where they don’t have any
family members around.
Col. Frame, in your—you’re a dentist; is that correct?
Col. FRAME. Yes, sir.
Dr. SNYDER. And also been in involved in public health. One of
the things that has really surprised me in the GAO report is their

20
statistic that 36 percent of people did not receive two or more immunizations. Did you see any of those numbers?
Col. FRAME. I’m not sure what your——
Dr. SNYDER. Well, the GAO is going to testify, and they have this
report, that by their account 36 percent—when they reviewed
health records, 36 percent were missing two or more required immunizations. I found that shocking. I mean, we can talk about
quality assurance and discharge planning, but every once in a
while you’ve got a statistic that’s a canary in the mind, and this
is the most basic thing about sending people overseas. Do they
have their immunizations or not?
I think it must be so difficult for the health care providers when
you have a service person come in if they’ve got—if they’re febrile
or upset stomachs or whatever it is if you realize that, gee, maybe
a third of them or over a third of them don’t even have adequate
immunizations. Do I have to look and try and figure out if I’m dealing with something that we thought everybody was immunized
against. Do you have any comments about that?
Col. FRAME. I understand your question. I can only comment
within my Civil Affairs Command.
Dr. SNYDER. Fine.
Col. FRAME. I know in our special operations community that is
not a great problem. Everybody is very—all of my colleagues were
anxious to be vaccinated. In my own unit I know that we review
that on a regular basis, as new members come in. That’s one of the
jobs that I do myself for my command, my unit. So that has not
been a problem for us.
Once in a while something may escape us, but other than that,
nobody in our Civil Affairs Command that I’m aware of deploys in
that condition of being under prepared from a vaccination standpoint.
Dr. SNYDER. I guess being Civil Affairs and a public health team
you probably have a very positive bias. My guess is, though, if we
talk to these unit commanders they will all say—we say is it important to you? And they absolutely having immunizations is important. That’s just a shocking figure. Such a basic part of preparation for going overseas.
Thank you all for your service and for your time here today. It’s
very helpful.
The CHAIRMAN. Thank you, Doctor. Chairman Buyer.
Mr. BUYER. Mr. Halcomb, we’re trying to figure this out. PostGulf War this committee, along with the Armed Services Committee, put a lot of time and effort into solving these issues with regard to Guardsmen and Reservists when they serve and then they
come back off active duty.
In your particular case it’s hard for me to comprehend and understand why the Guard Bureau didn’t keep you on active duty. I
think it would be very hard for even General Peake or anybody to
even defend that judgment.
So give that aside. Number one, that’s where the system failed
you there. Now, that you go back home and you have injuries now
even as I look in our own committee’s statutes that we passed referenced to the Persian Gulf War, and trying to interpret then what
we’ve, even as a committee, had drafted. We talk about injuries
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when you served within a theatre of combat operations. Well, you
know, we’re all thinking about the things that occurred post-Persian Gulf War. This is one of these things, though, that, you know,
we come in and we want individuals to be taken care of. That’s
what we learned about from the first Gulf War, and I don’t understand why the VA, though, even following the spirit of this intent—
even though we ended up in Gulf War II—would not have cared
for you.
Here’s where I’m caught. You had testified that you were pleased
with the medical care you received at Roudebush, but then you also
went to your private doctor for medical services. Why did you do
that and not stay at Roudebush?
Sgt. HALCOMB. Because my medical care—my doctor was immediately following coming back from active duty. We do not have—
in Terre Haute, Indiana we do not have, you know, an active-duty
base around or doctors, other than the local doctors. So TRICARE,
my insurance, paid for my physical therapy and the orthopedic person in Terre Haute, Indiana.
When I come off active duty, because I did not have a DD form
214 until July the 15th—until June the 15th when I come off of
active duty—on June the 16th after I’d already been doing physical
therapy and stuff, is when I went and then—I just filled the paperwork out. Then it takes a month—you know, they did it pretty fast.
A month later they give you a schedule to come in a month later
on a Saturday just for an initial evaluation to look at your paperwork.
You have to be, you know, accepted into the VA system in order
to get treatment there.
Mr. BUYER. As a full-time tech, you access TRICARE?
Sgt. HALCOMB. No, sir. I have Blue Cross/Blue Shield.
Mr. BUYER. How did you gain access to TRICARE?
Sgt. HALCOMB. When you go on active duty.
Mr. BUYER. Yes, but you got off active duty. How did you gain
access to TRICARE? You went to a private doctor of whom then
Blue Cross/Blue Shield sought a sublimation against TRICARE?
Sgt. HALCOMB. No. After you come off active duty for a 60-day
period, you get—you have coverage for 60 days with TRICARE following your active duty. They give you a continuous, which is a
grey thing.
Mr. BUYER. The hard thing—here is what I’m trying to figure
out, because we have overlapping systems——
Sgt. HALCOMB. Yes.
Mr. BUYER. And our intent—I think the intent of the committee
and, I believe—I sure wish Dr. Snyder were here. He serves on the
Personnel Committee—the intent is to make sure that these soldiers are taken care of.
And we’re throwing around the word ‘‘seamless,’’ but there really
are two systems here, and the Guardsmen and Reservists do make
it complicated. And if it’s hard for someone, such as yourself, who’s
a full-time technician, can you imagine what it would be like for
someone who doesn’t work with these systems.
Sgt. HALCOMB. Yes, it is a nightmare for the traditionals.
Mr. BUYER. So I can’t wait for Secretary Ed Wyatt to testify.
Really, I can’t, Ed. I’m not picking on you, but because we sat down

22
and tried to figure this stuff out beforehand, and now I feel awkward that as hard as we worked to try to make sure that all of you
would be taken care of somehow it has failed itself.
Secretary Principi came before this committee and also provided
testimony that when someone is discharged that we’re going to
take care of them for 2 years. I don’t understand why you were—
when you were discharged you weren’t informed that the VA would
be there for you. Did anybody inform you?
Sgt. HALCOMB. No. In the last week I have spent time, including
this morning before I came here, spoke to an Army sergeant standing outside of the JP One who is retiring from active duty next
month, and I asked her if she had ever had in her entire military
career a briefing about her veterans’ benefits, and she says, ‘‘Well,
I’ve been a Guard Person.’’ She said, ‘‘What kind of benefits can I
get?’’ And I told her you need to look them up.
And, I think, it’s an easy fix. I think when we deploy—when we
come back, part of our deployment checklist is at the very end of
it, hey, can we have a VA rep come in and speak to us, our county
reps. You know, it doesn’t have to be a VA rep. It could be myself.
Someone who has learned the system to stand up before our people
and say this is what you’re entitled to, and give them the web sites.
Your web site at the VA has an unbelievable amount of information.
Mr. BUYER. So as part of your out processing, that was done?
Sgt. HALCOMB. No, it’s nowhere on the out-processing checklist
at all.
Mr. BUYER. Well, the good thing your testimony before us today
is you have—the surgeons general are here today from all three
services, listening to your testimony, and they can address that
issue hopefully——
Sgt. HALCOMB. I can feel the stares in my back.
Mr. BUYER. Actually, I want you to know that they deeply care
about you.
Sgt. HALCOMB. Yes, I know they do, sir.
Mr. BUYER. So out of the four of you as you testified and you
were thankful and appreciative for the medical services of all of
those teams, you know that’s what they are in charge of. But they
also are going to be attentive listeners, because they want to make
sure all of you are taken care of. That’s what they’re in the job for.
So I want you to—when you leave here today, I want you to
know that you’re making a difference in your testimony, and I appreciate it and yield back.
The CHAIRMAN. Thank you, Mrs. Davis.
Mrs. DAVIS. Thank you, Mr. Chairman. I’ll just be very brief, because I appreciate your testimony very much, and we have some
others that we want to hear from, as well.
Part of what you’re suggesting, however, is this—whether it’s an
information educational piece, which is not costly.
Sgt. HALCOMB. It’s free.
Mrs. DAVIS. And, you know, so it always amazes me that we
don’t do a very good job at that. And where—you know, you suggested some of the points that we need to do that. I know that
serving from—you know, in San Diego and I know that they are
doing much more in the way of educating families and
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servicemembers about what their entitlements really are under
this, but we still miss a great deal of that, and so I know we’ve
done some of that even up on our web site in trying to get that information out.
But where else—I mean, are there other ways that you feel that
we miss it in terms of providing that information?
Sgt. HALCOMB. You know, I have been absolutely amazed about
how much information was out there for veterans, and the information was there, and for some reason I just never—I personally
never took the opportunity to seek it until one of my friends, who’s
retired, became a veterans’ county rep—every county in the State
of Indiana has a veterans’ rep, representative there.
So when he started telling me about some of the benefits and I
started checking into them, I was like, well, can I still do it and
remain in the Guard and they said, ‘‘Sure.’’
So the word is starting to get around at our unit, and I spoke
to a sergeant major yesterday from Louisiana Army National
Guard, and he said that they’ve been given briefings every couple
of years on—that they took it on themselves to do that about VA
changes and stuff like that.
So, I think, it’s an easy, free fix, and, you know, we can do it—
each organization can just say, hey, you’re going to be the VA rep
and learn all there is about the VA and put together a death-byPowerPoint slide and give people the information they need. I
think it would be a fairly easy fix for us to let us know what our
benefits are once you leave the service and while you serve.
Mrs. DAVIS. Did you want to comment on that?
Ms. STIFFLER. I guess from my point of view, I think, there’s several areas that it can be introduced, Obviously, as the new recruits
come in to their troop-program units as a Reservist, the education
can begin there. It should be given before deployment, as a readiness package and after they come back and return.
A lot of times information is given to the individual when they’re
in high-stress mode. So it’s better to either do it before versus
when they come back, because they’re so anxious to get the uniform off and get back to their families.
Discharge planning to me doesn’t begin when the soldier is ready
to be discharged, it begins on admission. That is educating, preparing the families, preparing the soldiers for the life changes, and so
it can be done as a steady process, especially, for the most severely
injured patients.
Obviously, you can’t do a lot of education in an ICU for the soldier, but you can begin with the family. So as the trauma starts
to subside, it can be more articulated to them and they absorb
more.
I mean, when you’re in a high-anxiety situation, you’re not going
to take on the information as much as if you waited a little bit and
start articulating to the patients then.
Mrs. DAVIS. Thank you. Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much. Chairman Brown.
Mr. BROWN of South Carolina. Mr. Chairman, I’ll pass.
The CHAIRMAN. Okay. Mr. Strickland has left. Ms. Brown.
Ms. BROWN of Florida. Thank you, Mr. Chairman, and I want to
thank you all for your testimony. It was very, very informative.
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Yesterday I was at Walter Reed, and everybody was very pleased
with the service that they had received out there. They thought it
was the best, the very best. And the families was there.
My question is that in the transition—I liked the way, Chairman
Smith, you mentioned passing out the baton. It seems as if the
breakdown is with the passing off of the baton. Is the family members involved in the discussion about the benefits that the service
person receive?
Ms. STIFFLER. I guess I’ll answer that first. The family members
are in need of education, a lot of times it requires you (family members) to ask the question. So to me, that’s why I’m indicating, you
know, and recommending discharge planning, so that they (the
military) can make a checklist of the things that need to be discussed with those family members.
And, yes, it is transition. It’s the time that’s spent finding out
where your resources are that if they were just given to you in advance you wouldn’t have to try and climb back a ladder that you
were hoping you’d already climbed.
Ms. BROWN of Florida. Does anyone else want to respond to that?
Sgt. HALCOMB. Yes. The Air National Guard does a great job of
family support. We have—every base has an organization to help
with transitions and stuff before and afterwards. And the Air National Guard—I can speak from Indiana—everything I’ve seen from
the national level to the Guard Bureau does an outstanding job of
family support.
Mrs. DAVIS. Sir, let me just ask you one question. But you was
not given in writing your benefits as it pertains to the VA?
Sgt. HALCOMB. No, ma’am.
Mrs. DAVIS. And so this is something that we’re not doing in the
transition; is that what I’m hearing?
Sgt. HALCOMB. Well, it’s something that—maybe it’s me not
doing. Me not going out and finding the information that’s available and passing it on to my troops. You know, we just need—you
know, now that I’m aware of what is out there I take it on as my
responsibility to serve my people that work for me at our unit, and
I’ll take that information back.
And we just need a point of contact in each unit who can become
the expert in Veterans and pass that information on to the families
or to the individual members who are serving this great Nation.
Ms. BROWN of Florida. I agree with you but I have National
Guard units in my area in Jacksonville in Florida, and so it’s not
an organized program assisting to get the information out?
Sgt. HALCOMB. No, ma’am. It is not organized, but it could be.
From the National Guards, the directors are sitting here. I mean,
they could just say, okay, from now on when anyone deploys, we
add that to the bottom of the checklist to someone do a VA—and
we initial it off. It’s a done deal. We can say that we honestly
served our people. We gave them every benefit that they were entitled to.
Ms. BROWN of Florida. Is there money involved in this, or it’s just
passing the responsibility down?
Sgt. HALCOMB. No, there should be no money involved in this at
all. It should be basically someone putting together a PowerPoint
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or just, you know—it doesn’t have to be a big leaflet. It could just
be someone giving the briefing.
Ms. BROWN of Florida. Well, thank you.
Mr. BUYER. Ms. Brown.
Ms. BROWN of Florida. Yes, sir.
Mr. BUYER. Would you yield for a second?
Ms. BROWN of Florida. Yes, sir.
Mr. BUYER. I think your inquiry is very good, and could we find
out from your other witnesses that you’re asking your question
whether or not they had received any information from VA out
processing?
Ms. BROWN of Florida. Yes, sir. The other two gentlemen, please.
Mr. VILLEGAS. Well, in my personal experience I would like to
thank Mr. Christopher Reed, who is the liaison representative at
Walter Reed, who just very recently after I gained consciousness he
went personally to my room and we did the paperwork required for
me to receive my benefits.
So in my case—in my individual case I had a very positive flow
as far as the applications and everything that I needed to take care
of.
Ms. BROWN of Florida. You, sir.
Col. FRAME. In my experiences this current deployment, again, I
echo the comments about Mr. Reed. He was within 3 or 4 days of
my being in the intensive care ward. He talked to my brother, because I was not in condition to talk so my brother kept all the papers for me.
And then he followed up. He also advised me that I had other
recourses, which is my state veterans’ system, and I used that just
for convenience sake. In all three of my most recent deployments,
which were all 9, 10, 12 months worth each time, I did get at the
time of redeployment a significant packet from the VA, listing benefits—and my whole unit did—and significant mailing follow ups,
as well.
So I think what was stated previously also in the Reserve and
Guard I think a lot of times we don’t pay as much attention to
these issues, because it’s not part of our primary life. I find that
even myself being a VA employee and a reservist we sometimes
don’t pay attention to a lot of this paperwork we receive, because
it doesn’t have any obvious significance initially to us. So that’s
been my experience.
Mr. BUYER. I think the—is that these two gentlemen, who were
in a VA hospital that had veteran’s benefit advisors, and we have
the gentleman from the Air Force who came directly from the field
and was discharged would not have received that benefit.
So what you’re pointing out, Ms. Brown, is that there’s tremendous gaps here in the system of these overlaps and I appreciate
your questions.
Ms. BROWN of Florida. Thank you. Thank you, Mr. Chairman.
The CHAIRMAN. The chair recognizes Chairman Simmons.
Mr. SIMMONS. Thank you, Mr. Chairman, and I thank the participants for the dialogue that just took place. It illustrates the
point that the dissemination of information is a command responsibility under certain commands and certain situations that takes
place, but under other situations, it does not take place.
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That in and of itself is a problem from my perspective, and I will
have to say that Command Master Sergeant Halcomb’s testimony
spoke to me and to my experience as a Reservist after active duty
serving for over 30 years in the reserves. And that when members
of my unit and then my unit itself were deployed there was not a
push of information that you might find in an active-component
unit. You know, it has to be pushed, and the command has to take
responsibility for it.
Dr. Snyder, I think, has pointed out that the Armed Services
Committee, on which we both serve, has some responsibility for
some of these issues. You can’t have a seamless transition if there
are gaps between the oversight committees and the agencies that
are responsible.
So that’s the challenge that we face, and, I guess, my own feeling
is that when somebody in the Guard and the Reserve is activated
and injured or disabled in some fashion that the system has to
push a benefits package at them, so that they know what their
rights are.
And that, in essence, may be what we are looking at—a situation
where we need to frame a bill of rights for people who fall into this
category, so that we’re sure the system pushes it out, not just to
the individual, because as we know, the individual can be severely
injured and, perhaps, not in a perfect situation to make these
decisions.
But, also, the person with power of attorney, the caretaker, the
family, the loved one is brought into the process. I just simply want
to say that I think this has been a very useful interaction with the
panel, and I think that it will be very interesting to hear what
some of the others have to say later this morning.
Sgt. HALCOMB. May I say something for a second?
Mr. SIMMONS. Please.
Sgt. HALCOMB. The VA put out these pamphlets. They just handed me one. And I just received these, and I handed them out to my
troops October 4th and 5th when we had our unit train assembly.
So the VA is getting the information out there, but I got it after
I’d already had my testimony and everything ready. But they have
these pamphlets put out, and I have insured that all the people at
my unit that I’m responsible for have received these, these pamphlets and stuff. It’s very good information, but I still think we
need to have a program where we actually—somebody reads this
to them.
Mr. SIMMONS. Well, recovering my time—and if anyone else
wishes to comment, I welcome it. The VA has it but the question
is who’s pushing it and at what level should it be pushed.
As Mrs. Stiffler pointed out, there’s a transition out, even when
you’re wounded—when you’re injured or ill, there’s a transition
process out, and should that be something that shows up after
you’ve gone through the process, or should it show up at the very
beginning?
If you’re in a hospital, I suspect that you get it early on, but if
you’re in another location and another status, that may not occur.
And, I think, culturally, it’s important to understand that for many
years the Guard and the Reserve were strength and reserve. They
were not necessarily deployed in the late 1970s and the early
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1980s. My unit was not deployed for 38 years of its history, and
then for the last 10 years they’ve either had members deployed or
the unit deployed four times in 10 years.
So the role of the Guard and Reserve has changed dramatically,
but some of the attitudes have not changed. That’s what has to
change coincident to the change in role, or members who serve in
the Guard and Reserve are just going to get out. They’re going to
see what happens to others—to their friends and colleagues.
They’re going to say we don’t want that for us. Thank God we’re
not injured or wounded yet. We’re just going to get out.
And the current numbers coming out of Iraq show, as I recall
from the Stars and Stripes study, a 37-percent group of people indicating that they will either get out or they’re thinking of getting
out.
So—but we have a serious problem here that involves this committee and the Armed Services Committee, and I really thank the
witnesses for bringing it up. If you have any comments, I’d be
happy to hear them, but I think I’ve run out of time. I yield back.
The CHAIRMAN. Mr. Rodriguez.
Mr. RODRIGUEZ. Thank you very much, Mr. Chairman, for bringing this panel, and I want to thank all the panelists and also thank
you for your service.
I know that—Col. Frame, I think you talked a little bit about the
importance of continuity of care, and I was just curious in terms
have you ever seeked out any data or information in terms of medical records from the Department of Defense and, if so, how difficult
is it or did you encounter some problems or——
Col. FRAME. I have—at this point, other than at Walter Reed,
and they’ve given me copies of everything that I’ve gone through
to include the packet that followed me during the medivac process.
So I have not had any problems to this point.
Mr. RODRIGUEZ. Do we know—I’m throwing it out to everybody—
do we know—I think as we go from hospital to hospital, region to
region, as to how it varies, getting that data—the medical records
from the Department of Defense for the VA for the purposes of following up on veterans?
Sgt. HALCOMB. I don’t see—everybody that I’ve talked to has
seen that their medical records followed them, you know,
seamlessly through the system. And I can only speak on the people
that I know of that I’ve spoke with.
Mr. RODRIGUEZ. So that doesn’t seem to be one of the difficulties
then?
Sgt. HALCOMB. No, sir, it has not.
Mr. RODRIGUEZ. And, you know, I just personally also want to
thank you for—and, you know, I am what Chairman Simmons just
talked about the importance of the fact that the Reserves now is
a very different Reserve, and somehow we need to come to grips
with that and try to standardize the services that they’re provided,
since they’re also out there. And so somehow we got to see if we
can streamline that process.
And just that—I know that we—in the past we’ve passed legislation to try to correct some of these problems, but there seems to
be—there’s still some gaps there that, even though it’s not sup-
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posed to occur, in some cases we still have those problems in terms
of the lack of information that’s either—that our veterans receive.
And I was just hearing, for example, right now we have another
1500 or so that have been injured in Iraq. And so how that—and
I had read that article that young lady that got injured in Iraq and
then got—and then found herself having difficulties getting access
to service. So we need to streamline that process as much as possible. And thank you very much for providing the testimony. Thank
you.
Mr. BUYER (presiding). Ms. Hooley, you are now recognized.
OPENING STATEMENT OF HON. DARLENE HOOLEY

Ms. HOOLEY. Thank you. Chairman, those that put this together
thank you very much for having this hearing. A couple of things.
One is we had an oversight hearing on the importance of having—
before you go into the service, before you’re deployed—making sure
that you’ve had a physical. That you’ve had your dental work all
done, so that we know what kind of condition you go in as you go
into service or you’re deployed.
Do you have to ask for the records, or do the records automatically go from the Department of Defense to the VA? Your medical
records do they automatically when you have—when you’re discharged, do those records go from the Department of Defense to the
VA, or do you have to ask for your records and you take them to
the VA?
Col. FRAME. Generally, as a soldier, one tries to carry copies of
everything that you own that represents your situation, and most
of us will walk out with hard copies of what we have. Having been
away for a couple of years, I’m not sure what the status of the electronic transfer of data is.
Ms. HOOLEY. But you want your own copy, but you don’t know
if that automatically happens through——
Col. FRAME. I do not know how that process works, other than
the fact that we carry our own, and that’s one thing that we all
try to do.
Ms. HOOLEY. Okay.
Sgt. HALCOMB. I had to make copies of my medical records and
took them to the VA when we filled out the initial paperwork.
Ms. HOOLEY. Did the VA have them, as well?
Sgt. HALCOMB. No, ma’am.
Ms. HOOLEY. So you carried them?
Ms. STIFFLER. As far as my son’s case was concerned, because his
medical record was so thick, he didn’t have copies of everything.
And so when he entered into the VA system, they didn’t have any
of his records. So they did have to submit to Walter Reed to get
his records. So, they were not already there.
Mr. VILLEGAS. It’s my personal experience that the VA went and
asked for my medical records at outpatient section. Like the Colonel here, being in the military, I carried all my copies of everything
that I have. So, basically, I have medical records for myself, another copy for the VA, and one extra copy that I keep with my
family.
Ms. HOOLEY. I have just one other question for all of you. First
of all, thank you all for serving and for your sacrifice.

29
If there’s one thing that you could do differently to make the system work better, what would it be? Any one of you. I don’t mean
to put you on the spot, but, you know, what we’re trying to do here
is figure out how to make this better. We want to make sure that
all of the people that serve have the best health care and the best
treatment.
Col. FRAME. I think we have on both sides of—of both organizations some of the most stellar clinicians and health care people in
the country. I think our ability to attract the best still exists because of many reasons.
I think our ability to—if I were to change one thing, it would be
to put our systems on more similar tracks where possible, and
that’s dangerous ground to tread on, because our missions are different, our types of patients are different, there are significant differences that we need to protect on each side.
But the ability for flow of electronic information. The ability to
talk and share on both sides from both organizations in both directions. A systems’ organization of that sort where, not at a high
level, but at a functional operational level we were able to interact
more without having different types of systems. That would include
using same electronic systems. That would include using similar
educational processes, a number of things that would bring clinical
and administrative people closer together.
Sgt. HALCOMB. I guess if I would change one thing it would be,
just like I said, is to notify the Reservists or the Guardsmen of
what benefits that they are entitled to before something happens.
And that would probably be the only thing that I would change,
and that’s what I plan on changing. The VA has already helped me
out by providing us with a summary of our benefits to the National
Guard.
Ms. HOOLEY. Okay. Thank you.
Ms. STIFFLER. Systems are great but if people don’t know how to
utilize the system, it does no one any good. So for me, the systems
that are put in place, if they’re to work, we need to educate and
train the soldiers, not only from a Reservist standpoint, but active
duty, because those kids are so young going in, as young as 18
years old. How many of them are really concerned that they’re really going to get injured over there. A lot of them are just ready to
go.
So we need to educate and train them as to how the system
works and the resources that are allocated to them if and when
they need to use them.
Mr. VILLEGAS. In my case I think that a liaison in each hospital.
That basically did a great difference in my case. Also, the great
staff for social work program at Walter Reed is absolutely excellent
and mentorship like—mentorship like Mr. Jim Mayer make a great
difference in my case, too. Thanks.
Ms. HOOLEY. Thank you so much all of you for your testimony.
I really appreciate it.
Mr. BUYER. Mr. Boozman.
Mr. BOOZMAN. No questions.
Mr. BUYER. Mr. Udall.
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Mr. UDALL. Thank you, Mr. Chairman, and thank you all for
your service and I apologize. I may be repeating a little ground
here. I wasn’t able to be here from the beginning.
But I wanted to ask Mrs. Stiffler. I see in your statement you
talk about Jason suffering from depression and having mental
problems. And you talk about the disability that was given by the
Army Medical Board being 40 percent.
My question to you, I guess, is it seems to me that sometimes
mental problems can be completely disabling. I mean, they can be
fully a hundred percent just on their own, and when you look at
Jason’s problems, his physical pain, his head injury, the disability
that he’s received, I mean, does this look to you like a fair disability rating in terms of what they’ve come out with?
Ms. STIFFLER. I do not think it was a fair disability rating, and
that’s why I mentioned it in my statement. I think it really just
concentrated on his paraplegia, to his lower extremities, and they
didn’t really look at the holistic picture of the soldier.
So, you know, to me, not only was he having signs of post-traumatic stress, the depression that goes along with losing, you know,
losing the use of both of your lower extremities, but also just being
in a traumatic injury and all of those things that one must go
through when they’re injured.
So I didn’t feel that it was fair, but it wasn’t until I spoke to a
Col. Fred Brown in the Air Force Reserves several months later
that he indicated that we could have appealed it, and Jason had
already signed the waiver to waive his rights to go into the VA
system.
So I can articulate to you the same as he did as far as a Reservist. As a captain in the Army Reserves, I did not know what the
rights were of my son as a full-time, active-duty soldier. Somehow
there was miscommunication. There was no communication as to
what we could have done. If they articulated it to him with a head
injury, with memory loss—I mean, he still has episodes where he
doesn’t remember things.
So to me, it should have been given to family members so we
clearly understood what the rights were. They may have told him
that he could have appealed it, but it was never indicated to any
of us that that could have happened.
Mr. UDALL. And by signing that waiver, then he no longer has
the right to an appeal?
Ms. STIFFLER. He gives up his military pay, my understanding
is he gives up his military pay and benefits and transitions over
at that point into the VA system, and then you have to then go into
the VA system, once you’re discharged, because he signed the waiver previous to being discharged from Walter Reed. Then you have
to go through the VA system to get an increase.
So you’re left with—because they don’t go on the 40 percent—the
40 percent doesn’t articulate as pay. They have to increase it to 50
percent. So you have 50 percent of his pay. So it automatically decreased him to below the poverty line for a family of three, and
then he has to then fight another battle to get that increased, and
he was very upset and extremely concerned with that, once he really took hold of what had happened to him.
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And it took months for him to understand what happened by
signing that waiver and what that did.
Mr. UDALL. Did he—do you know—have you talked to him what
were the circumstances under signing the waiver? I mean, family
members were not involved at all in the signing of the waiver?
Ms. STIFFLER. No. I had requested to be there, and I requested
that through the social service department, as well as I articulated
that to the staff, but that didn’t happen, and I also asked that if
there’s any other signing of papers that would happen that I would
be there, and that didn’t happen either.
I would talk to him over the phone, but his ability to tell me
minute details was not there. So he still doesn’t remember things,
you know, down the line so to speak to give us a more articulate
view.
But I found out that he had signed the waiver after the fact. I
found out the board had met after the fact and—even though I had
requested to be present.
Mr. UDALL. And from what you know of the situation, if you had
been there, you would have, I assume, recommended that he not
sign the waiver?
Ms. STIFFLER. Well, it’s not that I don’t feel like the Veterans’ Affair Administration and the system is going to take care of him.
They are the ones that have pushed for him to have, you know, his
wheelchair, his landford crutches, the adaptable prosthesis, things
that he needs in order to make all the activities of daily living comfortable for him.
It’s just that knowing the process and his rights and, you know,
just being there as an advocate, there was no one there, even
though he requested someone from social services to be present, to
be an advocate, they didn’t have an extra person to be by his side.
And so he had to do that on his own.
And his wife wasn’t there all the time they had a small child.
She couldn’t stay at Walter Reed continuously, and I was in North
Carolina. So we didn’t find out until after the fact that he had actually signed the papers.
Mr. UDALL. Thank you very much and let me say that I don’t
think that this is the way we should be treating one of our brave
soldiers that has returned and is injured. I think everything should
be done when you have a head injury and have some kind of indication of mental problems that you involve the family and reach
out and you’re given more options.
And I thank you for being here today and thank the rest of the
panel. Thank you, Mr. Chairman.
Mr. BUYER. Thank you very much. Is there anyone else—recognize Mr. Strickland. You’re now recognized.
Mr. STRICKLAND. Thank you, Mr. Chairman. I want to thank
those of you who’ve have been here and shared your experiences
with us today. I was particularly struck, Mrs. Stiffler, with your
testimony. It’s just very—it’s very troublesome. The fact that the
medical board did not recognize the head injury difficulties or did
not consider that when your son was given his disability rating I
don’t know how to explain that.
I mean, I really think that’s something that we need to look into.
Because anyone who has any familiarity with head injuries would
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know that that’s going to be an impairment and, probably, a lifetime impairment; a significant impairment. And for them not to
have considered that, I think is—I don’t know if it’s negligence or
incompetence, but there has to be some explanation for that. And
it’s troublesome to me that that was not part of his disability
rating.
You also indicated the need for the soldier and the soldier’s family to have an advocate, and someone who is taking it upon themselves to fight through the morass of rules and regulations and circumstances and say, you know, this is what we ought to do for this
person. And so—that’s something that we ought to attend to.
I was also struck by the fact that you were complimentary of the
people who provided the direct care. Colonel, you talked about the
uniqueness of the VA system and the fact that the care you got was
good care. And, you know, we’re creating more and more disabled
veterans, and the injuries are severe.
And the fact that there wasn’t a social worker upon request to
be available to your son. The way to solve that is to have more social workers and that takes money.
And I just would close my remarks by reiterating to my colleagues on this committee we are under funding VA health care.
We need at least 1.8 billion dollars. The problems we’re talking
about here this morning are system problems, programmatic problems, but they are problems that can be solved in large part with
resources.
And we can talk about procedures and processes, but if we don’t
have sufficient resources, there are going to be more people who
are going to be experiencing the kinds of difficulties that you all
have experienced. We need to own up to this responsibility as a
Congress and provide the resources that are needed to try to keep
these terrible things from happening to really good people.
I really honor you and what you have done for this country.
Thank you so much for your testimony. I yield back.
Mr. BUYER. I’d like to thank all of you for coming and testifying
here today. Behind us those of us who sit on this committee these
flags depict all the veterans’ service organizations in our country
and the members. And, actually, they also serve even non-members
of whom might be in like status.
If you’ll turn around and you look to the back of the room—if you
look to the back of the room, you’ll see, not only the American flag
in the middle, but you then see the service flags, and all of you
have seen the color guard come forward, and you’ll see the battle
streamers there on those flags, representing many battles that
have been fought. I just want the three of you to know and, mom,
that your son—you did exactly what a lot of people did that came
before you, and that is you answered your Nation’s call to duty and
you did your duty to your best.
Your country is grateful. I also want you to leave here today
knowing, again—I’ll reiterate—that you’ve made a contribution,
and I also believe that we have also marched this forward, because
I look back at the end of the Persian Gulf War and things that we
wanted to do and began to work more on seamless integration. The
fight then was gaining access to care, and how do we compensate
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individuals for unknown diagnosed illnesses when we had tens of
thousands of individuals who became ill, injured, and sick.
And, now, what we’re talking about is how do we make that
hand off better, and is the compensation enough. So what I want
you to know is is that we’re walking this toward a better system,
and your contribution is admirable. You are now excused.
The second panel——
Ms. BROWN of Florida. Mr. Chairman——
Mr. BUYER. Yes.
Ms. BROWN of Florida. I just have a follow-up question, because
I agree with you that the soldiers have really done their job. The
fall down is right here. That we are falling the fund and 1.8. But
I have a follow-up question to the mom.
I want——
Mr. BUYER. Oh, I’m sorry.
Ms. BROWN of Florida. No, no. She can’t answer that question.
Mr. BUYER. Oh, all right.
Ms. BROWN of Florida. But this is something that we need accountability for. I don’t know how they requested to be present and
was not present when they pushed for the termination of this
young man. I don’t understand where is the breakdown there, and
I think we need to do a follow-up, because if they put it in writing
that they wanted assistance and it did not happen, that’s a breakdown on, not their part, because they’ve done their part. It’s accountability right here with us. And what can we do to get answers
to your question.
Mr. BUYER. Thank you, Ms. Brown.
Ms. STIFFLER. May I make one last comment?
Ms. BROWN of Florida. Yes.
Ms. STIFFLER. I guess I would say that I know that Mr. Principi
has tried to address this by sending some liaisons from the VA to
help soldiers within the major hospitals across the United States.
I would say that when family members do ask for social services
to have a benefactor or an advocate there at the soldier’s side that
it should be honored.
That—I can’t speak to the process. I know that there are very
few of them in each of the institutions and they’re very busy. To
have that extra liaison, social services can work on the issues at
hand, whereas a VA liaison and a coordinator can act as an advocate to that patient and that soldier.
So I think there’s two different processes here that maybe need
to be merged so that your—you have a total advocate for each soldier that’s admitted.
Ms. BROWN of Florida. Can I ask you one. But you requested to
be present?
Ms. STIFFLER. I did. I requested that to social services, as well
as to the staff, that when the boards were to convene that I would
be called. I didn’t receive the call, and Jason couldn’t articulate to
me when that was going to happen. It was only after the fact that
he called and said, ‘‘It’s happened. This is the rating.’’ The same
with signing the waiver for the VA.
It’s not that we didn’t want him in the VA system. It would have
just given us the ability to ask those pertinent questions, such as
what does being on a temporary duty list, retired duty list mean
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to him? What kind of benefits does he get and does he not qualify
for?
Ms. BROWN of Florida. So no one articulated his rights or he
wasn’t able to do it, and you don’t know whether or not he had any
assistance during that time period?
Ms. STIFFLER. That’s correct. Because I wasn’t there and his wife
wasn’t there. So we have—you know, when you’re trying to talk
with head-injury patients, they can be very articulate, they can
carry on conversations with you, but when you ask them the next
day what happened, they can’t verbalize it back to you. That’s a
typical secondary-head injury from trauma.
So it’s something that he may have been able to say, yes, I understand my rights, but you need to understand with a head injury
that can happen all the time, and families need to be brought into
that process.
Ms. BROWN of Florida. Thank you, ma’am. Thank you very much.
Mr. BUYER. Thank you, Ms. Brown.
Now, I’d like to introduce the second panel, if you’ll please step
forward.
Neal P. Curtin is the director of the GAO’s Defense Capabilities
and Management Team with responsibility for managing GAO’s
work on military readiness and operations issues. His work covers
all military services, focusing on readiness measurement, trends
and problems.
Concurrently, Mr. Curtin serves as manager of GAO’s Norfolk
Office. He moved to Norfolk in 1995 to assume the role of the regional manager and became dual hatted in 1999. He resides in Virginia Beach, VA and maintains offices in Norfolk and Washington,
DC
We’ll also hear testimony from Chaplain Gary P. Mauck. He’s a
U.S. Army Reserve Lieutenant Colonel, currently serving on active
duty with the 3rd Infantry Division at Fort Stewart, Georgia. He
was commissioned Chaplain in the National Guard in 1978. He
completed five overseas deployments for training in Turkey and
Germany.
Chaplain Mauck was called to active duty for Operational Enduring Freedom this past May for 365 days. He was then mobilized
to Fort Stewart, Georgia as the Deputy Installation Chaplain for
Mobilization.
Please extend our appreciation for the commanding general of
the 3rd Infantry Division permitting you to testify here today.
Lt. Col. MAUCK. Yes, sir.
Mr. BUYER. Dr. Harold S. Kudler is a mental health coordinator
for Veterans Integrated Service Network Six, where he manages
the mental health service line for eight VA medical centers and
their outlying facilities across North Carolina, Virginia, and West
Virginia.
Dr. Kudler is an expert on post-traumatic stress disorder, stemming from clinical and research work with combat veterans, exprisoners of war, survivors of other traumatic events, and their
families. In 2000, Dr. Kudler was appointed co-chair of the Under
Secretary of Veterans Affairs’ Special Committee on PTSD, and in
2002, Dr. Kudler was selected to champion a joint VA/DOD project
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to develop clinical practice guidelines for the management of traumatic stress.
Mr. Curtin, you’re now recognized for 5 minutes.
STATEMENTS OF NEAL P. CURTIN, DIRECTOR, DEFENSE CAPABILITIES AND MANAGEMENT U.S. GENERAL ACCOUNTING
OFFICE, ACCOMPANIED BY CLIFTON SPRUILL, ASSISTANT
DIRECTOR, DEFENSE CAPABILITIES AND MANAGEMENT, U.S.
GENERAL ACCOUNTING OFFICE; CHAPLAIN GARY MAUCK,
LT. COL., U.S. ARMY RESERVE, FORT STEWART, GEORGIA;
AND HAROLD KUDLER, M.D., CO-CHAIRMAN, UNDER SECRETARY FOR HEALTH’S SPECIAL COMMITTEES ON POSTTRAUMATIC STRESS DISORDER, DEPLOYMENT OF VETERANS AFFAIRS
STATEMENT OF NEAL P. CURTIN

Mr. CURTIN. Thank you. This is Mr. Cliff Spruill, my assistant
director, who headed up the specific study that we’re going to talk
about today. I especially appreciate being on the panel with Chaplain Mauck. People around town always say GAO should have a
chaplain with them when they come to call. So I think it’s very appropriate today.
And since my full statement is in the record, I’ll try to summarize quickly. I just want to make one quick point about the importance of medical records. I mean, I’m basically going to talk today
about our study, dealing with record keeping, which isn’t always
the most exciting subject, but I think this committee understands,
more than most, that in the medical field good records aren’t just
important. They’re really a matter of life and death in some cases.
And I think both DOD and VA recognize how much they need
good health-status information and complete medical records to
perform their missions. DOD needs it to make sure when it deploys
forces they’ve got a healthy force that they’re sending overseas and
to track their continuing health status of its forces. And, of course,
VA needs the data to adjudicate veterans’ claims for disability compensation related to service-connected injuries or illnesses. Both organizations need this kind of data for epidemiological studies and
trend analysis.
And with the rapid pace of deployments these days, more and
more servicemembers are deploying to hot spots around the world
for multiple deployments, so tracking health status related to these
deployments is an increasing challenge and is more important than
ever.
The work that we’ve done in this study I’m going to talk about
today stems from requests from the House Armed Services Committee, the Subcommittee on Total Force, the Personnel Subcommittee. It’s really based on the law that was passed back in November of 1997, Public Law 105–85, that required DOD after all
the stories from the aftermath of the Persian Gulf War and work
that we had done actually back in 1997 on deployments to Bosnia
that recognized DOD was not gathering and maintaining the kind
of data that it needed.
Congress actually put the requirements in law calling for things,
such as a pre and post-deployment medical examination, immuni-
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zation records, and retention of blood-serum samples, among other
things. The law also called for centralized storage of medical
records and for DOD to establish a quality assurance system to
make sure that the proper data was collected and maintained. So
proper records are a good thing to have. Clearly, important but
they’re also a part of the law now.
So our study was commissioned by the Armed Services Committee to take a look at how well DOD was carrying out those requirements and the regulations that they set up to implement the 1997
law. And let me first summarize our methodology a little bit, because what we’re looking at is a complex system here, and the
Committee asked us to look across all the services.
We limited our study to the Army and Air Force. They were the
two main services deploying overseas at the time of our study, and
we looked at the active-duty force only. The scope of our work included servicemembers deploying overseas for Operation Enduring
Freedom, which was a Central Asia, Afghanistan operation, and to
Kosovo for Operation Joint Guardian, a peace-keeping operation.
It covered deployments beginning during 2001 and returning to
the United States—returning to their home station by May 31,
2002 with some exceptions. Let me emphasize that that timing
does not include Iraqi Freedom. The scope of our study would have
been before the deployments began for Iraqi Freedom.
We do a random sample——
Mr. BUYER. Mr. Curtin——
Mr. CURTIN. Yes, sir.
Mr. BUYER. Do you have any ability whatsoever to comment on
Operation Enduring Freedom, based on Mr. Winkenwerder’s testimony before our subcommittee?
Mr. CURTIN. I’m going to talk a little bit about what DOD has
done since this study. There are things DOD has put in place. We
don’t know how well those are working at this point. We know
DOD has reacted to the findings that I’ll present here, but we don’t
have anything on the deployments for Iraqi Freedom.
Mr. BUYER. You can remain in scope then.
Mr. CURTIN. I hope you have a set of color charts. I think these
are the best—it should have been in your package. I think these
are the best way to summarize our findings. These are also in my
prepared statement, and let me just kind of walk you through
these, if you have them.
This figure one is the percent of servicemembers missing one or
both health assessments, either the pre-assessment or the post-assessment. It’s also on page 10 of our prepared statement. Let me
interject here, and, Chairman Buyer, you know even more than I
that these are health assessments. As you said earlier, these are
not medical exams.
DOD is not doing medical exams before a deployment. What
they’re doing are these health assessments, which are basically a
questionnaire. So we were looking at whether they were complying
with the health-assessment requirement that they had set up, and
what you see is a fairly high percentage of servicemembers who did
not have either one or both of their pre-assessment or post-assessment. And you see it as high as 98 percent in one case.
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The—I might mention all of these charts are based on samples
that can be projected within the units we visited, not Army wide,
not Air Force wide, but these are random samples that are statistically valid for the units we visited, including the 101st at Fort
Campbell, the 10th Mountain Division at Fort Drum, and the
units—special operations unit at Hurlburt Field, and Mobility
Wings at Travis Air Force Base.
Figure two shows the results for immunizations, and as Congressman Snyder point out earlier, the rates for immunization
records missing for two or more different immunizations were as
high as 36 percent. Now, that’s at Fort Drum, 10th Mountain Division for the OEF deployment, and if you recall, that was a fairly
rapid deployment. They deployed within a month to 6 weeks of
September 11 in 2001. So there might be some link there, because
the deployment was so quick they might have missed some records.
But everyone seems to have missed some or multiple immunizations.
Figures three and four deal with the centralized database, and
we actually found records—in going through the personnel medical
files for the selected-sample members, found records in their file
that were not in the centralized database and vice versa. Figure
three shows files—shows records that were in the centralized database in DOD, but there was nothing in the individual’s medical file,
so we’re not sure where that—what the source of the data in the
centralized database might have been.
Figure four shows the percentage that were in the personal files,
but never got into the centralized database. So there are continuing
problems with this interface between the individual’s medical
records and the centralized database that’s required.
We also looked at some other elements; blood-serum samples, tuberculosis screening. Timeliness, when they do health assessments,
were they done within the time frames required. Referrals for indications of problems. And the results were, frankly, similar. We
have lots of room for improvement. Kind of mixed compliance in
the different categories. No particular pattern to them.
Let me turn then to the one last thing I wanted to cover, and
that’s our recommendation. It kind of gets at the question you
raised earlier. All along as we were doing this study and visiting
individual bases, performing the sample study, we were sharing all
that with DOD. In fact, DOD had—the services had representatives
right there with us, kind of going through the files with us to make
sure we weren’t missing anything. And they knew the results at
each location, as we finished the work.
And in March of this year, the assistant secretary, Dr.
Winkenwerder, invited us to come up and brief him and the surgeons general on where we were at that point; what we were finding. And he asked me——
Mr. BUYER. Mr. Curtin.
Mr. CURTIN. Yes, sir.
Mr. BUYER. Can you hold your thought there. We’re going to
have to recess for approximately 25 minutes. We have votes on the
floor and we’ll return. You can hold that thought about your conversation with Mr. Winkenwerder. I’m most interested because he’s
not here today. And we’ll resume after these votes.
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[Recess.]
The CHAIRMAN. Welcome back. Mr. Curtin, you may resume.
Mr. CURTIN. I’ll just pick up where I left off. He asked me at that
meeting what did DOD do about this, and my response back in
March was basically the same as the recommendation that’s in our
final report that’s just been issued. DOD needs to establish a quality assurance system to make sure that the policies and requirements are being implemented at the unit level.
They’ve got the right set of regulations, the right set of policies
for the most part, but they’re not getting the attention they need
down at the unit level. So unless DOD demonstrates to the services
that this is an important activity, it’s probably going to continue
to get spotty compliance.
And establishing a system of quality assurance is not only a good
idea, it’s in the law. It’s a requirement of the 1997 law, and DOD
had never implemented it.
Now, to its credit, after that meeting and at the time of our draft
report being sent to DOD, they did begin taking some action on
this, even though it’s 6 years since the law was passed. They have
begun to do some things, and they outlined a number of actions in
their response to our draft that they already have underway, including monitoring these pre and post-deployment health assessments at the centralized data collection point.
DOD also said that the services—each of the services have implemented quality assurance programs of their own now, and many of
these are at the early stages, but they seem to be steps in the right
direction. And we have not had a chance yet to look at the implementation of this quality assurance system DOD is putting in
place, and, I think, the key to its success will be follow through,
as with most things, to make sure that the system is working and
there’s continuing emphasis down at the unit level.
And let me go ahead and stop there, Mr. Chairman. I’ll be glad
to take any questions.
[The prepared statement of Mr. Curtin appears on p. 156.]
The CHAIRMAN. Thank you very much.
I’d like to ask Chaplain Mauck if you would proceed.
STATEMENT OF LT. COL. GARY MAUCK

Lt. Col. MAUCK. Good afternoon, Mr. Chairman. I am a chaplain
in the Army Reserves. I was ordered to active duty on 10 May 2003
for 365 days to Fort Stewart, Georgia, home to the Army’s 3rd Infantry Division.
I am the deputy installation’s staff chaplain for mobilization, and
I am tasked to work with both active duty and reserve-component
soldiers at Fort Stewart. I work to provide counseling, liaison with
mobilized Reservists, and work with returning active-duty personnel of the 3rd Infantry Division.
The mobilized Reservists are from both the U.S. Army Reserves
and the Army National Guard. I work with the unit ministry teams
that are being deployed to Bosnia, Kosovo, Afghanistan, Kuwait,
and Iraq. I have also been the supervising chaplain in providing reunion briefings to the 3rd ID soldiers returning from Iraq.
Two other chaplains have been available to me to help with the
briefings if I am unable to be at a particular briefing or if there
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is more than one briefing at a time. The reunion briefings are part
of the post-deployment and reconstitution program provided by
both division and garrison elements.
It is a three-phase program. The first set of reintegration briefings took place in theatre and involved the leadership there. The
second set of reintegration briefings took place at Fort Stewart and
involved four groups of speakers. They are the Office of the Chaplain, Army Community Service Personnel, medical personnel from
the Wynn Army Community Hospital, and the JAG officers from
the legal section of the garrison.
The final phase of the program is the reconstitution phase and
involves marriage enrichment retreats that are supervised by the
Fort Stewart Family Life Chaplain. A program for single soldiers
is available. It is called Pick a Partner Program and deals with
dating, courtship, and marriage.
The third and final phase also includes ASIST training. ASIST
is Applied Suicide Intervention Skills Training, and these briefings
are held quarterly for all Fort Stewart personnel. These ASIST
trainings are conducted by various unit chaplains of the division
and garrison.
These briefings and retreats provide similar, well-coordinated information in order to reinforce the messages from the various support elements. In addition to the briefings, there is ongoing counseling support available from the active-duty personnel assigned to
the 3rd ID and from the reserve soldiers called up to augment the
work of the on-post personnel who are in support.
As a reserve chaplain, I work outside of the soldiers’ normal
chain of command and offer a place where a soldier can come for
help without informing anyone in their rating chain. The types of
problems that I encounter are separation issues, reintegration into
the family and marriage, any problems of infidelity that may have
occurred during the deployment, alcohol abuse, financial concerns,
and flashbacks that some have experienced.
I am available to anyone who would like someone to talk with
them about their experiences. My experiences in Vietnam and lessons learned in my years in the reserves and on active duty serve
me well in my counseling situations. Some counseling sessions are
by appointment. Most take place from walk ins and even take place
in a more informal setting as I go around post and someone says,
‘‘Hi,’’ and then stops to talk with me. I then follow up with those
individuals at a later time.
The reunion briefings served to introduce myself to the 3rd ID
soldiers, and they learned that I was available to them at any time.
I also reminded them of their own unit chaplains that are available
for counseling at any time.
The reintegration program is long overdue and very effective. I
am pleased and honored to be a small part of this program and
what it is able to do for the soldier and their family. Thank you,
sir.
The CHAIRMAN. Thank you very much, Chaplain, for your testimony, and I’d like to ask, finally, Dr. Kudler, if you would proceed.
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STATEMENT OF HAROLD KUDLER

Dr. KUDLER. Thank you, Mr. Chairman. The VA is the world
leader in the care of post-traumatic stress disorder, but its clinical
and research programs have primarily been directed towards veterans who suffer from chronic PTSD from Vietnam, Korea, and
World War II. Starting with the first Gulf War and gaining momentum with September 11, the conflicts in Afghanistan and Iraq,
the VA is learning to tackle PTSD proactively.
While VA must preserve our capacity to serve veterans of past
conflicts, we now have to step up to meet the needs of a new generation of combat veterans. This means developing treatments for
acute post-traumatic stress disorder, and whenever possible, preventing the development of chronic PTSD.
Over the past 4 years I’ve co-chaired the VA’s Under Secretary
for Health’s Special Committee on PTSD. Our charge is to determine VA’s capacity to provide assessment and treatment for posttraumatic stress disorder and guide VA’s educational, research, and
benefits activities with regard to PTSD.
One giant step in the right direction is a new joint DOD/VA clinical practice guideline for the management of post-traumatic stress.
The work group for this project included members of Army, Navy,
and Air Force, as well as VA medical centers, VA Readjustment
Counseling Service, and the VA’s National Center for PTSD.
The Joint Guideline is an evidence-based planning tool for the
prevention, assessment, and treatment of men and women who
have endured traumatic events. Perhaps the most fundamental element of the guideline is its recommendation to screen every man
and woman at specific intervals in every DOD and VA primary
care and mental health clinic. By identifying those at risk and
those who are already suffering symptoms as early as possible, we
may be able to prevent new cases of chronic PTSD.
VA has already identified liaisons to major military treatment facilities to assure seamless transition and transfer of care. They’ve
also identified staff members to serve as points of contact at every
VA medical center for returning new veterans.
The special committee is currently reviewing the role of these
points of contact, as well as the VET centers in providing information about potential psychological effects of combat stress to veterans of Afghanistan and Iraq and to their families at the time of
separation from service.
POCs could be provided with scripts based on scenarios they’re
most likely to confront, distribute brochures based on materials
that have already been developed by the National Center for PTSD,
and provide information about where veterans and their families
could seek help if they need it.
The special committee is also considering how members of the
military unit associations and VSOs might be able to provide support and referral to new veterans and their families when help is
needed.
We’ve identified two key actions to complete the VA continuum
of care. The first is to establish a PTSD clinical team at every VA
medical center, and the second is to locate a family therapist in
each VET center.
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Current DOD efforts, such as the Army’s Combat Stress Control
Program and the Navy and Marine Corps OSCAR Program are excellent vehicles for implementing the Joint Guideline during ongoing military operations. Aspects of the new Joint Guideline have already been applied in Iraq and have been found useful there.
In military language ‘‘real grunts’’ see post-traumatic stress disorders, not as a reaction of a normal person exposed to a very abnormal situation, but rather, as a failure of training, of leadership,
strength, or, perhaps, character. This is a stigma and it’s the single
greatest impediment to effective intervention and continuity of
care.
Cultural change is needed across both VA and DOD. At present
the single most effective recommendation I can offer is to embed
the DOD/VA Joint Treatment Guideline with its assessment, treatment, and potential prevention capabilities into DOD and VA primary care and mental health clinics and to consistently apply it
during DOD operations.
This will require development of software packages capable of
seamlessly integrating the Guideline into both DOD and VA computer medical records system. And it has to be done in a manner
that makes it easy, even preferable, for clinicians to use this rather
than choose not to use it. VA is in the process of developing a monitoring system that will encourage utilization of the Joint Guideline.
In summary, many elements of a comprehensive transition process already exist, but they need to be strengthened, integrated, and
more sharply focused. Ultimately, success in this area will require
cultural change in both DOD and VA.
Mr. Chairman, this concludes my remarks, and I look forward to
responding to questions.
[The prepared statement of Dr. Kudler appears on p. 183.]
The CHAIRMAN. Thank you very much, Doctor. Let me just begin
with Chaplain Mauck. Some years ago I read the book, ‘‘The Grunt
Padre,’’ about Father Capadano, who received the Medal of Honor
during the Vietnam War. It was written by Father Mode. It was
a compelling story of a chaplain who out in the field made it his
point to even go to the front lines and try to minister to the troops,
and he died in the service of our country doing just that on a front
line in Vietnam.
As I think was indicated earlier, some of our guys and ladies who
are deployed might be less inclined to seek out care, based on some
mental anguish they’re going through; perhaps the beginnings of
PTSD. They might feel more free and have more flexibility to go
to a chaplain.
In your view, do we have sufficient chaplains deployed for Iraq
and Afghanistan? Is there a deficiency there? And what has been
your experience with what I had suggested might be the case; that
there’s an approachability, you know, you mentioned several of the
things that you work on. Obviously, alcohol, financial reintegration,
separation issues, and flashbacks, but is there an approachability
that makes a chaplain more accessible?
Lt. Col. MAUCK. Speaking for the 3rd Infantry Division, they—
all of the slots that they had for chaplains were filled, and one of
my jobs is to make sure that every unit that’s deployed from the
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reserves and National Guard have a unit ministry team. That is
a chaplain and a chaplain’s assistant. And, of course, the chaplain
is not required to carry a weapon, so the chaplain’s assistant becomes an integral part of the survival of that chaplain on the
battlefield.
The approachability of chaplains is the most important thing
some people have. The chaplain is not judgmental, is always available, and you’re right. The chaplains that mean the most are the
ones that are right up there with them, sweating and sometimes
dying with the troops.
The CHAIRMAN. Thank you for that and thank you for your service and all of you for your tremendous work on behalf of our
military.
I do have a question now for the GAO with regards to your report, and I’ve read your report. It is chilling and compelling, disturbing. The one point that is made in your report is that the Air
Force and the Army were not complying with DOD’s own Force
Health Protection and Surveillance policies, and you have the percentages that go up to 98 percent in terms of range.
My question is what impact does that have on an individual
servicemember? What are the consequences for him or for her perhaps if a pre-existing problem is not caught, they’re deployed, they
don’t get their immunization, they deployed? This could be very serious, wouldn’t you say? Well, how would you respond to that?
Mr. CURTIN. Well, I think that’s exactly right, Mr. Chairman.
The purpose of the pre-assessment is to make sure before someone
deploys if they are any conditions that need to be looked at before
they would be sent overseas. And the purpose of the post-deployment is to make sure if anything happened overseas they have an
opportunity to report that.
So not completing that requirement clearly have some implications there. Either there was no opportunity to express problems
or to find problems or, you know, the opportunity has been missed.
The CHAIRMAN. And, Dr. Kudler, have you found that within the
military there is a significant appreciation of PTSD? I mean, the
VA has literally written the book—and you have been a part of
that—on how best to deal with post-traumatic stress disorder, but
it seems to me that there might be some deficiencies when it comes
to the military in terms of recognizing what to look out for.
Obviously, there’s a delayed reaction in many instances, so some
of the early warning signs might be missed. The rapid deployment
or re-deployments, all the movement, might make it harder to
catch. Again, I’m sure there’s a lot of collaboration with the chaplain corps to try to pass that baton off if somebody is more prone
to a worse episode or episodes. What’s been your sense on that?
Dr. KUDLER. Well, you’re right. The chaplains really are a first
line in the military, and, in fact, that’s why we invited chaplains
to be a part of developing the treatment guidelines so we wouldn’t
miss that. And I had a chance to work very closely for a year and
a half with a group of DOD doctors. Some of them helped me create
my testimony here and have already rotated through Iraq. They
are back now, and have talked with me about how well the plans
we made worked.
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The fact is that there are obstacles in DOD. DOD is busy right
now fighting a war. They’ve got a lot going on, and, yet, they sometimes miss the point that recognizing traumatic stress in the military during an ongoing operation is not going to weaken morale.
It’s actually going to increase the strength of the fighting force if
they can catch that problem early and deal with it effectively. In
addition, you’ve got troops rotating home and these people—especially, Guard and Reserve are not living within a community that
supports who they are and what they do. You’ve got people just
going back to their old neighborhoods. Where is the support for
them and their families? They have really unique stresses and
problems, and, yet, can the military meet their needs?
I think the biggest problem for officers in the military is that the
people who have these problems are unlikely to come up and say
‘‘I have this problem,’’ because they’re concerned what will it mean
for their career. And maybe many more of them are concerned
what will it mean for the morale of the people I work with if I come
and complain, if I come and say I can’t do this. I better just keep
doing it.
But all the officers know is they’re just not hearing anything, so
they say ‘‘no problem here.’’ And, I think, they say it in all honesty.
So there are built-in obstacles, but they can be overcome. Chaplains have always been a part of the solution, and I think by training administrators and leaders, as well as medical personnel, we
could do much more.
The CHAIRMAN. Thank you. Let me ask one final question, and
that would be to Mr. Curtin. On the issue of new policies, we have
are new laws. Do we need new policies? Do we need new laws? Or
does this basically come down to a leadership issue where we just
need the right people to support it at the right time whether it be
the seamless transition of data, more aggressive collection and
chronicling of information and using IT to its utmost? What would
be your take on that?
Mr. CURTIN. It’s mainly a leadership issue at this point. It’s the
follow through, the emphasis, the priority. The policies are there.
The one area that’s come up for—where there is a gap, I think,
between what the law said and what DOD set up is this issue of
the health assessments versus the medical examinations, and you
may want to explore that with the DOD representatives. They implemented the law by going to these health assessments, a questionnaire, a screening-type of document, instead of a physical exam,
which would ordinarily be what a medical exam is. And they have
their reasons.
They said logistically it may be difficult for a rapid deployment
to do a hands-on exam. Number one, we don’t know if that’s realistic or not, but I think that’s an area if Congress feels these health
assessments are not working that’s the next step would be to require more of a hands-on physical exam.
Our point is you need compliance with the system you have in
place to see if that works. We really don’t know yet. I think, because of the poor compliance here, whether these pre and posthealth assessments are accomplishing anything at this point.
The CHAIRMAN. Do you think it’s likely that because there have
not been the actual hands-on examinations, as opposed to the as-
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sessment, that people have gotten sicker or have suffered? I mean,
is there any empirical data on that?
Mr. CURTIN. A tough call. I don’t have any data on that. The possibility is there but I can’t say that I have cases where something
was missed because it was a health assessment.
The CHAIRMAN. Is it because of lack of medical practitioners, doctors and nurses to do this that it’s not being done?
Mr. CURTIN. Yes, probably a better question for the DOD representative. There are some logistical problems in doing it. I don’t
know that it’s necessarily a personnel problem. Maybe a timing
issue more than anything.
The CHAIRMAN. Let me just ask you who actually reviews the assessments to make a qualitative judgment as to whether or not
somebody is deployable?
Mr. CURTIN. Well, the assessments are reviewed at each unit to
see if there are any positive answers. If you have a condition—if
you indicate, yes, I have a problem or a concern, those assessments
then are reviewed at the local unit to see if there’s any call for a
referral or for follow up on that check mark, and, actually, we
found problems with that process, as well.
Some of them that should have been referred for consultation did
not get referred. So that system is not working perfectly either.
The CHAIRMAN. Was that an oversight or was that to provide sufficient troop strength for the deployment?
Mr. CURTIN. Well, I don’t think we know. I don’t know. A good
question. I don’t think we have any evidence.
The CHAIRMAN. Regarding the actual physical assessment sheet,
is it comprehensive enough in your view? Does it capture the data
we need to know?
Mr. CURTIN. Yes, I don’t think we had any——
The CHAIRMAN. No problem with that?
Mr. CURTIN (continuing). Problems with that. One aspect of it
that we might quibble with is the mental-health side of it. There
are some questions, asking about the mental-health issues, but it’s
just a few questions in a long survey.
The CHAIRMAN. Well, let me ask you would some men and
women in uniform be loathe to put that down on paper?
Mr. CURTIN. No question.
The CHAIRMAN. So a an actual examination with the privacy attendant to it would more likely reveal——
Mr. CURTIN. Absolutely. That’s one of the problems with the
questionnaires in general is that it’s a self-diagnosis there, and the
person could really want to go on this deployment and not want to
show that he has any existing conditions, even though a medical
exam might reveal one. There is some of that.
The CHAIRMAN. And that would be particularly true in the mental-health area?
Mr. CURTIN. Yes.
The CHAIRMAN. You know, unfortunately, there’s still a stigma
attached to mental-health issues. There ought not to be but there
is.
Mr. CURTIN. Yes, sir.
The CHAIRMAN. And I can understand why somebody might falsify that, thinking they’re okay.
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Mr. CURTIN. Yes.
The CHAIRMAN. That is a good question for the DOD representative. Dr. Snyder.
Dr. SNYDER. Thank you, Mr. Chairman. Mr. Curtin, I apologize
for not being here when you did your testimony. I had to go to another meeting, but—before this issue of the immunizations, and I
know that the bigger issue is the overall assessment but the immunizations is just one part of it. But it seems to me it really is an
important part of it. That it’s something that’s pretty easy for everyone to understand.
I mean, there’s even a culture in the military that you get lined
up in boot camp and you get all your shots. I mean, this should
be something that we all understood. You know, I can certainly remember getting them, and when I look at the list, I mean—having
worked overseas a few times and not—I guess the longest was like
6 months in West Africa and 3 months in Asia and then another
3 months in Africa.
But when I look at these diseases, these are not unusual. Hepatitis A can be very common. Influenza is certainly common. I’ve
seen measles overseas. I’ve seen mumps overseas. I’ve seen
meningococcal disease overseas. I don’t think I ever saw any acute
polio, but I certainly saw people that had polio as youngsters.
I’ve seen tetanus, both in neo-natal tetanus and also tetanus in
adults. I’ve even seen a case typhoid that—or at least what we believed was typhoid in a refugee camp in Thailand. So these are not
rare—particularly rare things overseas, and, yet, when I looked at
your chart here and you had at one facility or at one unit up to
36 percent had missed two or more immunizations and even higher
numbers. I mean, almost half missing at least one. It’s very concerning to me.
I understand in your testimony you said that it was—the leadership past had just established that as being important. Is that a
fair assessment? Do you have any other comments you want to
make?
Mr. CURTIN. Yes, sir. The only thing I might add on the highest
level there for the missing immunizations was at Fort Drum for
Operation Enduring Freedom, and if you recall that era there, September 11 came, and a month and a half later we had the 10th
Mountain Division getting ready to deploy and showing up in Central Asia. So there was a short time period and an unusually quick
deployment there.
So some of those numbers could be explained at Fort Drum for
the 10th Mountain Division. Now, they’re almost as high for some
of these others. See, especially, an operation like Joint Guardian,
which is a peace-keeping operation. Usually, the units know
months and months in advance, maybe 6 months or a year in advance of when they’re going to deploy.
So it’s hard to see why you wouldn’t make sure you had—everyone had their——
Dr. SNYDER. I may have missed it in your report, but you didn’t
break it out exactly which one was missing? I mean, if it came
back, and it was all——
Mr. CURTIN. I do have some data on that. The two highest seem
to be the influenza and hepatitis, either—hepatitis A, either the
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first or second in the hepatitis series. But meningococcal was one
of them. At Fort Campbell it was one of the highest, and it’s hard
to find a good pattern there, and it’s hard to understand why the
immunizations wouldn’t happen.
Now, we looked everywhere we could look. We weren’t just focused on the individual’s personnel file. We looked anywhere that
DOD sent us to try to find these immunization records and they
just aren’t there.
Dr. SNYDER. I’m going on a trip to the Middle East this weekend,
and I got a call from our health clinic here that says you need a
typhoid shot, and I went over there and there was my record with
a big circle where it needed to be initialed and dated and it wasn’t
there. I mean, this is pretty basic stuff.
The other thing I noticed was that in DOD’s response in your report back in September they—I know it meant a lot to you and I
know it meant a lot to the guy who wrote it. For many of us who
read those kinds of letters, it’s like a lot of bureaucratic gobbledygook that—I have great admiration for people who can set up systems that work. And so I’m not minimizing what was said at all.
I think it was really important to talk about.
I didn’t see the word immunization or vaccination anywhere in
that response. Did it not specifically address, you know, what I consider to be a canary in the mind as a sign that there may be some
real problems with our health system. I would have thought that
somebody may have been wiling to say, well, a lot of those influenza and these are young, healthy people that we don’t
necessarily——
Mr. CURTIN. DOD hasn’t—even on—as we did these, base by
base, location by location, DOD had all these results. The services
knew just what we were finding and didn’t really—never challenged the numbers at all.
Dr. SNYDER. I guess that’s another point. No one came back and
said, well, our record keeping wasn’t as good as it should have
been. We think it’s 90-plus percent.
Mr. CURTIN. No, sir.
Dr. SNYDER. You’d have to think that they accept those numbers,
which are not—you don’t even have a herd immunity for these
kinds of things. Thank you.
The CHAIRMAN. Chairman Buyer.
Mr. BUYER. In 1997, the GAO found problems with the Army’s
implementation of DOD’s health-surveillance policies for the Bosnian deployment, and then in September of this year your office reported similar problems regarding the Army’s and the Air Force’s
implementation of DOD’s Forced Health Protection and Surveillance Policies for Operation Enduring Freedom in Central Asia and
for Kosovo deployments.
In your opinion, Mr. Curtin, what will it take for the military
services to comply with the Forced Protection and Surveillance
policies?
Mr. CURTIN. I think it’s going to take the top-level leadership to
make it clear throughout the system and DOD that this is important. That this is valued. That’s in the law. I think the emphasis
has been on getting the regulations out there, getting the policy out
there, letting the services implement it. And it hasn’t worked.
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What this shows is that leaving it up to the services to push the
requirement down to the divisions and the unit level is going to
provide these kind of results. You’re going to have very spotty implementation, and what you’ll get is if a particular base commander, a particular unit commander had some experience with
this he’ll put his emphasis on it. It will get done better at his location but not at other locations.
So it’s got to come from above. It’s got to come from the surgeons
general. It’s got to come from OSD, and that’s the gist of the recommendation we made was to get some system in place so that the
services know, not just—you know, there’s a policy. You got to comply. But that somebody is going to be there to check on it. And
that’s what really makes things happen is when somebody knows
you’re watching and that this is important.
Mr. BUYER. Could you elaborate on the consequences to the individual servicemember if the services do not comply with the policies as stated in the statute.
Mr. CURTIN. Well, I think the biggest issue—well, obviously, the
issue of the immunizations is important. People not getting the
right immunizations are at real risk in some of the locations we’re
sending people nowadays.
These pre and post-deployment assessments are important, because they—not only could they help find an immediate problem
and identify something that needs to be looked at right away, either before or after deployment—but they provide that record of
what happened—what kind of condition a member was in before he
deployed. What happened during the deployment, and then what
he looked like when he finished that deployment.
That record is there then and should be very useful for—not only
for the individual’s help in keeping a good record of what happened
to him—but for studies similar to what happened after the Gulf
War where we really didn’t know what was a pre-existing condition
and what were things that happened in theatre that caused it. So
there’s both of those benefits to good record keeping here.
Mr. BUYER. You’re very close.
Mr. CURTIN. There’s more.
Mr. BUYER. No, I just—you’re very close. It’s—earlier, I used the
word fascinating. Fascinating because obviously the next panel
we’re going to have Secretary Ed Wyatt. So when Secretary Ed
Wyatt and I and John Chaplain we sit down and we write the law,
how then was the law implemented? How were the words
interpreted?
And now we are so far down range from where Mr. Wyatt and
I and others intended when this legislation was put together and
where are we today. And is it acceptable. That’s kind of where we
are, and that’s why I’m anxious to get to the next panel.
You even were using the word assessments, as though that’s
what was the intent of the statute. It is not the intent of the statute, because we put in there physical exams.
Now, you’re not the team that testified to the Oversight and Investigations Subcommittee here of VA, but—did you have an opportunity to speak with that team, referencing Dr. Winkenwerder’s
testimony?
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Mr. CURTIN. Oh, yes. In fact, we had talked to Dr. Kanof even
before that testimony. She knew our results. She was at that hearing.
Mr. BUYER. I’m trying to reconcile this, and if you are unable to
answer, then I’ll have to ask the next panel. This hearing was
dated July 9th of 2003, okay. Did you give a briefing to Dr.
Winkenwerder about your potential results or an update of
your——
Mr. CURTIN. Absolutely.
Mr. BUYER. You did? And when would that have been?
Mr. CURTIN. In March of 2003, March 19.
Mr. BUYER. March 19th of 2003. So right in the middle of their
deployments you gave him a brief? Okay, that’s good.
Mr. CURTIN. Yes.
Mr. BUYER. Because in November of 2002, I met with Ellen
Emory, who works for Secretary Wyatt, and what we’re all trying
to do is to get ahead of this one. And since the 10th Mountain Division didn’t do very well—and that sits in Chairman John McHugh’s
district—I thought we could like get ahead of this one now.
And Ms. Emory told me in my office that you’re right. We didn’t
get it right on the 10th Mountain Division, but we’re going to get
it right with those of whom they knew were about to deploy in a
contingency or preparing for the contingency.
So I had to put myself in a comfort zone. That’s what she said
to me. It put me in a comfort zone.
I’m sorry. Mr. Chairman, may I have an additional few minutes?
And so I have to believe then that the system is going to work.
Dr. Winkenwerder testifies before this committee on July 9th of
2003. On page 13 of his testimony, ‘‘We electronically archive each
servicemember’s pre and post-deployment health assessment in the
Defense Medical Surveillance System. The Department of Defense
has captured more than a million of these forms so far, and completed documents are available to health providers worldwide
through our web-based program, etc.’’
Now, I have to look at your GAO report. How does the report reconcile with the testimony of Dr. Winkenwerder?
Mr. CURTIN. Good question. I don’t doubt that they have a million records in their files, but they don’t have all of them that they
should. That’s the distinction, I think. I don’t think he’s saying we
have everything we should have. At least, he shouldn’t be, because
he should have known at that point that they didn’t have all the
records they were supposed to have.
He may have had a million. He may have felt that their database
was accurate, but, clearly, the database is not accurate from our
detailed sample here.
Mr. BUYER. Well, I want to thank you for your good work, and,
hopefully—and I don’t know the answer to this one, so I need to
ask it. Is there a team within the GAO that is now taking your
work and the other team’s work forward with regard to Operation
Iraqi Freedom?
Mr. CURTIN. Not at this point. The Armed Services Committee—
the Total Force Subcommittee has indicated they want us to do
that. Their suggestion was wait a few months to let the new system, you know, kick in here. DOD is setting up some systems fi-
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nally to track this, and then come in next year and let’s look at a
similar sample here.
In fact, next year looking at Iraqi Freedom we include the Marines in what we’ve done, and we would probably include the reserves, as well.
Mr. BUYER. Now, be a good listener to the—be a good listener to
what they’ve just asked of you. They’re asking you to allow a passover—a passover over a major contingency and will let us then implement some new systems and then take a look at what we’ve
done.
My suggestion, Mr. Chairman, would be that for us to have continuity is for you to—and Mr. Evans—send a letter over to the
Armed Services Committee and ask for a joint request of GAO to
continue their work. I think it would be beneficial. Mr. Curtin,
would this be helpful?
Mr. CURTIN. Absolutely. And I think a joint request would be an
excellent idea, because there’s clearly interest from both sides here,
and we can do it. We can do it. We were kind of responding to——
Mr. BUYER. How long do you think that would take? Six months?
Mr. CURTIN. Well, yeah. At least. Because of the—it depends on
the state of the records. Our problem in this study was when we
started to draw samples and try to find the database of who deployed the databases were so bad it took us months to sort that
out. So given that there’s better data this time, maybe—I mean,
the actual, physical study of the files we can do——
Mr. BUYER. Mr. Chairman, I think this would be very productive
if you were to send over that joint request with Chairman Hunter,
because the operations are going to be continuing in Afghanistan
and Iraq, and we’re going to have multiple deployments. I recognize there’s a very good spirit of goodwill here between Dr. Roswell
and Dr. Winkenwerder and Ed Wyatt, along with the surgeons generals and others to really get it right.
And the GAO is playing a valuable role in the instrument of getting it right, and that would be my encouragement, Mr. Chairman.
I yield back.
The CHAIRMAN. Thank you very much, Chairman Buyer. And it’s
something we will do. And I would just add that, you know, we
should verify the performance on the part of the DOD and the VA
at all times, especially in light of your very disturbing report.
With our previous reports with non-compliance with Forced
Health Protection and immunization surveillance policies and the
like, this seems to be a no-brainer. Having an independent set of
eyes look and document, helps all of us to be more accountable. So
we will make that request. I’m sure Chairman Hunter will gladly
co-sign that, as well as my good friend, Lane Evans.
I just want to ask you a question on the non-compliance issue.
How long realistically does it take to insure full compliance? You
point out and I think it’s worth quoting for the record: ‘‘Continued
non-compliance with these policies may result in servicemembers
being deployed with unaddressed health problems or without immunization protection. Furthermore, incomplete and inaccurate
medical records may hinder DOD’s and VA’s ability to investigate
the causes of any future health problems that may arise coincident
with deployments.’’
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You also point out that DOD has not corrected the problems that
you identified back in 1997, but that were related to the completeness and accuracy of the personnel deployment database designed
to collect data reflecting which servicemember is deployed in certain areas, and it goes on from there.
There’s a hurry-up offense now to get this right. When can we
really expect this to be in place? I mean, we are planning a series
of oversight hearings on this. This is one in a longer series that
stretches over the last several years.
We’ll be back in 2 months, and then another month after that,
and then another month after that building to a crescendo that,
okay, everyone knows the problem. We don’t expect a magic wand
to be waved, but we do expect for the health and well being of our
men and women in uniform who then become veterans, to very aggressively addressed.
Mr. CURTIN. There’s no reason it should take a long time to put
the system in place. The elements are there. It’s really making sure
that the services are complying the way they’re supposed to. So
there’s not a lot of new systems have to be put in place.
The one area where it may take some time is this accuracy of
this centralized deployment database. In fact, the Armed Services
Committee has asked us to take a look at that issue, based on what
we found here. That the deployment databases just aren’t usable
right now, and we’re looking at what DOD is doing to upgrade that
system.
But as far as making sure that the documentation is there for
it’s deployments, that should be able to be done immediately.
The CHAIRMAN. Notwithstanding the fact that we probably will
not be in session in December, we’ll look at maybe even a joint
Armed Services/VA Committee hearing, and certainly in January
we’ll look for the possibility of having a hearing, if Chairman
Hunter is amenable to it, because I think the more we stay at this
now the more we help the process.
We can’t let this slip any further and not get to the point where
we are comfortable that all that can be done is being done.
Mr. CURTIN. It will be hard for us to have much results by
January.
The CHAIRMAN. Oh, I understand. I understand.
Mr. CURTIN. But give us a few more months, I think, we would
have some things ready.
The CHAIRMAN. We’ll see you then too. Would anyone like to add
anything of our panelists? I want to thank you for being here and
for your very valuable insights.
Mr. BUYER. May I ask one—I’m sorry. Chaplain, you provided excellent testimony with regard to what is occurring for those of
whom are active duty. I had an opportunity to meet with a Guardsman at—who had been over there for a very long time, and he—
you know, he sat on the couch next to his wife, of whom he had
not seen for a long time. She’s about 8 months pregnant. They sat
about two feet apart. Their child was kept—their smaller 2-yearold was running around and grandparents were watching the 2year-old and he was completely stoic.
He’d just arrived home. Definitely distant. Very distant. And
that’s no different than anybody else. You’ve just taken him out of
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one environment and putting him into another, and there’s a tremendous transition there that you counsel. But it’s easier for you
to do that for active duty. What about these Guardsmen and Reservists? I mean—of whom are now thrown back into that domesticated environment, and have no one to talk to?
Lt. Col. MAUCK. There is a reserve program called PREP. You’re
going to ask me what PREP means, and I don’t know, because I’ve
been out of the loop. I’ve been on active duty since May.
But there is a new program that my chaplains back in New England are working on, and, hopefully, that will address the problem.
Yes, I think the active duty has done a wonderful job. The reserves are working on it to my knowledge at this point, sir.
Mr. BUYER. Perhaps the good thing was is when he was there,
not only was I there, but then there was a Vietnam veteran, who
also was there, and I wanted to reach back to him and thank him
and tell him, yes, you’re home. But pulled him aside also and said,
please, if anything, talk to us. Just come talk to us anytime. And
maybe that’s the cause that veterans will all do for each other, but
I didn’t know that there was a system within the reserve component. So I appreciate that testimony. Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much, gentlemen. Our third
panel, if they can make their way to the witness table, will begin
with the Honorable Robert H. Roswell. Dr. Roswell is the Under
Secretary of Health for the Department of Veterans Affairs.
Prior to his nomination as Under Secretary, Dr. Roswell headed
VA’s health care network covering Florida and Puerto Rico. He previously held positions as chief of staff at VA medical centers in Birmingham, AL and Oklahoma City, OK.
As the head of the Veterans Health Administration, Dr. Roswell
oversees the Nation’s largest integrated health care system, employing more than 180,000 health care professionals and operating
more than 1,300 sites of care.
In addition to its medical care mission, the veterans’ health care
system is the largest provider of graduate medical education and
a major contributor to medical and scientific research.
We’ll then hear from Mr. Edward P. Wyatt, Jr., who is the Principal Deputy Assistant Secretary of Defense for Health Affairs. His
specific duties include oversight and coordination of Congressional
and legislative activities for the Office of the Assistant Secretary of
Defense for Health Affairs, and managing the public affairs program and strategic planning activities.
He enlisted in the Navy as a hospital corpsman in June of 1967.
Mr. Wyatt was commissioned in the Medical Service Corps in 1975.
Following his naval career, Mr. Wyatt also served as professional
staff for a member of the House Armed Services Subcommittee on
Military Personnel.
Dr. Roswell, if you could proceed.
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STATEMENT OF ROBERT H. ROSWELL

Dr. ROSWELL. Thank you, Mr. Chairman. I appreciate the opportunity to be here today.
We have worked diligently with the Department of Defense to
improve coordination to identify men and women returning from
combat theatres, and provide those discharged or needing VA services while on active duty with world-class VA service.
Because of our decade-long experience with Gulf War health
issues and the President’s commitment to improving VA/DOD collaboration, VA has successfully adapted many pre-existing programs and has improved outreach, clinical care, and VA’s health
care providers access to DOD records.
My formal statement outlines in greater detail the strategies,
policies, and procedures we have implemented. At this time, I’d like
to briefly summarize some of the important points. I’m pleased to
report that DOD recently has provided VA with a roster of military
personnel who recently served in theatres of combat operations in
Afghanistan, Iraq, and subsequently separated from active duty.
Our review of these records indicates that approximately 17,000
veterans served in this capacity, and to date, approximately 2,000,
or roughly 12 percent, have already sought and received care
through the Department of Veterans Affairs. Fortunately, most of
them as outpatients.
In August of this year, the Under Secretary for Benefits, Admiral
Dan Cooper, and I charged a new VA task force for the seamless
transition of returning servicemembers. This task force is intended
to intensify efforts and continue to assure world-class services are
provided to our military and veterans.
As an early focus, we’ve been working closely with DOD to enhance our ability to identify all returning servicemembers that sustained injuries or illnesses while serving their country. Some of the
other activities that have taken place include the placement of a
full-time VA social worker, as well as a full-time veterans’ benefits
administration representative at the Walter Reed Army Medical
Center, as well as the National Naval Medical Center in Bethesda.
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We’ve also placed social work staff at the Eisenhower Army Medical Center in Augusta, at the Madigan Army Medical Center in
Oregon—excuse me—in Washington, and at the San Antonio Brook
Army Medical Center where we, again, have a full-time VHA
liaison.
We have social workers tracking patients from all of these major
medical treatment facilities as they transfer to VA care, and have
identified a point of contact at every VA medical center nationwide
to work to coordinate transfers to these VA facilities at the time
of separation and transfer from the MTF treatment facility. We’re
also working with DOD Health Affairs and DOD Reserve Affairs,
and we developed a brochure that actually identifies benefits available to reservists and National Guardsmen.
This small brochure is being provided to all personnel who serve
in the reserve or National Guard and are, subsequently, redeployed. Over one million copies of that brochure has been printed,
and it’s been actively distributed through the major reserve commands, National Guard Bureaus, and we continue to outreach to
the individual reserve units to make sure that they have that
information.
We’re also working with DOD to develop separation physical examinations that enhance the evaluation of veterans as they separate from their military service. Today we have over a 130 sites
where the Benefits Delivery Discharge Program is in place. This allows a single examination to serve both the military needs at the
time of separation and VA needs to determine disability
compensation.
We’ve also developed a number of training materials, including
videos, a series of monographs called the Veterans Health Initiative, as well as case management guidance, clinical reminders in
our automated records system, clinical practice guidelines that
were mentioned earlier, and we continue to work to develop an integrated, automated medical records system that shares information between DOD and VA.
Last August, in a letter addressed to all VA employees, Secretary
Principi emphasized VA’s commitment to returning combat veterans. In his words—and I quote—‘‘We will have failed to meet our
very reason to exist as a department if a veteran is poorly served.’’
I agree with those words, Mr. Chairman, and assure you that VA
will continue to improve services and coordination to insure the
needs of these servicemembers are met.
Thank you very much.
[The prepared statement of Dr. Roswell appears on p. 190.]
The CHAIRMAN. Thank you. Mr. Wyatt.
STATEMENT OF EDWARD P. WYATT, JR.

Mr. WYATT. Thank you also for the opportunity to come here and
testify before you today. Thank you again, with the microphone on,
for the opportunity to come and testify before you today.
I’m joined here today by three of my colleagues from the military
services, the Surgeons General of the Army, Navy, and Air Force:
Lt. Gen. Peake, Vice Adm. Cowan, and Lt. Gen. Taylor,
respectively.
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I asked them to accompany me here, because as you know, they
are responsible for implementing many of the policies which were
established in the Department of Defense, and we worked together
very closely in the development of those policies and in monitoring
their execution.
With your forbearance, I’m going to forego the usual summary of
the written testimony, which you already have and have had an opportunity to review. I’d like instead to take a couple of moments
to comment on some of the testimony that we’ve heard so far this
morning, so that we might set a background for our questions later.
First, I’d be remiss if I didn’t honor the commitment and sacrifice
made by your first panel of witnesses. Each of them has obviously
made significant sacrifices in service to their country, and we are
all deeply indebted to that service and that sacrifice.
Mr. Chairman, in the face of RPGs and AK–47s, these weapon
systems and the people who use them against our forces don’t distinguish between full-time active duty members and reservists
serving on active duty as they seek to bring wreckage upon our soldiers, and neither should we. The outstanding medical teams on
the front line make no such distinction when providing the superb
emergency resuscitative and definitive care as testified to by many
on your panel—your witnesses in your first panel—and neither
should we.
The nursing staff and the medical staff at the military hospitals,
such as Walter Reed and Bethesda, made no such distinctions
when fitting prosthesis or providing other definitive and rehabilitative services to these Americans, and neither should we.
While these reserve personnel are our patients, meaning the Department of Defense, there should be no distinction between any of
them, active or reserve. They’re our patients first and last.
Now, I would like to say that I do believe that in the vast majority of the cases, both the care and the treatment is the same. However, that does not excuse or in any way minimize the insult to
even one servicemember who did not receive the care and commitment that they earned.
We learned some very interesting things this morning. First, it
is true that our goal is to create a seamless transition. And that
is a useful goal, for it gives us a target toward which to aim. But
the goal itself testifies to the very real seams that do exist and connect the two systems, not divide it.
What we’re trying to do is stitch these seams together tighter, so
that every servicemember has an opportunity to take full advantage of all of the benefits they have earned.
And second, the benefits earned by active and reserve personnel
and veterans are superb, but they aren’t of much value if you either don’t know about them or you don’t understand them. Clearly,
some of the people testifying this morning either didn’t know about
their benefits or didn’t understand them, and we need to do a better job in that area.
Mr. Chairman, that would conclude my remarks, and I look forward to responding to your questions, sir.
[The prepared statement of Mr. Wyatt appears on p. 198.]
The CHAIRMAN. Thank you very much, Mr. Wyatt. I appreciate
it. You were here and obviously heard the testimony, and I’m sure
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you read Mr. Curtin’s GAO testimony in its entirety. What can be
done and how quickly can it be done? The statement is really a serious indictment that the percentage of Army and Air Force
servicemembers missing one or both of their pre-deployment and
post-deployment health assessments range from 38 to 98 percent of
our samples. Moreover, when health assessments were conducted,
as many as 45 percent of them were not done within the required
time frames. Furthermore, health care providers did not review all
health assessments, and I would just note parenthetically, who did?
I mean, who looks at the health assessment, if not someone who
has a trained eye and the kind of background training requisite to
do the job in a responsible way?
And then what is done with those? I would hope and would ask
that you would make part of this record a copy of that health assessment, and ask whether or not you think it’s adequate.
I did note that the department, or DOD, has suggested that it
would be logistically impossible to do the medical examinations.
You might want to touch on that as well. Why?
And again, if a health assessment is done by a health practitioner with the necessary privacy guidelines so that this doesn’t get
passed around in a way that we don’t even know. It seems to me
that would trigger, at least with somebody who might have mental
or depression problems, or some of the problems that are surfacing,
could have them exacerbated in the extreme upon deployment, putting themselves and their unit at risk.
This seems to be, you know, a very serious question. Could you
touch on that, if you would? How do you respond to that?
Mr. WYATT. Yes, sir, I’d be glad to do that. Thank you for the
question. I do have copies of the health assessment with me here
today, which I will leave and submit for the record.
(The provided material follows:)
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The CHAIRMAN. Thank you.
Mr. WYATT. With regard to the specific report, I think it’s
important to note that the department agreed with all of the recommendations of the GAO. We had the normal quibbling about
methods and what-have-you, but we agreed with the
recommendations.
More importantly, the Assistant Secretary for Health Affairs, Dr.
Winkenwerder, sought the approval of the chairman of the Managerial Personnel Committee to get an early look at the results of
that report. As you know, these reports and their findings are the
property of the chairman, and so we imposed on the—he graciously
provided the opportunity for us to get an early peak at the—at
fresh results.
We wanted to do that, because we had reason to believe that
things were not going as well as we would have desired, and if
there was something to be learned, especially in the face of what
we knew to be large additional deployments forthcoming, we wanted to be able to put fixes in place prior to those deployments. We
took those actions.
On April 22, the Under Secretary of Defense for Personnel and
Readiness, David Chu, issued a memorandum of direction to the
military departments, directing a series of activities that they
undertake to strengthen our force health protection measures, and
particularly, our medical surveillance measures. You’ve heard
much testimony today about the quality of the health care that
people achieve in our systems—what we had not been doing such
a good job of is documenting the pre-and post-deployment
assessments.
Your next question dealt with the——
The CHAIRMAN. If you could just suspend for one second. The
GAO found that those very regulations were not even followed, the
May 22, 2003, regulations you’re talking about.
Mr. WYATT. I’m sorry, sir. I couldn’t hear you.
The CHAIRMAN. It says, ‘‘In April 2003, DOD revised its health
surveillance policy for blood samples and post-deployment health
assessments,’’ and then on the next page, ‘‘The Army and Air Force
did not comply with DOD’s force health protection and surveillance
requirements.’’
I mean, the requirements went out from the head office only to
be ignored?
Mr. WYATT. No, sir, they have not been ignored. They’ve been followed with great vigor, in fact. I’m not denying any of the findings
in that GAO report. I would remind you that the data collected
from that report came at a period prior to the Under Secretary
issuing his additional guidance, and the services have responded
quite well.
To the issue of health assessments—and I’m afraid I’m probably
not going to get this in the order that you asked them, but I’ll just
respond to them as I can. The redeployment health assessments do
involve an interview with a trained health care provider—these are
the people coming back from overseas—whether they believe they
have had a problem or not.
You might ask what’s a trained health care provider. This would
be, in most cases, a physician’s assistant, a nurse practitioner, or—
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if you’ll excuse the Navy jargon—an independent duty corpsman,
or the Army or Air Force equivalent, who has experience dealing
one-on-one with patients, and is trained to do assessments and examinations. So that those are the people who actually get—whether they indicate they have a problem or not, they get a moment or
a few moments with a health care—a trained health care provider.
Pre-deployment health assessment involves an encounter with a
health care provider only if the member indicates that he or she
believes they may have had a problem of some sort. And at that
point, the member is referred on for consultation with the appropriate health care provider to provide either additional information
or follow-up on the issue raised by the member.
I believe you asked about the mental health aspects of the deployment. One of the actions we took in response—partially, at
least—to the GAO observations was that we added a significant
number of questions, working closely with our VA colleagues to the
post-deployment assessment, so that we tried to, in fact, get a little
more granularity on the mental health status of the individual
when they redeploy.
The CHAIRMAN. Just one other question.
Mr. WYATT. Yes, sir.
The CHAIRMAN. Is the DOD furnishing the VA with the health
assessments?
Mr. WYATT. Yes, sir, they do. The health assessment is filed in
the member’s health record, and when the member separates from
active duty, that assessment is provided. As we move forward with
our TRICARE Online product, which is a web-based medical information system, any—‘‘A,’’ the post-deployment health assessments
will be not only filed in the Army central database, but also will
be accessible through this TRICARE Online product, which any authorized provider, including VA providers, will be able to go in and
extract that information.
The CHAIRMAN. Dr. Roswell, do you agree with that assessment?
Dr. ROSWELL. I do in part. I certainly agree with Mr. Wyatt’s answer. I would point out, though, that when the post-deployment
survey information is filed in the medical record, and that if that
record is retired to the Army Personnel Reserve Center or—excuse
me—the Records Center—then it becomes difficult, not convenient,
for us to do it.
If the servicemember is astute enough to obtain a copy of their
medical records at the time of discharge, and keep those in their
private possession at the time they seek care from the VA, then it’s
a useful tool for us to be able to evaluate those individuals.
And I would very strongly agree with Ed’s comments about expanding the post-deployment survey to include additional questions
concerning mental health. That’s information that does, in fact,
give us a much richer evaluation of possible stressors associated
with the deployment experience that would indicate or possibly
trigger a need for mental health services.
We certainly look forward to the TRICARE Online product being
available to VA clinicians, and I think that will be a much more
significant development.
Mr. Chairman, if I may, I apologize. I was derelict when I made
my opening remarks. I failed to introduce Mr. Robert Epley from
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the Veterans Benefits Administration who accompanies me, as well
as Dr. Mike Kussman from our Patient Care Services, who is also
accompanying me today.
The CHAIRMAN. Can I just ask one question? Do you think this
lack of capture of information will lead to a difficulty in proving a
service-connection disability, and also open up the possibility that
something might be construed to be a pre-existing condition when,
indeed, it was not? Do you see any or foresee any problems along
those lines because of this lack of capture of data?
Dr. ROSWELL. I don’t think it will preclude our ability to determine service connection. I do think it could potentially lengthen the
process if the medical records are not retained by the
servicemember and they’re retired to the records center, and we
then have to go to the records center and obtain those records,
which can take several months to have them filed before we can
then request them to get them back. That could lengthen the process for disability determination.
From my perspective, the post-deployment survey is much more
useful as an immediate screening tool to identify when a veteran
first presents to the VA where they might need services. If that individual sees a triage physician or a primary care physician who’s
not as expert in dealing with post-traumatic stress disorder or the
post-combat sequelae that can affect mental health, then they may
not pick up early that they need an appropriate referral to someone
expert in PTSD management. And that’s where I think the screening information would be useful at the original point of contact
with the VA.
The CHAIRMAN. Mr. Ryan, the gentleman from Ohio.
Mr. RYAN. Thank you, Mr. Chairman. I apologize. I have to leave
after this, but I did want to ask you one question regarding a letter
that Secretary Principi wrote to Secretary Rumsfeld regarding VA’s
need for a certain amount of information? Are you familiar with
the letter?
Dr. ROSWELL. Yes, I am.
Mr. RYAN. Okay. Just one of the pieces of information was the
pre-and post-deployment health assessments, which have been
talked about a little bit, and also some unclassified data on the possible exposure of our troops to environmental hazards. Have you
received anything back that you can share with us, and have you
received a letter back from Secretary Rumsfeld?
Dr. ROSWELL. Secretary Rumsfeld did reply to Secretary Principi.
We have received that letter. As I indicated in my opening statement, we have received the Defense Manpower Data Center set of
information, including types of services provided for the first 17,000
individuals coming back. We don’t have any tabulative results of
the pre-or post-deployment survey data, but as Mr. Wyatt said,
that information can be obtained on an individual basis.
And finally, with regard to in-theatre possible environmental
hazard exposure, though not privy to classified information, I’m not
aware of any alleged occupational hazards that occurred in Operation Iraqi Freedom that would impact the health of the troops
that served there. So the answer to that is at this point, no, I have
not seen anything with regard to potential environmental hazards.
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Mr. RYAN. The information that you get, is it a one-shot deal, or
do you continually get updated?
Dr. ROSWELL. No. Our expectation is that there will be continuing information. The DMDC data set of the first 17,000 I mentioned was simply a first run. We’ve got an agreement that will
continue to receive that information on a regular basis.
Mr. RYAN. Do we have a copy of the Rumsfeld letter that you received back? And if not——
Dr. ROSWELL. I don’t have one with me, but we’ll certainly get
one and submit it for the record.
Mr. RYAN. Great. Thank you very much, Mr. Chairman.
The CHAIRMAN. Chairman Buyer.
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(Subsequently, the Department of Veterans Affairs provided the
following information:)
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Mr. BUYER. Mr. Chairman, could we have the surgeons general
sit at the table? Would that be acceptable?
The CHAIRMAN. Sure, that would be fine. I think we have more
than one here too.
The CHAIRMAN. We have three. Do you want all three?
Mr. BUYER. The surgeons general?
The CHAIRMAN. The surgeons general.
Mr. BUYER. Mr. Wyatt, how many years of military service do
you have?
Mr. WYATT. Thirty-one years, 9 months, and 23 days, about.
Approximately.
Mr. BUYER. And what did you do in the military?
Mr. WYATT. I was privileged to serve as a hospital corpsman for
8 years prior to taking advantage of many of the good benefits afforded those on active duty and going to college and getting commissioned as a medical service corps officer. And I continued for
the remainder of my career doing health policy kinds of things.
Mr. BUYER. Did you serve in Vietnam?
Mr. WYATT. Yes, sir, I did.
Mr. BUYER. As a Navy corpsman?
Mr. WYATT. Yes, sir.
Mr. BUYER. What did you do in Vietnam?
Mr. WYATT. I served with the Marines in counter-insurgency
kinds of operations.
Mr. BUYER. And you took care of soldiers involved in battle?
Mr. WYATT. Yes, sir, I did.
Mr. BUYER. On the battlefield?
Mr. WYATT. Yes, sir.
Mr. BUYER. Do you think that experience had an effect upon—
or strike that. Do you think that your experience helped shape who
you are today in your leadership position?
Mr. WYATT. I don’t think there’s any question about that, yes,
sir.
Mr. BUYER. I’ll concur with that. I remember the level of your
sincerity in the drafting of the legislation for which we’re having
difficulty here now with regard to its implementation. You know,
this is a very unique circumstance whereby the author and the individual who as a staffer helped draft legislation now assumed a
position in a chain of command in which was to implement the legislation. Kind of interesting, isn’t it?
Mr. WYATT. Yes, sir, it is.
Mr. BUYER. So as I look at the legislation, you know, the interesting thing how Congress operates sometimes is members of Congress, you know, we had to put our name on it, as though we authored it. But most of the time, somebody else wrote it. And you
wrote it.
So in your personal opinion when you wrote the word ‘‘medical
examination,’’ what did you mean?
Mr. WYATT. The use of the word ‘‘medical examination,’’ as opposed to the word ‘‘physical examination,’’ specifically, since we
were doing it in law, provided, in fact, the department some room
to interpret what a medical examination was.
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Mr. BUYER. Is that what you mean today in your present capacity, or was that what you mean the day that you wrote it and the
conversations that we had in regard to physical exams?
Mr. WYATT. The day that I wrote it, I specifically did not use the
word ‘‘physical exam.’’
Mr. BUYER. Okay.
Mr. WYATT. The opportunity was clearly there, and I knew the
connotation of the words ‘‘physical examination.’’ I also knew that
the words ‘‘medical examination’’ would leave some room for
flexibility.
If at the front end of this thing, would I have done something
different? I can’t answer that. You know, I mean, that’s a hypothetical. If you’ll give me a moment, I would like to——
Mr. BUYER. Well, why don’t you reflect on that. Let me turn now
to the surgeons general. All of you are medical doctors, correct?
And I’ll go right down the line. General Peake, what is the definition of a medical exam? As a doctor, what is a medical examination?
Lt. Gen. PEAKE. Well, sir, I think that’s the issue here. It’s a subject for debate on what medical examination——
Mr. BUYER. I just am interested in your opinion.
Lt. Gen. PEAKE. My opinion is that the policy that we—that the
DOD has promulgated is an appropriate policy. I do believe that
medical examination is a total—is a whole-person evaluation, not
necessarily a physical hands-on evaluation, which has oftentimes
minimal benefit.
As we do this examination as a physician personally, probably
the most important aspect of the examination is the history. The
physical confirms, and sometimes, you know, pointed to by the history of the patient, what things you ought to look for.
As we do these examinations—medical examinations and review
the post-deployment screening, we find these soldiers that then,
through the medical evaluation process and medical examination
process, do then require further follow-on, which does include a
physical examination, when that is required.
So, I guess, sir, I’m not trying to quibble on this at all. I’m trying
to tell you that I think a—within the construct of the words that
were created in the law and the flexibility that Mr. Wyatt just
talked about, that we can provide a quality service to our servicemen and women.
Mr. BUYER. Well, General Peake, you danced very well within
the constructs of the policy from DOD. My question was what as
a physician is a medical examination.
Vice Adm. Cowan, what is the definition of a medical examination within the medical field?
Vice Adm. COWAN. Sir, I hope this doesn’t look like a dance to
you. Let me define a physical examination first. It’s as General
Peake said, a history.
Mr. BUYER. I don’t know. I’m not a doctor. Is a medical examination the umbrella, and under that, then you have physical exams
and you have other things?
Vice Adm. COWAN. I think that’s the construct I’m going to try
to give you. When we say ‘‘physical examination,’’ it’s almost a buzz
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word. It means a very specific thing, and it has parts to the history, it has then starting at the scalp and going to the toenails.
I’m a specialist in internal medicine and hematology. When I do
a physical examination, it takes me about a half-hour, 45 minutes.
When we do a medical evaluation, as we have designed for the
pre-and post-deployment surveys, what we have done is boiled
down the essence to those things that are most likely to be triggers
that will tell us if something more subtle is going on in that person’s life.
So we’ve taken this complicated history part of the physical examination and boiled it down to the questions that would then lead
to specific further evaluations, to include a hands-on physical if any
of these sentinel signs come up.
So this is—the medical evaluation as we use it is a screening to
further physical examination or further physical evaluation. And so
I think I agree with both of the speakers in my own words that
that’s what this evolved into.
Mr. BUYER. General Peake, do you concur?
Lt. Gen. PEAKE. I do, sir.
Mr. BUYER. Gen. Taylor, what is a medical examination?
Lt. Gen. TAYLOR. To keep this short, it’s the evaluation of a patient underneath—under medical supervision by a medical officer
or enlisted person. Someone from the medical profession evaluating
a patient. And that can take a wide range, based on the skills of
that medic and the requirements of the situation.
Mr. BUYER. Mr. Wyatt, in response to the chairman’s question
about who are these health providers, a word was used artfully, I
think. You used the word ‘‘trained.’’ What’s the difference between
trained and licensed in the medical field? Mr. Wyatt or any of the
surgeons general.
Mr. WYATT. Licensed is—it’s probably a term art, but it generally
connotes someone who has been subjected to a testing, review, certification procedure in a legal sense. In other words, a state board
governing nursing——
Mr. BUYER. A licensed nurse practitioner.
Mr. WYATT. Yes, exactly. Right.
Mr. BUYER. And so am I to interpret—and I’m asking all of you—
in your response to the chairman’s question, you are comfortable
that it be done by a trained licensed provider—trained health provider, not a licensed health provider? Are we splitting hairs here?
I’m trying to understand what you’re doing as you implement.
Mr. WYATT. It’s the question of what point in that process you—
it’s appropriate for the—which kind of provider. In the screening
process, where we’re trying to move hundreds, sometimes thousands of troops through, it’s important that we have someone with
a bit more training than your average medic to interact with these
troops. And if the troop indicates any problem at all, then they’re
referred on to a higher level of provider.
Mr. BUYER. So we incrementally walk this one, based upon how
they answer the assessment?
Vice Adm. COWAN. Sir, could I amplify on that, if you don’t
mind? We have several kinds of primary care providers. The primary care provider that an individual person in our system may
see may not be a physician. It could be a physician’s assistant, it
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could be a nurse practitioner, or it can be, in the Navy’s case, more
than the other services, an independent duty corpsman. And that
was, I think, the point at which that question revolved.
Independent duty corpsmen are senior corpsmen, highly experienced, hand selected, sent to a school where they are taught to be
individual, solo practitioners, to be primary care providers under a
set of what we call credentials. They have a scope of practice that
they can do. They can’t do heart surgery, but they can do an evaluation. They can treat a cold. They can sew up a wound. They can
do a variety of things.
When the Navy goes to sea, that doc is called doc and may be
an HMI, but he is the provider for a destroyer or a submarine or
a cruiser at sea, or with the Marines ashore for a unit. So they are
primary care providers, just as—and are credentialed to be so, just
as a nurse practitioner or a physician.
And they are the ones, when appropriate for their unit—the size
of their unit—who do the initial screening. And then if they find
things outside their scope of practice, then they are referred on just
as anyone would refer in our system.
The CHAIRMAN. Would my friend yield for a moment?
Mr. BUYER. Yes.
The CHAIRMAN. In the GAO’s report, they make the point that
a health care provider did not review all health assessments. And
although only a small number of assessments in our samples indicated a health concern, large percentages of these assessments
were not referred for further consultations as required.
I mean, to whom, after an identified problem was found, did it
go to? I mean, was it just a paper trail that went nowhere, or did
it go to someone who could then say this person may not be fit for
duty or for this kind of deployment?
Vice Adm. COWAN. I’ll try to answer that, at least generically, because that question, I think, is not isolated to independent duty
corpsmen.
When a positive answer is found, then the follow-up questions
are to be pursued, and then that individual is referred to the appropriate level of practice. That may be a surgeon. It may be an
internist. But they then go into our referral system, just as when
we find disease or indications of disease or injury in anyone else.
The CHAIRMAN. But according to the GAO, these assessments
were not referred for further consultation. How can that be fixed?
Or is it being fixed, or has it been fixed?
Lt. Gen. PEAKE. I would tell you that we all, in another committee hearing, testified about our concern about the GAO report. Not
refuting it, but, you know, the fact that we had—we agreed that
those were legitimate concerns.
I think we have all tried to do a better job of implementing the
intent of Congress, frankly. I will tell you—I mean, I just pulled
from my ops update last night was how we’re following it in the
Army. Just for the week of 4 to 10 October, we had 2,301 redeployments. A hundred percent of those had redeployment forms completed. We had, of that group, 820 that had referrals out of that
group that required referral. We’re tracking it, I guess, is the point
I’m making, sir.
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You know, I’ve got a couple here that were read that we didn’t
catch. So now they’re going to come back, and they’ll clean that up.
So part of it is disciplining a very big system that talks about
lots of individuals in that system with lots of components to the
evaluation of those individuals.
And this is not—it’s not an excuse, but it’s not really easy stuff
to do, and it is a matter of diligence. I am sending—I signed letters
today to installation commanders asking them to refocus on making sure that we don’t allow any one of our soldiers, active or reserve, to fall through the cracks. And so, you know, I think we are
paying attention to the details, which is really what this is about,
sir.
I would also say that all of our servicemembers live in a big system of health care, and there’s not an access issue. So that, you
know, if there is something of a medical problem, they have the opportunity to interface with that health care system and get the care
that they need. It’s not like the 47 million Americans that are uninsured that are out there with no other health care system.
They’re in an integrated system with its seams that we are trying
to smooth over, really.
The CHAIRMAN. If you’ll yield one brief second. I thank you for
that insight, and if you would, make that a part of the record. I
think that shows aggressive diligence on your part in trying to
remedy this situation, so I thank you for bringing it to the attention of the committee. I yield back to my good friend.
(The information follows:)
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Mr. BUYER. Well, I thank you for, sir, your open process. The
question here—and Mrs. Davis, if you want to jump in. I don’t
want to monopolize. This is a tremendous opportunity for us.
Am I to take, General Peake, from your testimony that with regard to a request from Chairman Smith and Chairman Hunter
from the GAO, as they then have their continuity—strike the word
‘‘continuity’’—they have their continuous oversight over this process, that we’re not going to get a report like we just did?
Lt. Gen. PEAKE. Sir, I think we will be a lot better off than what
you saw there. And as a matter of fact, when——
Mr. BUYER. There’s going to be a good——
Lt. Gen. PEAKE (continuing). The GAO came and briefed Dr.
Winkenwerder, and the three of us were there, I invited him to
‘‘Okay, go look now, because I think it’s different.’’ You know, there
is still lags in the database. You know, the DMDC database. There
are still lags in—we have a paper system in many cases that has
to be then transported, scanned, and then gotten into that centralized database, but we now have processes where we follow them
through the FEDEX system.
I will tell you that we are trying to go paperless. We have 25
physicians’ assistants that we put into theatre in Iraq today and
into Kuwait today to capture digitally the information, so that we
can transfer it without this paper process. So we’re catching them
on the front end.
Talking to the theatre just recently, you know, we’re understanding that because you guys are trying to really cover it, you’re actually repeating these things at some of the redeployment stations.
So we’ll have some folks with two post-deployment screenings, and
that’s okay with me.
Vice Adm. COWAN. And we have had strong support from line
leadership. The Chief of Naval Operations sent a personal letter to
all Naval forces deployed, and the Commandant of Marine Corps
sent a similar letter, and I think the Army and Air Force have had
very similar high-level involvement. So this has been something
that has become a very high priority for us all.
Mr. BUYER (presiding). Mrs. Davis is now recognized.
Mrs. DAVIS. Thank you, Mr. Chairman. And I’m sorry that I
missed your presentations. And perhaps I’m going to repeat some
questions, but I wonder if I could just follow up for a moment.
Dr. Roswell, in your testimony, you had mentioned it was about
17,000 veterans, I guess, in the last 2 years that were coming into
the VA system that had seen active duty in Afghanistan and Iraq.
What do you see as the challenges now? I mean, in terms of numbers and in terms of readiness, I guess, of the system to take on
a large number of our returning veterans.
And certainly, we know in terms of a lot of the medical problems
that are existing, we’ve met—most of us have surely been to Walter
Reed Hospital and talked to a number of our amputees. What do
you see as the big challenge that you’ll be facing in terms of numbers and in terms of disabilities?
Dr. ROSWELL. Well, thank you for the question. It’s a very important question. Of the roughly 2,000 people we’ve seen already in
VA medical centers, most were patients who were discharged without combat-related or duty-related injuries or disabilities. So most
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of the health care they have accessed thus far are the usual types
of health care problems one would expect to see in this age
population.
Obviously, we’re much more concerned about the people who still
serve who are still on active duty, such as the first panel this
morning. Col. Frame, for example, still on active duty, but with a
serious, a very serious injury that will clearly affect his professional life for the rest of his life.
It’s those kind of people that we need to be prepared for. And we
need to make sure that we have the resources within the department to eliminate waiting lists, to make sure that we have the doctors and nurses on board so that we can be prepared to meet that
demand, and also to be sure that as post-combat sequelae occur in
this population, as they inevitably do, whether that’s post-traumatic stress disorder or the unexplained illnesses we saw in
servicemembers who served in the Gulf War that occurred months
and even years after their service in the Gulf War, we need the
clinical staff, the facilities, and the resources to be able to provide
that care.
Mrs. DAVIS. Do you think you’re prepared for that?
Dr. ROSWELL. I think we are extremely well-prepared at this
point.
Mrs. DAVIS. Has there been any advocacy on your part or others
to be certain that—right now we’re looking at a very large budget,
and a lot of us have worked very hard to make sure that force protection is part of that, even though initially, it was not put into the
budget for the troops. But there are some other issues. And the
concerns around veterans have not been addressed, and they’re not
part of the budget. They’re not included. They’re ruled out of order.
Is there an advocacy for that? Is that something that really should
not be ignored right now?
Dr. ROSWELL. Well, certainly, Secretary Principi has stated repeatedly, and I concur, that our core mission, our core population
of veterans, are those with service-related disabilities and injuries,
those who are indigent, and those who have special needs that the
VA is well-suited, well-equipped to care for, whether that’s posttraumatic stress disorder, serious mental illness, spinal cord injury.
That’s our core population.
We do need pay reform for our physicians. We do need to hire
over the next year at least 2500 additional nurses and at least 800
additional physicians.
Mrs. DAVIS. And judging from our testimony earlier, quite a few
social workers as well. Because we heard from our witness Mrs.
Stiffler that, in fact, her son wasn’t even—didn’t even have a social
worker present, even though they had asked for one, when he was
looking at his waiver.
So, I mean, I’m just concerned that perhaps we’re not advocating
as strongly as we should for some of the people who really are
needed as advocates, as mentors, helping people through the system. And I’m just suggesting that perhaps, you know, we would
look to you to help us as we do that.
Dr. ROSWELL. Well, I appreciate that, and we’re certainly committed to this. I understood Mrs. Stiffler to say that the social work
availability was limited while her son was still receiving care
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through the military treatment. And in my opening statement, I
mentioned that we now have VA social workers actually working
in DOD facilities, including Walter Reed right here in Washington,
but in several locations throughout the Nation.
Certainly, we have also identified——
Mrs. DAVIS. I appreciate that. Thank you. I’m sorry, I missed
that comment.
Dr. ROSWELL. We’ve also identified points of contacts so that we
have seamless transition for any servicemember nationwide.
So I think that, clearly, we have learned significant lessons from
the Gulf War. We’ve learned even more important lessons in our
experience thus far with Operation Enduring Freedom and Operation Iraqi Freedom. I really believe that we have to continue our
collaborative efforts, maintain open lines of communication, and be
a—and continue to learn from our experiences and evolve to meet
the need.
Mrs. DAVIS. Thank you. And we certainly want you to have the
resources that you need.
If I may, Mr. Chairman, just one other question. We were talking
a lot about physical illness. And clearly, a lot of the problems in
the service-connected disabilities are mental illness. Some of that,
perhaps, has to do with some pre-service screening, but a lot of it,
obviously, is from the traumatic experiences that our men and
women have.
Do you think there’s any bias at all, or can you determine it,
when it comes to service-connected disability? I know that, again,
just taking the testimony from this morning, and I know in being
at hospitals in San Diego and other places, that this is a concern,
and hearing from many of our men and women who are constituents, the way in which we determine service-connected disability
and benefits as it relates to mental illness.
Could you comment on that? I know sometimes it may be difficult to do, but I’m wondering whether you think we should work
harder at that, perhaps, or that the guidelines, perhaps, are not as
clear as they should be.
Dr. ROSWELL. We have a wealth of experience. We know that, for
example, post-traumatic stress disorder is seen with a much higher
frequency in veterans who have served in a combat situation. That
was true in Vietnam. We saw the same results in the cohort of
military personnel who served in the Gulf War. And we fully anticipate to see that in veterans in this conflict, particularly when you
consider some of the atrocities that took place in Iraq, not necessarily with our troops, in all cases, but with civilians, Iraqi civilians, Iraqi children. So we do anticipate that there will be a significant problem there in diagnosing that.
In the veterans seen thus far, only 9.4 percent of the roughly
2,000 seen had an ICD–9 diagnosis of mental illness, but we expect
that number to grow. We do have—that’s why we have the clinical
practice guideline that’s available at all VA facilities to specifically
help clinicians not only identify, but then manage mental illness,
including post-traumatic stress disorder.
And that’s why the post-deployment health information that
we’ve been discussing this afternoon is so important, because it
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serves as a preliminary screen to identify a servicemember who
may be at risk for the subsequent development of PTSD.
Mrs. DAVIS. Thank you. I appreciate that. And if you had addressed that earlier, I guess I would just lend my voice to someone
who is concerned about those issues, meet with individuals in my
district who seem to feel less fairly treated in that area than in
some other areas. I appreciate that. Thank you very much.
Mr. EPLEY. If I may add a comment on that. In the evaluation
process for service-connected disabilities, we really emphasize almost continual training, so that our evaluators use the clinical
evaluations from Dr. Roswell’s staff and that they evaluate with all
the compassion that they can, so that we are not showing any bias
towards that component.
Mrs. DAVIS. Thank you. Thank you, Mr. Chairman.
Mr. BUYER. Thank you very much. Mr. Epley, if you step forward
just a second back to the mike. Earlier, there was testimony and
we heard from the panel with regard to these VA benefit advisors
at the hospitals. And congratulations. I think that’s excellent to do
that. But we also have learned now if you have a soldier who is
seen in one of our hospitals abroad, and then comes back with that
unit, and then is discharged, somehow, something’s not working.
And earlier, when I first mentioned, I brought up the surgeons
general, and then realized, you know, that’s a G1 function of the
personnel shop. And we all then have to turn to you, Mr. Wyatt,
because you work for Dr. Chu in charge of personnel for DOD.
Mr. WYATT. Yes, sir.
Mr. BUYER. So if we can try to—let’s try to put this one together
to make sure that this doesn’t happen. Tell us with regard to overseas hospitals or major medical centers, do you have them at these
installations?
Mr. EPLEY. Mr. Chairman, we have overseas VA personnel at
Landstuhl, Germany, and in Korea. Those are the two major installations. We also have itinerant counselors that go out for 6 to 9
months to do briefings to separating servicemen and women. But
we have permanent locations in Landstuhl and in Korea. They’re
there when these men and women are being sent back and go to
Landstuhl for medical difficulties. We do try, where the medical
conditions allow, to get in and begin the briefing process for all
benefits that they may accrue.
Mr. BUYER. All right, Mr. Wyatt. Mr. Secretary, we have a synergy now between the—what your health affairs, what they do, and
personnel policies. So tell me what’s going on out there with regard
to guardsmen and reservists or someone from active duty being discharged, if you know.
Mr. WYATT. Well, the last part of your question really gets to the
essence. I frankly was not aware that there were significant problems out there with regard to the transition, particularly of reserve
members from active duty into the VA system. We need to learn
more about that. And I will take it upon myself working with—and
I’ve been remiss in failing to introduce my colleague from OSD Reserve Affairs, Mr. Tom Bush, who is the Director of Program Integration over there.
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Mr. BUYER. Thank you, Mr. Wyatt. I was just getting ready to
go to him. He was sitting here nice and quiet. But we also have
Col. Gaffney is here, right? Col. Gaffney?
Mr. WYATT. I don’t know, sir.
Mr. BUYER. Can you come forward? Are you prepared to come
forward? See, when you show up to these things, you never know
what’s going to happen. No, she can come right on over here. We
put the Army Reserves and the Guard Bureau right next to each
other. Please, you’ll scoot right on over, ma’am. And would you
please state your full name for the record?
Col. GAFFNEY. Sir, my name is Col. Cherry Lynn Gaffney.
Mr. BUYER. And what is your occupation?
Col. GAFFNEY. I’m a medical corps officer in the U.S. Army.
Mr. BUYER. And where do you work?
Col. GAFFNEY. I’m now working at the Army—you’ll have to excuse me. You really caught me off guard here. I’m working with the
Army National Guard at the Readiness Center.
Mr. BUYER. Okay, thank you. Now you can pause for a second.
Mr. Bush, can you tell us with regard to what measures are being
taken to insure the early deploying Army Reserve component personnel are receiving their examinations on a regular basis? I’m
talking now physical exams. I want you to answer that one for me.
And then with regard to insuring that these reserve component soldiers are receiving information with regard to their—as they transition off——
Mr. BUSH. First of all, the physical exams. We’re following the
guidelines of physical exam every 5 years. And we’re following
under the policies. And we’re talking about the pre-deployment/
post-deployment medical exams, particularly when we’re calling
people up for the ongoing operations, that they receive the same
medical exams as any member serving on active duty. And could
you repeat——
Mr. BUYER. Can you tell us about early deploying units? And include dental.
Mr. BUSH. If we have—when we’re calling on people, essentially,
as is part of the mobilization process, we’re screening them for
medical and dental readiness. If we have dental problems—and
that’s our biggest problem with mobilizing reservists is dental problems—we will correct those problems before they’re mobilized. But
this is part of the mobilization, or the call-up process.
What we have right now, what we’ve requested, and what’s included in both the House and the Senate marks for the Authorization Act for this year is the authority to, as soon as we alert an
individual that they’re going to be mobilized, to be able to provide
exams and treatment.
And so we’re not waiting for that actual mobilization in order to
bring them on active duty. As soon as they receive the notification,
then we would have the authority to start taking corrective action,
if need to, to be sure they were medically ready, dentally ready.
And if there’s corrective measures that need to be taken, we would
take it at that time. And that will help expedite the mobilization
process.
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Mr. BUYER. In March of 2001, the Army Reserve created a very
innovative program called the Federal Strategic Health Alliance,
the FEDS-HEAL program. Does that also include the Guard?
Dr. ROSWELL. It does.
Mr. BUYER. All right. Thank you. And can you give us an assessment on how well that program is? And I direct that to the two
of you and to General Peake. Go ahead.
Mr. BUSH. What we’ve seen in monitoring it, it seems to be fairly
effective. I don’t have any specific data on that. But I know in talking to our representatives from the Army Reserve and the Guard
units that are using it, it’s more predominant in the Army Reserve.
But they found it to be an effective program.
The need that it meets specifically is it provides access to health
care providers around the country. And that’s a key element that
is a challenge for the Guard and Reserve, because we’re so, as
you’re well aware, so geographically dispersed. We’re not clustered
around medical treatment facilities.
In fact, this morning, the latest figure we have is about 50 percent of guardsmen and reservists live within a catchment area, a
catchment area of an MTF. And so that poses problems and challenges for us, which the FEDS-HEAL program helps address.
Mr. BUYER. Col. Gaffney, do you have any comment on that?
Dr. ROSWELL. I was just going to say that I’m quite familiar——
Mr. BUYER. Can I go to Col. Gaffney first?
Col. GAFFNEY. What I would say is that the Guard has had a
good bit of experience in seeing this, both using FEDS-HEAL, and
also using their own assets within the Guard unit. And since the
Guard deals with Level 1 and Level 2 care, which is very primary
care, I think that there tends to be a preference to want to use
their own internal assets to accomplish that, because it links their
health care providers directly with their readiness.
But FEDS-HEAL has given us a surge capacity. So that when
there’s a rapid mobilization, and there’s far more work to be accomplished than the handful of health care providers there at the unit
can actually take care of, then FEDS-HEAL provides a wonderful
capability for surge.
Mr. BUYER. Thank you. Dr. Roswell?
Dr. ROSWELL. Well, it’s actually a program that I know very well,
because it began with a grant to the 81st Reserve Support Command, headquartered in Birmingham, Alabama. But that’s the
Army Reserves support command that serves Army Reserve units
in the southeastern United States.
When that program began, I commanded an Army Reserve hospital unit in Florida, and also served as the VA VISN director for
Florida and Puerto Rico. So I was instrumental in crafting the initial sharing agreements that made VA—initially, VA resources
available to support the medical needs of reserve units.
A major training detractor for any reserve unit is the need to do
periodic examinations. The intent of FEDS-HEAL as it was first
created or first envisioned was to offload that training detractor
from the reserve unit, so that those examinations could be scheduled at VA facilities, at times away from the one-weekend-a-month
training opportunity. The program was very successful, and it was

80
expanded. It now includes federal occupational health, in addition
to VA health care facilities nationwide.
It’s been primarily used as a program on a pre-deployment basis.
But as you so correctly allude to in your questioning, Mr. Chairman, it would be an invaluable resource for post-deployment support for Reserve and National Guard units.
We have done a truly remarkable job of coordinating health care
benefits in transitioning those who have a need for VA health care
when they’re on active duty or when they’re retained on active
duty. But when they’re demobilized, go to their Reserve or Guard
unit, and then are separated, particularly if they don’t continue
their service in the Guard and Reserve, as unfortunately, a number
of them choose not to do, then they’re basically, if you will, out of
contact with the military health care system, and they may not
have those assets.
It’s very difficult for a Reserve or National Guard unit commander to be able to provide and mobilize the medical support
needed at the time of redeployment, particularly once they pass the
mob or the demob site, and are back at home station.
And again, that’s where VA could be, through the existing MOA
that allows access to VA under the FEDS-HEAL program, could be
used as a tremendous resource for those units. I think it’s an excellent idea.
Mr. BUYER. Thank you. General Peake.
Lt. Gen. PEAKE. I would agree that FEDS-HEAL is superb. The
National Guard, in addition to using FEDS-HEAL, has gone out
and contracted with local dentists, because they don’t have the capacity to do all of the improvement in the dental readiness of their
soldiers within their own capabilities. So we clearly have to reach
out and leverage the VA and federal occupational health.
And I think that it is a—the confounding factor sometimes is getting enough time before the deployment to be able to do that. You
know, we’ve got three E brigades getting ready to go now, and
we’re pumping resources in to try to get their dental readiness up
and their medical readiness up.
Mr. BUYER. I recall that there was a—and I can’t remember if
this is a Guard Bureau regulation or an Army regulation—it’s not
in statutory law—that does not permit an Army dentist to provide
dental care for their guardsmen on a 2-day training.
Dr. ROSWELL. Not just dental care. I think it——
Mr. BUYER. Pardon?
Dr. ROSWELL. Not just dental care. Reservists or National
Guardsmen drilling in an IDP status aren’t entitled to health care.
Mr. BUYER. And I know this is an issue that is being bantered
about. But can you tell us what is being done? I mean, are we
going to—are you going to change that regulation? Is it a Guard
Bureau or is it an Army regulation?
Mr. EPLEY. Could I address that, sir? We went to a DOD general
counsel to ask that very question, if a Guard or Reserve dentist
could provide exams. It is basically an issue of exams, because
there is a problem with treatment. We asked whether they could
provide exams on a drill weekend, and the answer to that is yes,
that they can provide exams. And the only limitation that DOD
told us they would place on that is that you can’t have the reserve
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dentist going to his civilian practice and using his personal—or his
professional practice——
Mr. BUYER. Well, that’s pretty obvious.
Mr. EPLEY. But if he’s in a military treatment facility——
Mr. BUYER. All right, what’s the next step? General counsel says
you can do it. Now what’s being done?
Lt. Gen. PEAKE. Sir, he said, ‘‘exams,’’ not ‘‘treatment.’’
Mr. EPLEY. Exams.
Mr. BUYER. Well, all right. So then they were going to refer them
out.
Well, then, let me ask this, Secretary Wyatt. You know, we were
also there when we put together that dental program for reservists,
and it’s probably not going as well as we had hoped.
Mr. WYATT. Right.
Mr. BUYER. One thing kind of leads to another. And I apologize,
but——
Mr. WYATT. Yes, sir. I’ve seen some reports that as many as 80
percent of reservists have access to some kind of dental insurance,
which would lead you to believe that the problem is not the access
to care. The problem is accessing the care, is using it. Which I
think while there’s certainly a medical component there with regard to the examination and making sure people are up to speed,
there’s also a leadership element that I think probably needs to be
buffed up a little bit.
Mr. BUYER. Mrs. Davis, I don’t mean to be monopolizing questions. If you have anything, just feel free to jump right in.
Dr. Roswell, you had mentioned that—strike that. Of the 6,000
wounded/diseased/not-battle-injury individuals from Operation
Iraqi Freedom, Dr. Roswell, you say that 2,000 have been seen, but
only 700 are enrolled. What’s happened to everybody else?
Dr. ROSWELL. Anyone—well, I’m not sure which statistic you’re
talking about. We’ve only interfaced with 2,000 individuals who
were on the roughly 17,000 from the DMDC list that was transferred to us. That list was split into those who served prior to the
onset of Operation Iraqi Freedom, which would be considered the
combat period, and those who served on or after that. So there was
a smaller number who would be defined as OIF combat veterans.
Of the total number we’ve seen, 2,000, of the combat veteran,
we’ve seen approximately 700. All of those, though, who have received care through the VA are enrolled by virtue of having been
seen.
Now, let me point out that Public Law 105–368 gives 2 years of,
if you will, priority care for anyone who served in a combat zone
for any condition possibly related to their military combat experience. For conditions clearly unrelated to their military service, such
as an illness that clearly occurred or an injury that clearly occurred
after the separation from military service, they would have eligibility for VA health care similar to any other veteran.
Currently, as you know, only priority 1 through 7 can enroll, so
a priority 8 veteran with no service-related disability and a higher
income would be ineligible.
But all of these——
Mr. BUYER. Is that being interpreted in the field as it has to be
a combat-related injury?
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Dr. ROSWELL. No. It only has to be——
Mr. BUYER. Just within the theatre of combat operation.
Dr. ROSWELL. Anything that related—possibly related—the actual definition we use is ‘‘possibly related to their military service.’’
And we defer to the veteran.
Mr. BUYER. So with regard to the sergeant from the National
Guard that testified, he discharged, he has 60 days of TRICARE,
and then he immediately can be seen within the VA system, right?
Dr. ROSWELL. Correct. And in his situation, there would be no
question. A better example might be someone who separated, was
very healthy, had no need for health care, and then 6 months after
separating from the military service, began to experience vague
headaches, or lapses of memory, or musculoskeletal aches, the kind
of symptoms we’ve seen in a number of veterans following the Gulf
War. In that situation, because that might possibly be related to
their military service, they would still be extended priority care for
a period of 2 years, which would allow us to fully evaluate and
identify whether that’s service-related. And everyone who has been
seen is enrolled.
Mr. BUYER. Gen. Taylor, you have the responsibility over guardsmen. Medical of guardsmen? Would you? Do you have the responsibility over guardsmen? Air Guard?
Lt. Gen. TAYLOR. I advise the Chief on health matters, yes. We
set up the health system. The Air National Guard is——
Mr. BUYER. They belong to you. They don’t belong to General
Peake, right, with regard to health?
Lt. Gen. TAYLOR. Yes, sir. They belong to the Chief and the
Secretary.
Mr. BUYER. They belong to the Chief.
Lt. Gen. TAYLOR. Yes, sir.
Mr. BUYER. With regard to responsibility of providing health
care, they’re yours.
Lt. Gen. TAYLOR. Very clearly, when federalized, they belong to
us. Yes, sir.
Mr. BUYER. Yes, they belong to you.
Lt. Gen. TAYLOR. Yes, sir.
Mr. BUYER. So with regard to the guardsman that testified, did
something not feel right with this testimony with regard to—why
wouldn’t he have been left on active duty?
Lt. Gen. TAYLOR. You know, I haven’t seen his medical records,
so I can’t tell you why the determination was made as to whether
he should be retained on active duty on MPA days. Normally, those
people are maintained if they need to have ongoing evaluations or
another operation. But for simple physical therapy, occupational
therapy, normally, we don’t retain those folks on active duty.
Mr. EPLEY. Mr. Chairman, if I might?
Mr. BUYER. You know, there’s a sense out there that ‘‘You’re a
reservist. You’re a guardsmen. We’re active duty. You’re this, we’re
that.’’
And Mr. Wyatt, I embrace your testimony in your opening, but
let’s talk about what’s kind of happening out there. When the soldier, sailor, airman, marine comes back, what do they want most?
They want to see their family, and they want to get out of that uniform. Right?
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And what I hopefully—it is not systematic. But we get to hear
responses with regard to someone is out processing, and they say,
‘‘Well, don’t file that with us. File that with the VA. You file that
with us, we’re going to hold you on active duty here at the mobilization site.’’
Now, what do you think the soldier thinks about that? He’s not
too anxious to do that. ‘‘I’ll just put that off. I’ll just go ahead and
file that. I can get to be with my family, and I’ll file with the VA,
and’’—do you think that’s happening out there? General Peake?
Lt. Gen. PEAKE. I guarantee it, sir. I mean, what we have now
that we didn’t have before is a 2-year safety net to grab those people when they finally realize, ‘‘You know, I probably ought to have
done something.’’ And the issue is making sure that they know
about it, as you said, ma’am. The issue is trying to get the teachable moment for some of these young men and women who really
do just want to get back with their lives.
You know, we have the other side of the story, sir. As you know,
we’ve got about 5,000 folks that we’re hanging around in a medical
hold circumstance to try to make sure that we do the right thing
by them as quickly as we possibly can.
On the other side of, you know, the rush out, there’s people that
we’re trying to make sure that we, through these surveys, that we
follow up on them in detail and do the right thing by them.
So it is a complicated business, and——
Mr. BUYER. So your doctors, though, are part of this counseling
process, right?
Lt. Gen. PEAKE. Yes, sir.
Mr. BUYER. I guess that’s why some of us are uneasy. And I hate
to go back to the semantics of this on post-deployment and who do
they actually see, you know? And it’s all—you’re right, Secretary
Wyatt, about they go up different levels. But as you also go up at
different levels, the trusts in the words increase at different levels.
It’s just a fact of life. Mrs. Davis?
Mrs. DAVIS. Yes. Mr. Chairman, one thing that strikes me. and
I think this applies more to the reserve units. I know how active
the ombuds people are in my community of San Diego are, for example, with the Navy. And they’re doing a fabulous job.
But they also interact with some of the families of reserve units
who might be in San Diego, but their unit is in Sacramento or
somewhere. They have very little support system. They really don’t
know what’s going on. And they just don’t have that connection.
And what I’m wondering is if we haven’t developed that enough,
or created something for the reserve unit, so that I would think
that, you know, their wives, even though they are gone, they want
to know that the family is well taken care of. But I suspect that
in many cases—and it could be spouses, wives or husbands or parents—who are kind of willing to do the homework and some of the
ground work on these issues, but they don’t have anybody to connect with readily.
And so I know there are folks out there, but that’s one of the
major complaints that I was hearing. And so I don’t know whether
we’re gearing up for that. But it seems to me that we might be able
to deal with some of these issues that come up later on if we did
a better job early on, and certainly at a time of deployment for re-
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serve units that are feeling disconnected from any warm body on
the other end of the line.
Lt. Gen. PEAKE. If I can just comment. You know, I know that—
and I can probably speak for Gen. Helmly, who is the Chief of the
Army Reserve, that this has been a big focus area of the family
readiness groups within the reserves. I mean, it’s been a part of
our way of life and active side for a long time. And even there, it
can be strengthened.
But the fact is I know that there has been a lot of attention to
that. And now that we have, you know, the TRICARE benefit available to the reservists as they go, counseling is much more meaningful to the family members, you know, in terms of being pulled in
to our health care system. We’re having the opportunity to do that.
So I think, frankly, we’re doing probably better than we’ve done
it before, but it’s always an area that we need to—that requires attention and work.
Mr. BUSH. Could I just comment on that, please? We recognized
after the first Persian Gulf War that family support for Guard and
Reserve was not very good. Probably the best component that had
family support system was the Guard.
And we’ve taken those lessons learned, and we have aggressively
pursued expanding and reaching out to the Guard and Reserve. We
have members of our staff that work daily, the family readiness
issues. We’re working with the services, with the components.
We’re working with VA. We’re working across the boundaries so
that it doesn’t matter whether they’re guardsmen, they’re reservists, or they’re active duty, that they know where they can go and
they can get help and assistance.
So one of the problems we have , as I stated before, is that we’re
so dispersed, and we’re not necessarily located where the bases are,
where the facilities are. And so what we’re trying to do is push into
the units the same type of ombudsman services, the same type of
connectivity that the families have for active duty people that the
reserve units have.
As I said, probably the best example we have, and they continue
to improve, is the Guard, both the Army Guard and the Air Guard.
And we’re pushing that very, very hard, because we know how important the families are.
Lt. Gen. TAYLOR. Mr. Chairman, just another note. For the National Guard, we began this large mobilization—Noble Eagle—after
9/11. The Guard quickly recognized that transitioning people to active duty and their family members into TRICARE wasn’t going to
be simple. TRICARE is a little bit of a complex operation. Particularly, most of the Guard bases and guardsmen were not located
around major medical military treatment facilities.
And the Air National Guard put together a very comprehensive
program to advise folks about benefits, and you’ll be happy to know
they actually mobilized two medics at each Guard operating location to help smooth out these exact kind of health care issues.
I can’t explain exactly what happened to Sergeant Halcomb at
Terre Haute. I would suspect that there are—there have been medics activated there to help this process, and somehow, he missed
his piece. But at each Guard base, we’ve activated medics to help
with exactly this process.
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Mr. BUYER. Well, it is far—it’s easier than what it was. I mean,
it was Mr. Wyatt and I that put in the waiving of the deductibles
for the guardsmen and reservists so we could make it a little easier
on the families.
I don’t mean to keep you all afternoon, but I’ve got about four
questions left, just to let you know where we are.
We had mentioned about the FEDS-HEAL program, and I didn’t
do the follow-up question. Secretary Wyatt, I have this sense that
everybody feels pretty good, from the Guard and the Reserves and
the active, about the FEDS-HEAL program. Good initiative. Let’s
ask about the funding—and Dr. Roswell. Let’s ask about the funding. Is it funded well enough, or is it not? Are you comfortable with
the level of funding? More? Less? If you can’t answer today, you
can answer for the record.
Mr. WYATT. I don’t have any indication that it’s not funded adequately. So I will research that and provide you the information for
the record.
Mr. BUYER. All right. Thank you.
Mr. WYATT. Yes, sir.
(Subsequently the Department of Veterans Affairs provided the
following information:)
The Federal Strategic Health Alliance (FEDS-HEAL) is designed to provide
routine and pre-mobilization medical and dental readiness services. It is the primary means of accomplishing this mission for the Army Reserve, and is being used
on a limited basis by the Army National Guard and Air Force Reserve. FEDS-HEAL
services also include post-deployment diagnostic testing (blood specimen collection,
tuberculin skin testing, diagnostic radiography, leishmaniasis screening, and other
services as requested). The FEDS-HEAL is adequately funded to perform its
mission.
The program funding of $25 million in FY 2004 provides:
b
dental services for mobilizing forces
b
limited officer candidate applicant physical examinations
b
routine periodic examinations
b
some immunizations
b
limited dental screening
b
some pre-mobilization site processing of vision examinations and spectacle/lens insert ordering

Mr. BUYER. I have a question in reference to blood samples. In
a case—and what initiated this question is what occurred with the
World Trade Center when a fireman, his remains could not be
found, but they did have a blood sample, and they turned it over
to the family. Has the question ever been debated or discussed
within DOD now that we have this requirement upon DOD to hold
blood samples in cases where no remains are found, whether or not
blood samples are released to the family, or do you believe that
that blood sample is best to be archived in case, you know, such
as we’re finding these circumstances whereby remains were found
50 years ago?
I pose that to you only because it’s a question, I think, that may
come towards you. I’m curious. Mr. Wyatt?
Mr. WYATT. I’ve had no discussions on that matter, although the
surgeons may have had some discussions on that.
Lt. Gen. PEAKE. Sir, first of all, I’ve not been asked the question.
It has not come up in anything that I know of with the DOD.
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Mr. BUYER. Are there two samples?
Lt. Gen. PEAKE. There’s a DNA sample, which is basically a
blood card with a splotch on it that is stored separately. These
samples that are part of the pre-and post-deployment screening
business—and we’ve got about 30 million samples on board—is a
by-product of our HIV screening program. And that is really not
DNA material used for identification of remains or anything like
that. So, I mean, it is available——
Mr. BUYER. It is a matter that could be open for discussion with
regard to the families.
Lt. Gen. PEAKE. It would be.
Mr. BUYER. Gen. Taylor?
Lt. Gen. TAYLOR. But we do have a separate program to use
DNA for identification. All military people have DNA samples
stored in a completely separate program for identification purposes.
Mr. BUYER. Thank you. I have to do this. Because I’m going to
put this to rest. I’m going to try to put this question to rest about
medical examinations versus physical examinations. Because the
veterans service organizations out there like to write about it. I’m
not picking just on the VSOs. I’m talking about others within the
communities, about you didn’t do your job because you were supposed to do physical exams.
There is a June 19, 2003, letter in which, Mr. Wyatt, you signed
on behalf of Secretary Winkenwerder to the GAO. And in this letter, instead of using the terms ‘‘medical examinations,’’ you used
the term in its place, ‘‘physical examinations.’’ So will you please
correct the record as to was this a semantic problem on your part,
or did you—were you thinking that the two are the same?
Mr. WYATT. Well, sir, this may be the clearest example in this
whole two-hearing-long conversation now that is not semantic.
That letter refers to the GAO’s recommendations and report. The
GAO speaks to physical examinations. I was referring to their
work, not our health assessments. So the proper way to refer to
their work would be to use their words, which is ‘‘physical examination.’’
Mr. BUYER. So then perhaps what you should have done is put
quotes around ‘‘physical examination’’?
Mr. WYATT. No, sir. The GAO’s work is—I presume you’re talking about not the work we’ve discussed today, but the other piece
of work that the GAO did——
Mr. BUYER. Yes.
Mr. WYATT (continuing). Is predicated on their view that physical
examinations is what’s required.
Mr. BUYER. Okay. Now, help me out here. I also serve on the
Health Subcommittee in Commerce. So now when I deal with medical doctors, other medical doctors, you are educating me that now
when I work with other medical doctors, that when I use the term
‘‘medical examination,’’ it doesn’t mean physical examination.
They’re going to know what I mean. Or are we creating a different
standard within the military versus the rest of your medical society? I just——
Lt. Gen. PEAKE. Sir, I think if you had this discussion with a
group of doctors, you’d have the same kind of discussion. I would
pose the notion that a physical examination for a heart surgeon is
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quite—may have a variety of different components than an
internist, may have a variety of different components than the
flight surgeon, may have a variety of different components than the
proctologist.
And so, you know, the issue is the examination is a cognitive
function that is an evaluation that leads to a variety of outcomes,
some of which may be a biopsy, some of which may be another diagnostic procedure, some of them may be a more complete physical
examination.
A question about a neurologic condition may trigger a detailed
neurologic examination that I would tell you, sir, is not part of anybody’s routine physical examination.
And so I guess the issue is the intent. And the intent, I would
think, is to make sure that we, in a reasonable manner, assess the
condition and try not to miss something of a——
Mr. BUYER. Okay. Let me go back. The intent——
Mrs. DAVIS. Mr. Chairman, can I ask just a quick question?
Where does social history come into this?
Lt. Gen. PEAKE. It is part of the medical history, ma’am. It’s a
component of the history——
Mrs. DAVIS. You would never consider that part of a physical
exam. It’s a medical history. Social history.
Lt. Gen. PEAKE. Yes, ma’am.
Mr. BUYER. I’ll use the word—let me go from intent, okay? I can
tell you what I intended. How’s that? Now I’ll tell you what I intended. Because what I’ve intended, and then from our discussions,
Ed, this committee—this committee here, along with DOD, postGulf War, said that we are going to make sure that these individuals get taken care of. So we gave them access to health care, and
then we had the Kennedy-Boulier legislation that said, ‘‘We’re
going to provide compensation for undiagnosed illnesses.’’ All right?
Wow. What have we done? We’ve kind of moved away from the
causal connections, right? And why did all that occur? Because we
didn’t have a good baseline. So we needed to get a good baseline,
and that’s what the purpose of this law is.
So when you say, ‘‘What was intended by all of this?’’ The intent
of this, it wasn’t just to say, ‘‘Oh, are we going to make sure that
the individual is physically ready to deploy? Oh, that’s something
you need to know.’’ That’s what you need to know with regard to
your commanders to make sure that they’re physically fit to do the
job to succeed on the battlefield.
That was not the intent. Or that may have been part of the other
reasons. But the true intent of why we were doing this is we need
to provide physical baselines. We need to know exactly what this
person is like when they deploy, and we want to know what they’re
like when they come home.
And because what this committee needs to do, and Congress,
then, is begin to close the U.S. Treasury with regard to this whole
thing about compensation for undiagnosed illnesses. We want to
get back to the causal linkage. Because we are now paying disability benefits for a lot of veterans out there that perhaps would have
been injured or diseased, anyway. Strike the word ‘‘injured.’’ They
could have been diseased or subject to an illness in any
circumstance.
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So we’re trying to walk it back, but we can’t walk it back unless
we get a perfected baseline.
Which now I have to go to you, Dr. Roswell. Maybe we can put
all this to bed. Are you, the VA, getting what you need based on
these medical assessments from active duty? Are you getting what
you need as a baseline with regard to your doctors as they perform
these evaluations for disability?
Dr. ROSWELL. Mr. Chairman, if the intent of the pre-and post-deployment is to, if you will, put a lock and key on the Treasury, no,
we’re not. And quite frankly, I don’t think any examination, no
matter how comprehensive, would be able to do that.
The problem following the Gulf War was undiagnosed illnesses
that, even after months and sometimes years of evaluation at tertiary referral centers with the world’s best experts, still remained
undiagnosed.
Our VA adjudication rules, compensation and benefits rules,
state that we must have two conditions to be able to provide disability compensation. First, we have to have a diagnosis, and then
we have to somehow relate that diagnosis to military service. It either had to occur during or immediately after military service, or
be exacerbated during the period of military service, unless it’s a
disease which has a very long latency period, such as certain neurological conditions, where the latency period for onset may be as
much as 7 years.
In the case of the Gulf War, we had patients coming back who
became disabled very shortly after their return. Others became disabled months or even years after their return. But they were in a
catch–22 situation, because we couldn’t pin a diagnosis on their
non-specific symptoms, we couldn’t provide disability compensation.
So the legislation you spoke of was actually designed not to just
provide free access to disability benefits to anyone who served, but
to deal with a very specific situation.
My view, my personal view, of the pre-and post-deployment examinations mandated by Public Law 105–85 are that they give us
a much better insight to what a veteran might be at risk for, and
how the VA can reach out and provide those services. That’s why
I’m interested in the enhanced granularity, I believe is referred to,
in those questions added for mental health, because they’re excellent screening questions that identify a veteran who may be at serious risk for the development of post-traumatic stress disorder, a
diagnosable condition, I might point out, that we can diagnose and
service connect or not, as the case may be, with very discrete disability benefits rules.
Would I like more ready access to those pre-and post-deployment
examination results? Absolutely. Because it helps me provide better care for the veterans I’m responsible to provide care for. But
would access to those pre-and post-deployment benefits—excuse
me—examinations curtail the amount of benefits being provided? I
don’t think so.
Mr. BUYER. Well, I’m willing to put my thinking cap on, and I
want to work with you.
The last question that we haven’t touched on is part of one of the
seams that you mentioned, Mr. Secretary, is the information technology architecture. We have spent billions and billions of dollars
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over the years to ‘‘try to get this one right.’’ And there’s been a new
effort that the Secretary of the VA has been in, and working cooperatively with all of you. Can you give us a quick update? I mean,
this is at the heart of being seamless and transparent and moving
these medical records without paper.
Mr. WYATT. Yes, sir. Go ahead.
Dr. ROSWELL. Let me point out that through the Joint Executive
Council structure between VA and DOD, one of the significant accomplishments is the signing of a Federal Health Information Exchange Agreement that was assigned last year. Through that exchange agreement, we have begun the electronic transfer of information, and that’s a very important first step, something that
didn’t occur in the past.
But much more important than that FHIE agreement is a commitment between both departments to move to a similar architecture for our information systems, a data repository architecture. In
DOD, that would be the clinical data repository architecture. In
VA, it would be the health data repository architecture.
VA currently operates a graphically user interface-based electronic medical records system known as CPRS. It’s an outstanding
electronic medical records system. In fact, it’s been highly regarded
not only in this country, but around the world as a state-of-the-art
superb electronic medical records system.
Despite its enhanced functionality, it resides at our individual
medical centers, and even we can’t move a medical record from one
medical center to another medical center.
Our solution to that was to go to a health data repository structure, which would move all of the key information from the computerized patient record at any location of VA care anywhere in the
Nation into a central data repository. So that if a veteran who lived
in Michigan came to Florida for the summer, we could query the
data repository using a master patient index and reconstitute the
entire medical records system.
At the same time, DOD has been working on the development of
their Consolidated Health Care System Two, or CHCS II, which is
a graphically user interface-based electronic medical records system. There is a remarkable similarity, though there are separate
electronic medical records systems between CHCS II and CPRS
and VA.
Mr. BUYER. We can let Secretary Wyatt talk about DOD’s.
Dr. ROSWELL. Okay. The point is that the—let me——
Mr. BUYER. The reason I’d like Secretary Wyatt, or even any of
the surgeon generals, to comment on it, because after you comment, then I want to find out if the two systems actually talk to
each other.
Dr. ROSWELL. They will. That’s my point.
Mr. BUYER. They will. That means in the future?
Dr. ROSWELL. They will. That’s the whole point I was trying to
make, that the CHCS II will go to a clinical data repository in
DOD. And because the interfaces between the CDR and DOD and
the HDR and VA are identical, it will allow sharing of information
anywhere between the systems. But this is very complex IT
architecture.
Mr. BUYER. But they don’t today.
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Dr. ROSWELL. They don’t today, because CHCS II doesn’t exist at
all sites within DOD, something that I’m sure Secretary Wyatt can
address.
They don’t today, because in VA, we don’t have the health data
repository yet. It’s being pilot tested. But we can’t move even within VA, so we certainly couldn’t move a record to an MTF location.
But we have the commitment. We have an architecture. We
know where we need to go. We simply need the resources, the time,
and the talent to finish the development of CHCS II and migrate
to the CDR at the same time we roll out the CPRS system in VA
and migrate it to an HDR platform.
Mr. BUYER. Secretary Wyatt?
Mr. WYATT. Mr. Chairman, you may recall from the report of the
Presidential Task Force on Veterans that in the area of information
systems, the high-level recommendations had to do with similar architectures, as Secretary has mentioned, and standardization of
data.
Because one of the things we know about the modern electronic
health record is you kind of create it on the fly. You don’t need to
have this big stack of papers in front of you all the time. What you
need is the information you need to assess the patient’s history, the
current situation, the lab results, what-have-you, so you can make
a clinical finding about the patient. These health data repositories
will enable us to be able to do that.
We’re actually dealing with two implementation schedules here.
One is, as Secretary Roswell indicated, our bringing along or rolling out of CHCS II. We, in fact, took a very deliberate, slow approach in our initial roll-out of CHCS II, tested it in a large center,
a medium center, a small center. The surgeons can testify to this,
but I believe the view is that we’ve learned enough now that it—
we may want to accelerate to the extent we can, the deployment
of CHCS II. And obviously, we’re delighted to hear that.
The other kind of deployment we do is when each of us, the VA
and DOD, is developing some subcomponent of that system. And a
good example of that would be scheduling and appointing. We
needed to upgrade our capabilities. The VA needed to do the same.
Two different systems, and fundamentally, two different sets of
needs.
But at the end of the day, because we started with the premise
that we were going to use similar architectures and base it on the
same standards, same communication kinds of standards, they will
be what we have termed interoperable.
Now, what does that mean? At the end of the day, we will be
able to access one another’s data and those systems, and will be
able to act on it. And those are the two important things that you
need to be able to do: reliably save and accurately retrieve information about any given patient. We expect the interoperable patient
record, if you will, to be well underway by the end of 2005.
Mr. BUYER. Any comment, surgeons generals?
Vice Adm. COWAN. Sir, we’re all fully engaged with our IT departments. We’re fully in agreement—I think I speak for the other
two—with the architecture. And we’re just eager to get that system
up.
Mr. BUYER. How are you going to deal with HIPAA problems?
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Mr. WYATT. HIPAA has been a consideration in this process from
the very beginning, so all of our business processes are designed
with HIPAA in mind. We have security information privacy officers
in all the right places.
Mr. BUYER. Okay. General Peake.
Lt. Gen. PEAKE. Well, HIPAA is a challenge for a lot of reasons,
to be honest with you, sir. But when it comes to sharing information with Mrs. Stiffler, as an example, who’s on the other end of
the phone. Is it a reporter or is it Mrs. Stiffler? You know. I mean,
there’s a variety of issues that go along with that that talk about
the seams here.
But from an electronic patient record, I was down at Fort
Eustice, which is one of our pilot places. I sat in the room with one
of the physicians using it. He was able to immediately access the
MRI that was done at Portsmouth on this young soldier, being able
to see that he had an orthopedic appointment, and what the orthopedist had said about that patient, and put it together in a heartbeat, as opposed to chasing around a variety of record rooms trying
to find different information. It is clearly the way we need to go,
and I think that it’s been articulated very clearly.
We are looking for a 30-month deployment. This is a big system.
There’s no system that is as big as our two combined, I don’t believe. And the scalability of information systems, sir, as you know,
is a significant challenge. And so we need to approach it deliberately, but with vigor, I think.
Mr. BUYER. Well, I want to thank all of you. I want to thank you
for enduring this long hearing. And I’d like to thank the staff for
their work, and your staffs who helped prepare you for today.
As I was a good listener from the first panel, their complaints
were more about systematic. And it was reassuring. I’d even strike
the word ‘‘reassuring.’’ I think it was wonderful to hear their compliments about the quality of care. Not only did they receive from
your medical teams on active duty—as a matter of fact, those of
combat support teams that were in the field—Ed, the things that
you did, or right to that combat support hospital and transferred.
So through the systems, it worked.
And the compliments to the VA health system. It’s just the
humps and bubbles and, you know, trying to put it together is our
challenge.
And that was really the purpose, I think, the chairman called
this hearing today was to provide our oversight and to find out
what—how is it working? Here’s what we intended when we wrote
it. Here’s how you’ve implemented it. It might be a little different.
But is it working? Are you getting what you need? And what things
must we continue to work on?
And obviously, it’s very clear that with regard to these issues of
compensation for undiagnosed illnesses, we’ve got to address this
one somehow, because we just can’t leave this as a complete opening to cover an individual that might 6 or 7 years from now say,
‘‘Oh, yeah, that occurred back in such-and-such a war,’’ and then
try to seek some type of compensation for something which has no
causal link whatsoever.
And so we have to be careful. As we look back, our compassion,
sincerity, it was all real. The unfortunate thing is is there are indi-
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viduals who are going to try to take advantage of that, which is
unfortunate.
But please extend to your medical teams and your professionals
the admiration of this committee. Thank you, and God speed to
your work. This hearing is now concluded.
[Whereupon, the committee was adjourned.]
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Good Morning.
For many years, this Committee has been seeking to improve the procedures
which separating service members must follow to obtain post-service benefits.
Thanks to efforts by VA and Defense officials, we have seen some notable improvements in those years. For instance, servicemembers with disabilities usually begin
the VA benefits process before they leave service; physical examinations are performed to meet VA requirements, sometimes even by VA doctors; a complete record
allows the VA to make a prompt initial decision concerning disability benefits, sometimes in less than 30 days.
Similarly, the Administration will testify about its recent decision to place additional VA employees at military hospitals to help severely wounded veterans make
a smoother transition to civilian life.
I believe these efforts are both commendable and necessary, but they do not go
far enough. This is at least the sixth time since January 2002 that this Committee
has called on Administration officials to address administrative obstacles which confront persons leaving military service with health concerns. Each time, we learn of
new efforts being made to overcome problems and address issues identified by physicians and caregivers.
However, in the end, veterans and their families don’t care about policy manuals
and regulations; what they want to know is whether there is a compassionate person available to minister to them, who understands their particular pain, and who
has the resources to make sure their care is first-rate.
Not all of the problems we will hear about today are new. Some of them take
more time to solve than others. I want to be clear that by holding these hearings,
we do not intend to question the dedication of caregivers on the front lines who are
striving daily to heal and console individuals who have been harmed defending this
Nation. However, important decisions which could lead to more consistent and compassionate treatment, and less bureaucracy and confusion, continue to be deferred.
Policies intended to make the healthcare handoff simpler are ignored by those who
have been instructed to implement them.
For instance, a recently completed Presidential Task Force recommended that the
President direct HHS to declare the two Departments to be a single health care system for purposes of privacy regulations. Failure to take this one step forces both
departments to use cumbersome and inefficient mechanisms which directly impede
the delivery of ‘‘seamless’’ health care.
Another example is the Congressional mandate adopted in 1997 requiring the
military services to document a servicemember’s health before and after deployments. There is almost unanimous agreement that this policy will improve the delivery of health care to servicemembers during and after service. However, GAG will
testify that this mandate has been ignored in many instances, and undermined in
important respects; battlefield treatment records, immunization records, and mandatory health questionnaires are missing or nonexistent. Moreover, even when these
records exist, some of them cannot be shared with VA after the servicemember becomes a veteran.
There are other examples. A shared electronic medical record is both vitally needed and feasible, but bickering and heedless administrators have delayed its deployment. Incentives for collaboration between the two departments are sadly lacking,
despite a Congressional directive to establish them. Budget makers have not requested, and Congress often belatedly supplies, the necessary funding to care for an
increasing workload at VA treatment facilities.
I want to commend all of the witnesses who have prepared testimony for the Committee to hear this morning. In particular, I wish to thank each of the individuals
who will appear before us today to relate how they or a family member fared in
making the transition from active service to civilian life. We understand and appreciate that they may never have testified before a hearing such as this. The careful
thought and detailed experiences reflected in their testimony is of enormous importance and assistance to this committee and the Congress.
Taken together, their testimony gives an indication of the serious challenges
which hundreds of thousands of separating servicemembers have faced in the last
ten years. They also demonstrate what is possible when a government is focused
and dedicated to understanding and addressing these challenges. Regrettably, they
also tell us how much more can be done.
A recent memorandum issued by two of the VA’s Under Secretaries, Dr. Roswell
and Admiral Cooper, said ‘‘Our nation’s newest veterans deserve to receive hasslefree services from VA.’’ This is an admirable goal; let’s figure out how to make it
a reality.
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Thank you, Mr. Chairman.
First, let me commend you for scheduling today’s hearing on the transitioning
health care needs of military servicemembers following deployments. I think everyone agrees that there needs to be a smooth transition of new veterans from active
duty military status to veteran status. After reading press accounts of some
servicemembers’ experiences, I am greatly concerned about recent reports that our
veterans are having difficulties receiving proper disability benefits and may not be
able to access the health care services that they need in a timely fashion.
Over the last several years, our Committee has conducted numerous hearings on
issues pertaining to the transition from military to veterans status. I am pleased
that we are continuing in our oversight responsibilities on this important matter to
ensure that our servicemembers returning from Afghanistan and Iraq are receiving
the benefits and care they need.
In that regard, I want to welcome our witnesses here today. I am anxious to hear
about your personal experiences, and I hope that you will share your recommendations on what can be done to improve the transition from military to civilian life.
Mr. Chairman, I also look forward to working with you and the other members
of the Committee on this important issue.
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CONGRESSMAN EVANS

Thank you, Mr. Chairman, for calling this critically important hearing to examine
what is and isn’t being done for our service personnel in their transition from military to VA care.
I am particularly interested in determining if the cases we’ve read about in the
news media are indicative or aberrant. For years now, we’ve been told that the Departments of Defense and Veterans Affairs are making great strides toward ‘‘seamless’’ information systems. Today we will hear testimony that VA soon will be permitted to access certain DOD data systems by the end of 2005 and that DOD and
VA are working to share electronic medical records by the end of fiscal year 2005.
Why is this not yet done? Yet VA does not have access to veterans’ health assessments or medical records until after the servicemembers are separated—perhaps too
late to effect a seamless transition.
We will hear from one witness today that her son’s transition—and I use the term
loosely—from active duty to veteran status meant being ‘‘pushed aside’’ into poverty
and desperation. That was one case we became aware of through the news media.
It was one case too many.
The staffs and programs of the two departments—VA and DOD—should be a community of providers. Separate agencies with a single mission—to carry individuals
from enlistment to civilian life, walking with them every step of the way, giving
them the information and outreach they need, and following through to make certain no one, especially someone hurt in service to their country, falls into a chasm
of indifference or neglect. This continuum of care and concern should not be a challenge to the servicemember or veteran; it should not be an obstacle. It is not the
veteran’s responsibility, it is ours—the Congress, VA and DOD. The only challenge
should be ours to make certain it gets done.
There are good, hard-working people in both Departments doing good things for
those who are serving and who have served. I’ve seen it throughout the VA system,
and I’ve seen it most recently in visits with severely disabled personnel returned
from Iraq and now at Walter Reed. But I also believe there is room and need for
marked improvement in the way DOD and VA work together at all levels in caring
for the men and women returning from war.
Mr. Chairman, I want to take this opportunity to commend three gentlemen who
have joined us today. Their actions exemplify selfless service and concern for their
fellow man. Jim Mayer, Fred Downs and Chris Reid are VA employees and severelydisabled veterans who devote their on-the-clock time and volunteer their off-duty
time to helping veterans cope with disability, visiting them at their bedsides, counseling them, and simply being friends to them. These gentlemen and the veterans
and family members on our first panel deserve our applause and highest accolades.
We will not hold a more important hearing in this Congress. I welcome our witnesses and look forward to their testimony.
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Mr. Chairman, I thank you and Mr. Evans for holding this morning’s hearing on
providing seamless healthcare coverage to transitioning veterans. Assistance with
respect to disability compensation, vocational rehabilitation, and long-term sustained employment also is a vital part of a successful transition.
With us in the audience today is Mr. Christopher Reid, an inspiring Veterans
Benefits Administration employee who personifies VA’s mission. Mr. Reid served
with distinction in the U.S. Army from 1989 to 1994. He was honorably discharged
after being seriously injured while serving in Mogadishu, Somalia.
Since April 2003, Mr. Reid has been ‘‘the face of VA’’ at Walter Reed Army Medical Center, where he assists servicemembers injured in Operation Enduring Freedom and Operation Iraqi Freedom. Mr. Reid provides benefits information, takes
claims and manages individual cases. But he actually does more than that. Mr. Reid
is an outstanding personal example of how our servicemembers, with help from
dedicated VA and Department of Defense professionals, can overcome the obstacles
of severe injuries incurred in selfless service to our Nation. Mr. Reid, we appreciate
you. Could I ask you to stand, please?
I would also like to take a moment and congratulate the Secretary of Veterans
Affairs, Anthony Principi, and Under Secretary for Benefits, Daniel Cooper, for
making good on the President’s pledge of reducing the backlog of compensation
claims. The inventory dropped from a high of 432,000 to 253,000—a 41 percent reduction! It is also worth noting that the average wait time for a new claim has been
drastically reduced. The folks who we are discussing today will be waiting a shorter
period of time then those a few years ago.
Thank you, Mr. Chairman.
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Mr. Chairman, thank you for holding this important hearing today. Let me first
thank the servicemen and women who join us today as well as those who have
served, for their service, sacrifices and commitment to this Nation. I am looking forward to hearing the compelling stories from the veterans, soldiers, and their family
members who are joining us on our first panel. Some of their experiences may help
us to improve transitions from active-duty service to civilian life as veterans.
I also wish to extend my thanks to the volunteers we have asked to appear todaysometimes you can do more to say ‘‘welcome home’’ with a milkshake and a warm
smile than you can with a dozen Congressional resolutions! You are living examples
that show these young men and women that an indomitable spirit overcomes the
physical limitations they will reckon with for the rest of their lives. Thank you for
all you do for our veterans.
As the Global War on Terrorism continues, we expect that the military and VA
will continue to require coordination between agencies to deal with an increasing
number of casualties. As our troops leaving service attempt to pick up the pieces
of lives forever altered by battle injuries, accidents or other health conditions experienced during their military service, VA must be available to ensure that their needs
are addressed. To do that, it must have timely and accurate information about those
troops who will soon become veterans.
Unfortunately, too often the information VA obtains from the military appears to
be ‘‘too little, too late.’’ The General Accounting Office will report that even though
last year it assessed the files troops returning from Kosovo and Afghanistan little
progress had been made in implementing the requirements of Public Law 105–85
which was enacted in 1997. The military interpreted clinical examinations to be selfadministered health assessments. It is doubtful to me that the few questions asked
of troops ready to deploy and eager to serve with their units reflect any information
that will be of value in assisting veterans sometime in the future. Even the information collected from the pre- and post-deployment health assessments was not centrally or routinely collected. GAO found that neither it nor the military could track
down many of the surveys for the returning troops.
There is some good news to report. According to the Congressional visitors and
our dedicated corps of volunteers, soldiers at Walter Reed regularly report they are
receiving excellent care. Once they get in the door, most veterans are pleased with
VA health care services. For those servicemembers who separate after receiving care
from Walter Reed or Bethesda, the protocol VA has in place seems to be effective—
if all goes well, veterans will be enrolled and have a contact person and case manager at each VA medical center at the point at which they are discharged.
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I am also pleased with the proactive work VA and DOD have collaborated on
which will lead to 16 clinical practice guidelines and hope that these will be quickly
deployed to clinical practice. I understand that Dr. Roswell and Dr. Kudler will further address this important initiative in their statements.
It is the gap between military health care and veterans’ health care with which
we must remain concerned and I know this Committee will do its part in maintaining our vigilance on the troops’ behalf.
Thank you, Mr. Chairman.
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Thank you Mr. Chairman.
I want to thank all of our panelists today. This is a critically important topic, and
your viewpoints will contribute to our due diligence in responding to the need for
effective transition between the Department of Defense and the Department of Veterans Affairs of servicemembers requiring health care immediately following deployments, including those who come from Guard and Reserve forces.
Often today, the media equates the human costs of going to war by counting the
number of those killed in action. We must not lose sight of those wounded in action
or injured in combat-zone accidents.
Your testimony today puts a human face on statistics. The immediate treatment,
the handoff, and the follow-up care between DOD and VA are critical to the longterm prognosis and ultimately to the long-term costs to care for the overall health
needs of our sick, wounded or injured ‘‘nonfatal casualties of war.’’ I look forward
to hearing about your experiences, and we welcome your thoughts about how we can
partner with DOD and VA so that they may provide the first-rate care that America’s finest deserve.
Thank you.
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Hearing Date: October 16, 2003
Committee: HVAC
Member: Christopher H. Smith
Witness: Mr. Wyatt
Question # 2
Question: Your testimony informed us of a newly approved Department of
Defense – Department of Veterans Affairs Joint Strategic Plan. Please provide a copy of this new plan for the hearing record. What specific objectives will this plan achieve for Service members and veterans, and what
are the timelines for meeting these objectives?
The guiding principles used in the development of the Joint Strategic Plan are:
• Collaboration – to achieve shared goals through mutual support of both our common and unique mission requirements
• Stewardship – to provide the best value for our beneficiaries and the taxpayer
• Leadership – to establish clear policies and guidelines for VA/DoD partnership,
promote active decision-making, and ensure accountability for results
The mission of the Department of Defense/Department of Veterans Affairs Joint
Strategic Plan is to improve the quality, efficiency, and effectiveness of the delivery
of benefits and services to veterans, Service members, military retirees and their
families through an enhanced VA and DoD partnership. The vision is a world-class
partnership that delivers seamless, cost-effective, quality services for beneficiaries
and value to our nation.
The Joint Strategic Plan contains 6 goals and 22 objectives which are shown below.
Supporting these objectives are initiatives with deliverables and target completion
dates. Because there are over 60 individual initiatives, each initiative and the target
completion date is not listed in this section; however, a complete copy of the Defense/Department of Veterans Affairs Joint Strategic Plan is attached and contains
specific information for each objective.

[Note: Because of the file size and formatting of the Joint
Strategic Plan, the Committee accepts the strategic goals
detailed below as a complete response for the record.]
Strategic Goals:
Goal 1 ∼ Leadership Commitment and Accountability – Promote accountability,
commitment, performance measurement, and enhanced internal and external communication through a joint leadership framework.
1) Formalize the VA/DoD Executive Council’s governance structure.
2) Oversee the Development and Implementation of a Joint Strategic Plan.
3) Enhance internal and external communication regarding VA/DoD
collaboration.
Goal 2 ∼ High Quality Health Care – Improve the access, quality, effectiveness,
and efficiency of health care for beneficiaries through collaborative activities.
1) To be recognized as leaders in the development and delivery of innovative clinical processes and programs designed to enhance the quality of
care delivered.
2) Actively engage in joint training and sharing of research and
development.
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