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EVOLUTION OF VA-DOD COLLABORATION IN 
RESEARCH AND AMPUTEE CARE FOR VET-
ERANS OF CURRENT AND PAST CONFLICTS, 
AS WELL AS NEEDED REFORMS IN VA 
BLIND REHABILITATION SERVICES 

THURSDAY, JULY 22, 2004

U.S. HOUSE OF REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 

Washington, DC 
The committee met, pursuant to notice, at 9:33 a.m., in room 

334, Cannon House Office Building, Christopher H. Smith (chair-
man of the committee) presiding. 

Present: Representatives Smith, Brown-Waite, Evans, Snyder, 
Rodriguez, Strickland, Berkley, Udall, Davis, Ryan, and Herseth. 

OPENING STATEMENT OF CHAIRMAN SMITH 

The CHAIRMAN. The hearing will come to order. 
Ladies and gentlemen, good morning, and thank you for being 

here today. It is estimated there are about 157,000 veterans who 
are legally blind, and that about 44,000 of them are enrolled in VA 
health care. Slightly more than 2,000 of those veterans have re-
ceived treatment in the VA’s Blind Rehabilitation Centers. One 
focus of today’s hearing is on changes that may be needed in the 
VA’s approach to caring for blinded and visually-impaired veterans. 

Last fall, Rob Simmons, the chairman of our Health Sub-
committee, requested that the General Accountability Office exam-
ine VA’s blind rehab programs. GAO found that as a consequence 
of the growing number of veterans in need of blind rehab services 
and VA’s reliance on care in 10 regional centers, the average length 
of time veterans waited to be admitted to Blind Rehabilitation Cen-
ter is excessive. GAO reported to us, and VA agreed, that waiting 
time management for blind rehabilitation needed to be improved. 
VA has committed to make these improvements I am happy to say. 
Today GAO will discuss how VA needs to reform its management 
of the program itself and we look forward to that testimony. 

The Committee is also very interested to hear VA’s plans to 
make visual-impairment services more available to veterans where 
they live, as opposed to forcing veterans to come to specialized cen-
ters themselves. 

A second focus of today’s hearing is to learn more about recent 
efforts on the part of the VA and the Department of Defense to im-
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prove care for veterans suffering the effect of traumatic amputa-
tion. 

An interesting observation was contained in an October 1, 2003, 
article that appeared in The Christian Science Monitor concerning 
servicemembers wounded in our conflicts. The article reported that, 
and I quote, ‘‘while combat deaths have been relatively low since 
the Vietnam War, the ratio of nonfatal casualties to war fatalities 
is increasing—from three to one in World War II to more than five 
to one in Iraq. Beyond the human dimension, the costs of such cas-
ualties, which tend to be overlooked as part of the cost of national 
security and foreign policy, will continue for decades as well. 
Among those costs: rehabilitation, retraining, post-combat coun-
seling, long-term medical treatment and assisted-living care.’’ 

Today’s hearing will examine several facets of the important 
treatment being provided to these survivors and how this treat-
ment affects the lives of those who have been wounded. 

While VA’s future course for providing rehabilitation to blinded 
veterans may be uncertain, it appears that Army and VA care 
givers responsible for meeting the needs of servicemembers with 
traumatic amputation have made substantial progress in charting 
a clear course for discovering and responding to the needs of this 
seriously wounded population. They have done this through the 
sharing of resources, the use of the latest technologies and by 
adopting and working toward common goals. And we applaud 
them. 

VA and DOD are engaged in a remarkable and hopefully a pro-
ductive collaboration in research and innovation for a young, resil-
ient population. So resilient, in fact, that many of these soldiers 
and Marines plan to return to their active duty assignments fol-
lowing rehabilitation, an option unheard of in prior generations of 
warfare. We wish them Godspeed and we just salute them for their 
courage and for their commitment. We also salute the professional 
dedication of those contributing to this collaboration and wonder 
what it would take to translate this quest for excellence to the rest 
of the two department health care endeavors. 

We will also hear how technological and medical advances are 
changing the nature of rehabilitation for today’s servicemembers 
and for tomorrow’s veterans. While highlighting these advances, 
the hearing will also focus on providing the most appropriate care 
to address rehabilitative needs of all of our veterans. 

Let me just turn to our very distinguished chairman of the 
Health Subcommittee, Rob Simmons of Connecticut, for any com-
ments he might have. 

OPENING STATEMENT OF HON. ROB SIMMONS 

Mr. SIMMONS. Thank you, Mr. Chairman, and thank you for fo-
cusing the attention of the full committee on this issue. In fact, it 
is an issue that came up in our subcommittee proceedings, but by 
agreeing to hold this hearing in full committee, I think it dem-
onstrates your interest and your leadership on this issue, and we 
appreciate that greatly. 

The issue of blindness for veterans is one that we often think of 
in terms of either battlefield or service connected injuries and we 
know that that can happen and that that can be a problem. But 
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for me the issue of blindness comes because of the fact that my 
mother, who is in her nineties, has suffered from macular degen-
eration. Again, an affliction that affects so many of our veterans 
populations. 

My mother, in every other respect, is perfectly healthy and very 
active, but we noticed a few years ago that she was having what 
seemed to be sight and coordination problems when she was driv-
ing, and it was only later that we realized that she was going 
blind. 

As our veterans population ages, as they benefit from the health 
care that the VA provides, the issue of macular degeneration or 
blindness as a consequence of the aging process becomes increas-
ingly important, and I think that if we have a concern for their 
health and for their quality of life, then this is an important issue 
for us to look at. 

I am particularly pleased that among the witnesses today is 
Penny Schuckers, from West Haven Veterans Administration Hos-
pital in Connecticut. She has a very distinguished career, having 
studied at Moravian College, Temple University, and then the Uni-
versity of Alabama. She has taken leadership courses throughout 
her VA career, to include leadership courses offered here in Wash-
ington, DC, and she served in the VA medical centers in Lebanon, 
PA, Augusta, GA, and now has reached the apex of her career, of 
course, in coming to Connecticut. So Penny, welcome, and we look 
forward to hearing your testimony. 

And Mr. Chairman, thank you again, and I yield back. 
The CHAIRMAN. Thank you, Chairman Simmons. 
The chair recognizes Mr. Evans. 

OPENING STATEMENT OF HON. LANE EVANS, RANKING DEMO-
CRATIC MEMBER, FULL COMMITTEE ON VETERANS’ AF-
FAIRS 

Mr. EVANS. Thank you, Mr. Chairman. 
VA’s specialized programs for war wounds are said to be its rea-

son for being. With new combat injuries occurring almost daily 
now, we have to coordinate these programs with state-of-the-art 
health care services. And research is essential to ensure the best 
quality outcome. 

Programs to address the service disabled, such as blindness in 
particular, have run full circle. Once designed to serve the needs 
of young servicemembers, new VA programs now serve the aging 
veteran populations who have survived with these acute traumatic 
injuries. Veterans access these services for age related conditions 
or problems associated with these conditions. These programs now 
must be reassessed to ensure that we consider them again to meet 
the basic rehabilitation needs of a new generation of veterans who 
suffer from post traumatic stress disorder. 

I think we will hear good news today regarding some important 
innovations that are being developed to address blindness and 
other disabilities in the VA and DOD. If necessity is the mother of 
invention, then war is sadly the crucible for innovation in treating 
traumatic injury. We have persons with us today who are providing 
some of the inspiration for developing effective treatments and de-
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vices to restore the functionality veterans have sacrificed for this 
Nation. 

Some of the investments the VA DOD and the private sector are 
making in new technologies could revolutionize amputee care and 
some of these advances may even have applications for veterans 
with Parkinson’s and other neurological diseases. Unfortunately, 
VA’s rehab program has had problems and can’t resolve these over-
night. 

Staff vacancies and the lack of innovation in services are just be-
ginning to be addressed by new leadership with VA’s programs for 
visual impairment. Some veterans complain that VA’s reimburse-
ments are not the best to fund for prosthetics. We attempted to ad-
dress the needs of a new generation of veterans, but we can’t forget 
those veterans of past conflicts. 

Yes, I think we can help and we are encouraged by the recent 
innovations and the dedication of VA and DOD to these missions. 
Mr. Chairman, I look forward to the testimony and your witnesses 
and I yield back to you at this point. 

[The prepared statement of Congressman Evans appears on p. 
65.] 

The CHAIRMAN. Thank you, Mr. Evans. Dr. Snyder. 
Let me welcome our first panel to the witness table, if you would. 

I will begin with Ms. Cynthia Bascetta, who is a director of Vet-
erans Health and Benefits Issues at the General Accountability Of-
fice. For the past 4 years, she has led reviews of VA’s budget and 
planning process and evaluations of specific programs in the Vet-
erans Health Administration and the Veterans Benefits Adminis-
tration. Before that she directed GAO’s work on Social Security Ad-
ministration’s disability programs. Ms. Bascetta joined GAO in 
1983 after beginning her career at the U.S. Department of Labor’s 
Occupational Safety and Health Administration, where she pre-
pared regulatory impact analyses of the major workplace health 
standards and has been a frequent witness and very helpful to this 
committee and to the Congress, I might add. 

Dr. Michael Kussman was appointed Acting Deputy Under Sec-
retary for Health for the Veterans Health Administration of the 
Department of Veterans Affairs effective April 6, 2004. After receiv-
ing his medical degree in 1968, Dr. Kussman began his military ca-
reer in 1970, serving with the 7th Infantry Division in Korea. Some 
of his military decorations include the Distinguished Service 
Medal, Legion of Merit with three oak leaf clusters and the Order 
of Military Medical Merit. Dr. Kussman is board-certified in inter-
nal medicine and serves on the faculty of the Uniformed Services 
University of Health Sciences. 

We have already heard the introduction by Rob Simmons of 
Penny Schuckers. I would just add that the program that she 
heads was awarded a 3-year accreditation from the rehab accredi-
tation commission and was the first program ever, VA or non-VA, 
to be surveyed under the Blind Rehabilitation Standards in 2000 
and 2003 and was found with no deficiencies. She was recognized 
this year as the distinguished Federal Manager, Connecticut Fed-
eral Executive Association. 

We will then hear from Mr. Bruce Davis, who has been the Vis-
ual Impairment Services Team Coordinator for the Department of 
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Veterans Affairs Medical Center in Gainesville, Florida since April 
of 1986. He has 21 years of experience with the veterans center 
there and is responsible for planning, developing, implementing, 
and evaluating the VIST program. He received his master’s in so-
cial work from Florida State University in Tallahassee, Florida. 

We will, finally, hear from Nancy Strohm, who is the Visual Im-
pairment Services Team coordinator at the VA Medical Center in 
Lebanon, PA. She has nearly 13 years of experience in her field 
and has previously worked at the medical center’s Nursing Home 
Care Unit. Ms. Strohm received her master’s in social work from 
Marywood College in Scranton, PA. 

Ms. Bascetta, if you could begin with your testimony. 

STATEMENTS OF CYNTHIA A. BASCETTA, DIRECTOR, VET-
ERANS HEALTH AND BENEFITS ISSUES, GENERAL ACCOUNT-
ABILITY OFFICE; MICHAEL J. KUSSMAN, ACTING DEPUTY 
UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VET-
ERANS AFFAIRS; PENNY L. SCHUCKERS, CHIEF, EASTERN 
BLIND REHABILITATION CENTER AND CLINIC, WEST HAVEN, 
CONNECTICUT, VA MEDICAL CENTER; BRUCE W. DAVIS, VIS-
UAL IMPAIRMENT SERVICES TEAM COORDINATOR, NORTH 
FLORIDA/SOUTH GEORGIA VA MEDICAL CENTER; AND 
NANCY J. STROHM, SOCIAL WORKER, VISOR COORDINATOR, 
LEBANON, PENNSYLVANIA VA MEDICAL CENTER 

STATEMENT OF CYNTHIA A. BASCETTA 

Ms. BASCETTA. Thank you, Mr. Chairman and members of the 
committee. I appreciate the opportunity to be here today to discuss 
our work related to VA’s rehabilitation services for legally blind 
veterans. 

I would like to start with an observation about the contrast be-
tween VA’s outmoded blind rehabilitation services and its state-of-
the-art work with DOD on prosthetics for soldiers seriously injured 
in combat. 

The mind-set at Walter Reed appears to reflect an intense focus 
on individualized care, not one size fits all, and a commitment to 
maximizing the capacity of injured soldiers to return to their nor-
mal lives. Certainly Blind Rehabilitation Centers, known as BRC’s, 
remain a key delivery mode for blind veterans. Nevertheless, we 
are recommending the VA also reflect a more modern view of dis-
ability by making outpatient services more widely available to help 
maximize blind veterans’ potential more efficiently and effectively. 
And I would like now to summarize the work that led us to this 
conclusion. 

As you know, VA developed its blind rehabilitation program in 
the late 1940’s to offer comprehensive inpatient training to young 
soldiers blinded in combat. Today, decades later, the demographics 
have shifted dramatically to a much older population experiencing 
gradual blindness caused by disease. As the veteran population 
ages, these services will continue to grow in importance. 

VA estimates that there are nearly 160,000 legally blind veterans 
and about 44,000 of them are enrolled in VA health care. In 2003, 
73 was the average age of veterans admitted for inpatient care at 
BRC’s; 28 percent were over 80 years old. NIH cites age related eye 
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diseases as an emerging major public health problem with those 80 
years of age and older, accounting for 69 percent of blindness. 

Could blind veterans benefit from outpatient services? We believe 
so. During our review, we asked VA to examine the files of vet-
erans waiting to be admitted to five of its ten BRC’s. They found 
that 25 percent of these veterans could potentially be better served 
through outpatient services if such services were available. They 
included healthy veterans who required only limited or specialized 
training. Other veterans who are currently not being served in-
clude those who are frail and lack the stamina to participate in an 
intensive and lengthy BRC program as well as those who prefer 
not to leave their homes for long periods of time or who cannot 
leave because they are primary care givers. 

The needs of these veterans could also be met on an outpatient 
basis closer to their homes or in their own homes. While VA made 
impressive gains in moving from hospital based care to outpatient 
care for its overall healthcare services, blind rehabilitation has 
lagged behind. This has occurred even though VA’s own studies 
laid out the potential benefits of outpatient alternatives and the 
Congress and other stakeholders have noted the importance of in-
creasing blind rehabilitation on an outpatient basis. The math on 
the highlights page shows the limited availability of these services, 
which are described in more detail in my written statement. 

VA’s past leadership of the blind rehabilitation program held a 
long-standing belief that services should be provided primarily in 
BRC’s. Continued reliance on the inpatient delivery model is still 
evident in VA’s recently announced plans to build two new BRC’s 
without parallel attention to expanding the continuum to include 
outpatient care. Recently, however, VA has taken important steps 
to begin expanding outpatient services. 

This spring, for example, VA set a goal of removing from BRC 
wait lists those veterans seeking admission for computer training 
only. As of July 1st, 52 out of 674 veterans, almost 80 percent, had 
been removed from BRC wait lists and scheduled to receive com-
puter training if they still wanted it from non VA sources. 

Another key step is the drafting of a uniform standard of care 
policy that calls for a full continuum of care, including more out-
patient services, by VA’s Visual Impairment Advisory Board. The 
Board also noted its concern that allocations are insufficient to 
cover the costs of outpatient blind rehabilitation and has been 
working proactively with VA’s CFO to develop a new allocation 
amount to better reflect the costs. This could provide additional in-
centives for networks and medical centers to expand their blind re-
habilitation outpatient services. 

Mr. Chairman, this concludes my prepared remarks, and I would 
be happy to answer any questions that you or the other committee 
members might have. 

[The prepared statement of Ms. Bascetta appears on p. 74.] 
The CHAIRMAN. Ms. Bascetta, thank you very much for your tes-

timony and for the excellent report you have produced and we will 
wait until all the panelists have concluded before we go to ques-
tions. 

And Dr. Kussman, if you could proceed. 
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STATEMENT OF MICHAEL J. KUSSMAN 
Dr. KUSSMAN. Mr. Chairman and members of the committee, 

good morning. I am pleased to testify today on the VA’s blind reha-
bilitation program. VA’s blind rehabilitation program is recognized 
as providing world class care to its veterans. It is a program de-
signed to improve the quality of life for blinded and severely vis-
ually impaired veterans through the development of skills and ca-
pabilities needed for independent living, emotional stability, and 
successful integration into the veterans community and family en-
vironment. 

Nonetheless, we are not without challenges to enhance and im-
prove our services to continue to meet the needs of visually im-
paired veterans of the twenty-first century. As the veteran popu-
lation ages, the demand for blind rehabilitation services has in-
creased and VA has developed and enhanced the strategies to meet 
these growing demands. I know that a key interest of this com-
mittee today is how VA is meeting the blind rehabilitative needs 
of returning from Iraqi Operation Freedom and Operation Endur-
ing Freedom service personnel with multiple energies such as trau-
matic brain injury, traumatic visual impairment and blindness. 

As you know, VA clinical program offices are working collabo-
ratively with the Department of Defense to assist with the training 
and integration services to meet the needs of all returning OIF/
OEF service personnel and I am relieved to report to you today 
that the blind rehabilitative services that have been required by a 
very small number of returning service veterans so far, blind reha-
bilitation care has been provided to 11 patients who were injured 
in OIF/OEF time period. The number will undoubtedly grow and 
we stand ready and committed to support the special blind reha-
bilitative needs of these young men and women. 

During the capital asset realignment for enhanced services 
CARES process, VA recognized the need for a change in its long-
term strategy for blind rehabilitative services given the aging of 
the veteran population and the associated increase in demand for 
blind rehabilitative services. The CARES initiatives addressed the 
service provision needs and identified additional possible venues 
for blind rehabilitation programs thereby creating the opportunity 
to develop new strategies to reduce waiting times and waiting lists 
for Blind Rehabilitation Centers. 

The CARES commission recommended that VA optimize access 
to care for veterans by continuing its commitment to inpatient pro-
grams while developing more outpatient based bond rehabilitation 
opportunities. The secretary greeted and supported the strategic 
emphasis on the importance of placing blind rehabilitation services 
closer to populations and in outpatient settings. 

These efforts will be included in future planning guidance and 
will be incorporated into the fiscal year 2005 strategic planning 
submission. In addition, the secretary committed to opening of new 
inpatient Blind Rehabilitation Centers in Biloxi and Long Beach. 

But we recognize that some access issues, such as waiting times 
issues raised by GAO, cannot wait for the CARES implementation 
process for resolution. Therefore, VA is working to improve access 
through multiple venues, including the use of innovative tech-
nology. 
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Computer Access Training, CAT program, is one example of that 
innovation. CAT teaches blinded veterans how to use the computer, 
e-mail and other automative assisted computer programs thereby 
increasing independence and function. The Rehabilitation Strategic 
Health Care Group and Prosthetics and Sensory Aid Services, SHG 
or Strategic Health Care Group, are working collaboratively to 
fund—to provide funds and contractors to bring CAT to veterans in 
their home area where feasible. VA believes this to be a cost effec-
tive alternative, which will reduce waiting times, increase access 
and benefit blinded veterans. 

Blind Rehabilitation Centers are reviewing CAT enrollment lists 
to ensure that CAT will be provided locally in veterans’ commu-
nities to ensure more timely access. VA also recognizes that a crit-
ical element to success in improving access in ensuring that there 
is appropriate alignment of financial incentives. 

VA is currently restructuring the veteran’s equitable resource al-
location of their model to recognize the generally higher costs asso-
ciated with blind rehabilitative care. We anticipate that this will 
realign incentives to support improved outpatient access. A recent 
GAO draft report recommended that VA improve the accuracy of 
reported waiting times for inpatient blind rehabilitation services 
and we concur with the report. 

The report accurately conveys the current availability and com-
plexity of reporting waiting times for admission to our Blind Reha-
bilitation Centers. VA concurs with the GAO’s impression about 
the need for a systems approach to data management, which could 
reduce variability and provide greater consistency in reporting 
waiting times. 

VA was aware of the issues and is developing a computerized 
blind rehabilitation national database that will track waiting times 
for all inpatient and outpatient blind rehabilitation patients. This 
database is in beta testing now and will be available system wide 
by September 2005. We anticipate that the database will signifi-
cantly improve VA’s ability to manage waiting times by improving 
the quality of waiting time data. 

In the interim, VA has developed a compliance reporting require-
ment for Blind Rehabilitation Centers to improve accountability 
and accuracy for current data entry by medical centers. This new 
guidance will be published during the first quarter of FY 2005 and 
Blind Rehabilitation Center staffs are fully aware of these revi-
sions. 

Finally, I wish to bring to your attention VA’s action to establish 
a vision for future rehabilitative care model for visually impaired 
veterans. VA’s Visual Impairment Advisory Board, an Interdiscipli-
nary Board of Providers, Researchers, Network Representatives 
and Consumers who advise the under secretary for health of mat-
ters related to the needs of veterans with vision impairment, has 
identified treatment of severe visual impairment as a critical need 
for the veteran population and has charted a path for VA to ad-
dress those issues. 

We have comprehensive, internal census. We have done an inter-
nal census for existing eye care and rehabilitation processes, infra-
structure and staff. The primary focus of this effort was to conduct 
a gap analysis. This preliminary report, which was delivered on 
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July 8th, and the review board is now reviewing it. This review is 
expected to be completed by mid 2005. 

The VIRB, the review board, will then report its findings to the 
health systems committee for further evaluation. The proposed con-
tinuum of care model of services enhances the quality of care and 
VA’s ability to provide greater access to high quality vision reha-
bilitation services in the right place at the right time. 

This continuum of care is the lynchpin of the VA’s blind rehabili-
tative care model that will directly address GAO’s recommendation 
that VA define a standard of care for blind rehabilitative services. 
The continuum of care model forms the foundation for the standard 
of care and sets the vision for the future. The comprehensive vision 
rehabilitation services being developed by the VA are a model for 
national vision blind rehabilitation plans. 

We are committed to providing the highest quality of care for 
veterans requiring blind rehabilitative services. This concludes my 
testimony and I welcome the opportunity to respond to your ques-
tions. Thank you. 

[The prepared statement of Dr. Kussman appears on p. 94.] 
The CHAIRMAN. Thank you very much, Dr. Kussman. Ms. 

Schuckers. 

STATEMENT OF PENNY L. SCHUCKERS 

Ms. SCHUCKERS. Mr. Chairman and members of the committee, 
it is an honor to speak with you today in my role as chief of the 
Eastern Blind Rehabilitation Center. Thirty-five years ago a soci-
ologist named Robert Scott published his research on America’s 
blindness system. 

The CHAIRMAN. Pardon me. Would you just press the button on 
your mike. Okay, go ahead. 

Ms. SCHUCKERS. Thank you. Should I start over? Thank you. 
Good. 

At that time, he concluded that only the rehabilitation training 
provided by the VA allowed nearly blinded adults to regain their 
independence. In this way, it makes sense. These key techniques 
and travel skills, now the international standard, were first devel-
oped in the VA system. Over the past 35 years, we are proud of 
how our service to the blinded veteran has evolved in response to 
the changing needs and technological advancements. 

Coincidentally, the same year as Scott’s landmark publication in 
1969, the Eastern Blind Rehabilitation Center became the third 
blind rehab center to open. Last Thursday, the EBRC hosted an 
alumni reunion to celebrate its thirty-fifth anniversary. 

Today our 34 bed centers serve 16 states. We have 27 blind reha-
bilitation instructors and provide full-time nursing coverage. We 
have three blind rehabilitation outpatient specialists stationed in 
Boston, West Haven and Baltimore. Our regional consultant over-
sees the service delivery of 42 VIST coordinators. We pride our-
selves in our dedicated staff, strong programs and leadership in ex-
cellence to care for our blinded veterans needs in the most appro-
priate way possible. 

In 1969 and through the early 1970’s, the EBRC served a vet-
eran population, which included young, totally blinded Vietnam 
veterans. Many wanted to return to work or to school and to con-
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tinue to support their families. The state of blind rehabilitation 
was limited. Low vision, electronic aids and computers were all but 
non-existent. 

As the 1970’s progressed, the Eastern Blind Rehab Center vet-
eran population technology and blind rehabilitation began to 
change. Vietnam veterans returned for refresher courses and to at-
tempt the state-of-the art technology such as the now defunct sonic 
guide for mobility. Low vision used the first closed circuit tele-
visions; our researchers worked with the private inventor named 
Kurzweil who developed an experimental machine, which recog-
nized and spoke written text. 

In the 1980’s, the age of the newly blinded veterans increased to 
fifties and sixties. The majority, although still legally blind, had 
some useful vision. More specialized optical aids were available in 
low vision, braille was taught for labeling, not reading, as cassette 
recorders were used for note-taking. 

In the 1980’s, the EBRC’s average length of stay shortened to 3 
months. In the 1990’s, our blinded veterans continued to get older, 
averaging in their sixties and seventies, and more female veterans 
appeared. Most were blinded from diseases related to aging. More 
had severe physical impairments and many exhibited memory or 
cognitive decreased memory or cognitive functioning. We increased 
nursing staff to ensure 24 hour skilled coverage. Electronic and 
computerized aids for the blind increased and the EBRC began to 
evaluate and prescribe the most promising of these devices. 

In 1993, we created a department devoted solely to this spe-
ciality, the computer access training program. Through the 1990’s, 
the EBRC’s length of stay continued to shorten now averaging 2 
months. There were modified techniques for wheelchairs and mobil-
ity challenged veterans and increased touch typing instruction to 
better prepare the many veterans for those who wanted to continue 
onto the computer access training program. 

In 2000, the EBRC became the first blind rehabilitation in the 
United States to receive full accreditation from the Council on the 
Accreditation of Rehab Facilities. We also earned full accreditation 
with no deficiencies again in 2003. In the past 3 years, the EBRC 
experienced an unprecedented shift in its veteran population. 

Never before have we experienced the age disparity of our inpa-
tient population. Many veterans are the oldest we have ever had, 
in their eighties and nineties, but we also are seeing the youngest 
in 25 years. Our talented staff is eager to provide rehabilitation 
training concurrently to both the old and young veterans even 
though they have extremely disparate needs and abilities. 

We also refocused our local outpatient training to improve service 
delivery. Some veterans are tracked directly into our outpatient low 
vision training; some into more expanded BROS training to obviate 
the need for inpatient training and some directly to admission to 
the EBRC. 

Quality, veteran choice, continuity of care, and increased inde-
pendence for each blinded veteran continue to be our foundation 
and our guide for the future. At the EBRC, we will continue to ex-
plore and evaluate training alternatives and best practices for our 
ever-changing veteran population. 
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Thank you for this opportunity to present an update of our pro-
grams and quality improvements that are going on at the Eastern 
Blind Rehabilitation Center. At 35 years of service, we are still in 
our prime. 

[The prepared statement of Ms. Schuckers appears on p. 105.] 
The CHAIRMAN. Ms. Schuckers, thank you very much for your 

testimony and for your fine work. 
Mr. Davis, if you would proceed. 

STATEMENT OF BRUCE W. DAVIS 

Mr. DAVIS. Thank you, Mr. Chairman. Mr. Chairman and mem-
bers of the committee. For the past 21 years, I have been the Vis-
ual Impairment Services Team Coordinator at the Malcolm Randall 
VA Medical Center in Gainesville, Florida. The North Florida/
South Georgia Veterans Health System is committed to providing 
quality services to our blind veterans. In 1983, we had identified 
a total of 275 legally blind veterans. Those veterans were served 
by two part-time VIST coordinators. 

As of July 12, 2004, we had identified 1,114 legally blind vet-
erans within the North Florida/South Georgia veterans health care 
system. They are currently served by three full-time VIST coordi-
nators, two part-time VIST coordinators and one full-time blind re-
habilitation outpatient specialist. My personal caseload is com-
prised of 454 legally blind veterans. 

As the VIST coordinator at the Gainesville VA Medical Center, 
I am responsible for coordinating the efforts of a multi-disciplinary 
team to provide comprehensive medical and rehabilitative services 
for the blind. We work to identify the legally blind veterans in our 
primary service area and invite them to participate in the services 
provided by the Department of Veteran Affairs. This is accom-
plished by an active outreach effort to local and state agencies that 
work with the visually impaired as well as with other consumer ad-
vocate groups. 

We also work with medical center staff to identify and refer vet-
erans with visual impairment to the VIST program. We invite all 
veterans to participate in the annual VIST review, which is com-
prised of a medical examination, eye examination, hearing screen-
ing and a psycho social assessment. 

During the VIST review, we assess the veteran’s adjustment to 
vision loss, his or need for blind rehabilitation and his or her need 
for adaptive equipment. We also review the veteran’s eligibility for 
VA compensation, pension and other benefits. Based on these find-
ings, referrals are then made to VA blind rehabilitation programs, 
local blind rehabilitation training with our BROS, low vision serv-
ices, veterans benefits, prosthetic and sensory aids, medical sub-
specialties and other local and state benefits and services as indi-
cated. 

I serve as the point of contact for the blinded veteran within the 
medical center. I assist the veteran and their families with the es-
tablishment of primary care, coordination of appointments, pros-
thetics requests, pharmacy concerns, eligibility questions, VA bene-
fits, travel consults and other requests for services. 

I run two support groups for blinded veterans to help them and 
their families adjust to their vision loss. These groups meet month-
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ly at the Gainesville VA Medical Center and at the Florida Center 
for the Blind in Ocala. We have a variety of speakers present infor-
mation on topics ranging from the causes of vision loss to veteran 
benefits. We sponsor activities that allow the veterans to re-
integrate themselves into the activities which they may have given 
up due to their vision loss. These have included an annual bowling 
activity, support group luncheons and deep sea fishing trips. 

As a subject matter expert on blindness within the medical cen-
ter, I conduct ongoing in-service training to eye care professionals, 
nursing staff and other medical center personnel. I also meet regu-
larly with state and local agencies for the blind as well as fraternal 
organizations, such as the Lion’s Club, to inform them of VA serv-
ices for the blind. I also provide ongoing consultation for the part-
time VIST coordinators at the Tallahassee and Daytona Beach out-
patient clinics. 

In an effort to reach out to the community, we have sponsored 
an annual visual awareness day open house. We invite agencies, 
veteran service organizations and private vendors that work with 
the blind to display their services and adaptive equipment. 

We work closely with the State Division of Blind Services, WUFT 
Radio Reading Service and the Bureau of Braille and Talking Book 
Services to invite both legally blind veterans and other visually im-
paired citizens from throughout North Florida and South Georgia 
to attend. The open house is also available to all VA employees and 
allows them an opportunity to learn more about visual impairment 
and the services that are available to assist the blind in leading 
more productive and independent lives. 

We are working with an aging veteran population. There is a 
positive correlation between the incidents of blindness and age. 
Sixty-nine percent of our legally blind veterans at this time are 
over the age of 75. This shift in demographics has required our 
VIST program to identify alternative methods of providing rehabili-
tation services for our veterans. 

We currently have one blind rehabilitation outpatient specialist 
who is providing training for those veterans who are unable to par-
ticipate in one of the VA residential blind rehabilitation programs. 
She also works with those veterans who are returning from the VA 
blind rehabilitation programs to help them reintegrate those newly 
acquired skills into their home setting. 

The North Florida/South Georgia Veterans Health System re-
cently funded a new full-time VIST coordinator position at the 
Lake City Division to help meet the needs of the veterans in North 
Florida and Southern Georgia. This has allowed these veterans to 
receive services closer to their home instead of traveling to Gaines-
ville for VIST services. 

The VIST program at the Gainesville VA Medical Center is work-
ing to implement enhanced services that will provide—that will im-
prove patient safety. We are working with the pharmacy and pros-
thetic departments to implement script talk which will allow blind 
veterans to independently identify their medications. We are also 
implementing a means to provide computer access training with 
the local agencies for the blind and other vendors in an effort to 
shorten the wait list for those services at the regional VA Blind Re-
habilitation Centers. 
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Mr. Chairman and members of the committee, I have tried to 
give a few examples of the spectrum of rehabilitation services that 
we provide at the Gainesville VA Medical Center and I will be 
happy to answer any of your questions. 

The CHAIRMAN. Mr. Davis, thank you very, very much for your 
testimony. 

Ms. Strohm. 

STATEMENT OF NANCY J. STROHM 

Ms. STROHM. Mr. Chairman and members of the committee, I 
have been the Visual Impairment Services Team Coordinator at 
the VA Medical Center in Lebanon for the past 9 years. I am here 
to provide you with an overview of the visual impairment services 
outpatient rehabilitation program, better known as VISOR. 

The VISOR program was developed in response to the needs of 
local veterans. In the summer of 1998, the leadership of the Blind-
ed Veterans of Pennsylvania, Incorporated, suggested that Lebanon 
might open up a facility like West Haven. I sent them to Charlene 
Szabo, CEO, who listened and asked for a proposal. After reviewing 
it, she suggested that we might be able to develop a less costly al-
ternative that would still meet their needs. 

Following the review of various service delivery models nation-
wide, an outpatient program with a residential component was pro-
posed. Our stakeholders and leadership in VISN 4 supported the 
proposal. The VISOR program is the treatment segment of the 
VIST program at Lebanon. Because each veteran has unique needs 
and circumstances, there are three treatment modalities along a 
continuum of care offered within the VISOR program. They include 
the VISOR outpatient clinic, VISOR home care and VISOR 
HOPTEL, an intensive 10-day residential program. 

The VISOR team is made up of five professionally trained blind 
rehabilitation specialists, including myself, who cover the core dis-
ciplines of blind rehabilitation. Certain members of our team are 
also competent in social work and recreation therapy. Together, we 
attempt to help veterans and their families return to activities they 
participated in and enjoyed before vision loss became debilitating. 

The three-part VISOR model ensures that veterans receive the 
right care in the right place. Assessments, treatment and yearly 
follow-up all take place within the clinic at the pace that is right 
for the veteran. A total of 333 different veterans were treated in 
the VISOR outpatient clinic so far this fiscal year. When necessary, 
veterans may also be assessed and treated in their homes through 
VISOR home care. So far this fiscal year, the VISOR team has 
done 100 home visits. 

To be eligible for the VISOR HOPTEL program, veterans must 
be legally blind and capable of self care to safely occupy the 
HOPTEL. They are also expected to be in good enough physical 
condition to withstand the rigor of the intensive VISOR curriculum. 
One hundred seventy veterans have completed this program since 
July 2000. Veterans who do not qualify are treated with individual-
ized programs within the VISOR outpatient clinic. 

The VISOR HOPTEL program begins on a Monday with family 
involvement. The veterans and team work throughout the weekend 
so that newly learned skills can be reinforced. Each day begins 
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with group therapy and ends with some type of recreation. Vet-
erans are taught the core courses in groups, one to one and are 
given independent assignments that help to enhance their sense of 
self-esteem. 

A support group on the ninth day includes former VISOR grad-
uates, which help participants to transition to an ongoing support 
network. This type of group is run simultaneously for family mem-
bers as well. A typical veteran who participates in VISOR HOPTEL 
has macular degeneration and is over the age of 74. Veterans have 
reported that they are extremely satisfied with their care. 

An analysis of data by the blind rehabilitation outcomes project 
indicates that the VISOR HOPTEL model is efficacious for these 
types of veterans. We are particularly proud of the rates of change 
veterans make in the areas of reading mail or newsprint, paying 
their own bills, assembling and measuring things, communicating 
in writing and orienting themselves to unfamiliar environments 
after completing the VISOR HOPTEL program. 

Comments that are symbolic of sentiments shared by veterans 
and family include: ‘‘This program gave us hope,’’ ‘‘It gave us a 
sense of security and mobility,’’ ‘‘I have been able to do home re-
pairs that I wouldn’t have thought of doing before I came to 
VISOR,’’ and ‘‘Thank you for giving our father back to us.’’ 

Mr. Chairman and committee members, I have attempted to pro-
vide you with an understanding of the VISOR program and the va-
riety of interventions on the continuum of care that are needed for 
veterans who are visually impaired to achieve independence, have 
confidence restored, resume life roles and lead an enjoyable life. I 
would be pleased to answer any questions that you may have. 
Thank you. 

[The prepared statement of Ms. Strohm appears on p. 109.] 
The CHAIRMAN. Ms. Strohm, thank you very much for your testi-

mony, as well. 
Let me just begin the questioning. Ms. Bascetta, some of the wit-

nesses who will testify later today expressed the grave concern 
about the possible delusion of abilities at the BRC’s because of the 
establishment of outpatient clinics. 

As a matter of fact, Tom Miller, executive director of the Blinded 
Veterans Association, makes it plain, and I quote him briefly, ‘‘The 
reader of this report could be left with the impression that the BRC 
is not the most effective model for service delivery. It is absolutely 
essential to understand that the overarching purpose of the com-
prehensive residential BRC program is to assist the severely, vis-
ually impaired veteran with acceptance and adjustment to vision 
loss.’’ 

He goes on to say, ‘‘It has been clearly demonstrated over the 
past 56 years that the comprehensive residential training environ-
ment facilitates the process of acceptance, adjustments and skill ac-
quisition. Any criticism BVA may have for long wait times or lists 
should be in no way construed as minimizing the importance of or 
the need for the comprehensive residential BRC’s.’’ 

I raise that because I think there is a tension, it could be a con-
structive tension, it could lead to, you know, more of both. As you 
pointed out, Doctor, there is already envisioned a CARE center, a 
blind rehab care center for Long Beach and Biloxi in your testi-
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mony, and I think that it shows that there appears to be no back-
ing off from those very important centers. 

But, you know, as we expand in other areas, I would hope that 
there would not be any kind of diminution for the centers. You 
might want to comment on that and Ms. Bascetta as well. 

Ms. BASCETTA. Well, I would certainly reemphasize, as we did in 
our written statement and as I said in my oral statement, that the 
inpatient component is clearly critical. It is the most intensive com-
ponent on the continuum. We are simply making the point that the 
lack of availability of services on the outpatient side creates ineffi-
ciencies and ineffectiveness in VA’s ability to treat more veterans 
and to treat them in a more tailored way suitable to their specific 
needs. 

Dr. KUSSMAN. Mr. Chairman, I highly agree with your state-
ment, that clearly we are committed to expanding and continuing 
the inpatient, but at the same time, the GAO is correct and we are 
looking at expanding the continuum of care looking at the proper 
level of care and the proper place at the proper time and that is 
what part of our gap analysis is and we are confident that we will 
be able to maximize the appropriate place for our patients along 
that continuum of care. 

The CHAIRMAN. I appreciate that. And you know, my concern 
isn’t that necessarily it would be by design, but it might be because 
of shrinking budgets or inadequate budgets that could lead to that. 
And I think perhaps that is what Mr. Miller, who also wanted to 
get across—at least as I read his testimony—that we fight for every 
dollar for a veteran’s health care. We do it in a bipartisan way, but 
difficult choices are made when you are left with insufficient re-
sources and then the choices might end up being that the centers 
take a hit. 

Let me just ask you, Ms. Bascetta, have you reviewed the VA’s 
new approach to waiting time management? Do you agree that this 
will solve the problem? 

Ms. BASCETTA. I haven’t reviewed the new approach. 
The CHAIRMAN. Okay. 
Ms. BASCETTA. No, but I would be happy to do that. 
The CHAIRMAN. Could you? And provide us as well with whatever 

your analysis might be? 
Ms. BASCETTA. Certainly. 
The CHAIRMAN. I appreciate that. Let me just ask one final ques-

tion because we do have a large roster of members who I am sure 
want to ask questions in four panels today. John Fales, the presi-
dent of the Blinded American Veterans Foundation makes the 
point in his testimony that ‘‘Amateurs and new comers not attuned 
to the field of rehabilitation and those who think they can save 
public money with their so-called new ideas are actually going back 
to the practices of the past that have consistently failed for dec-
ades. Years of decentralization have devastated the VA blind reha-
bilitation services by reckless local micro management.’’ 

I wonder would any of you want to comment on that? Dr. 
Kussman, you might want to take the first crack at it. Decen-
tralization, has it led to—are the VISN directors, are the medical 
directors perhaps not doing all that they can do? I mean, we have 
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three fine examples today of people who have made it a priority 
and have done an exemplary job, but is that uniform? 

Dr. KUSSMAN. With all due respect to the testimony you alluded 
to, I believe that all the VISNs and the facility directors are com-
mitted to supporting our program. As I mentioned in my testimony, 
we are trying to readjust the VERA allocation to be sure that more 
dollars go to support, on an individual basis, support a blind reha-
bilitation. Obviously, as, Mr. Chairman, you mentioned before, 
there are challenges in a resource constrained environment, but 
clearly we are committed to doing that and the VERA, change in 
the VERA allocation is a tangible evidence of that I believe. 

Ms. BASCETTA. I would agree with that. I would simply point out 
that as you know the VERA model is an allocation model, it is not 
a reimbursement model, and that networks in the medical centers 
have discretion to use their allocation as they see fit. 

Florida is a good example of a network that despite the current 
allocation model, has moved heavily into the outpatient area and 
that would be, I presume, because the leadership in that network 
has decided that that is a more appropriate way to serve those vet-
erans. But certainly in a resource constrained environment, those 
decisions are being made by the networks and the medical centers. 

Mr. DAVIS. I just wanted to concur with that. In VISN 8, the 
Sunshine Health Care Network, we have been able to expand our 
program adding two additional BROS in the Tampa as well as the 
Orlando clinic and we are currently in the process of developing a 
VISN 8 strategic plan, which will address those needs, the inpa-
tient as well as the outpatient. 

Ms. SCHUCKERS. If I could, just quickly, part of my leadership 
training that Congressman Simmons had talked about was a 
project that worked with the VERA allocation for blind rehabilita-
tion. And in the research that I did and that was accomplished 
with that, we found that the allocation model for the inpatient pro-
gram was fairly accurate and it worked, but the outpatient model 
was not supported as well with the allocation. So we made a rec-
ommendation that that allocation be kind of shifted slightly. And 
we think that it is going to be much better in terms of helping to 
provide the initiative to support these kind of outpatient blind re-
habilitation programs. So we look forward to that. 

The CHAIRMAN. Gotcha. Mr. Evans. 
Mr. EVANS. Thank you, Mr. Chairman. I think I will hold my re-

marks until the end and ask the same request. 
The CHAIRMAN. Without objection, the opening remarks will be 

made a part of the record. 
Mr. EVANS. Thank you. 
The CHAIRMAN. Chairman Simmons. 
Mr. SIMMONS. Thank you, Mr. Chairman. I have a question for 

Ms. Schuckers. In reviewing her testimony on pages 2 and 3, she 
details a very dramatic improvement in technologies for dealing 
with the blind. We start back in the 1970’s with what I would con-
sider the traditional mobility, braille and adjustment types of pro-
grams, and then as we progress through her testimony, we get the 
computer access training program, we get voice recognition sys-
tems, digital recorders, stay at home training. I mean, it seems to 
represent a rapid development of technology, which is very helpful 
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in dealing with the multiple cases that we encounter with veterans 
and blindness. 

And I have a particular chauvinistic pride, I guess, in Con-
necticut and West Haven and I expect that they are doing these 
great things, but then my question goes to the system. How are the 
other VISN’s and some of the other blind centers keeping up? Are 
they all at the same standard or is there a variation without the 
system—throughout the system and do we need to focus a little bit 
on how we can export some of this progress and some of this tech-
nology to other parts of the country. 

Ms. SCHUCKERS. Obviously I can speak mostly for Connecticut 
because that is the blind center that I work with, but I do know 
that we work very closely with the other blind centers, the chief 
state and touch on a, you know, monthly basis, conference calls. We 
also do an annual national training. So we try to make sure that—
the goal is that if a veteran gets care in Tucson, Arizona, they are 
going to get the same kind of access to the technology and access 
to the training that they can get at West Haven, Connecticut or, 
you know, whatever blind center they go to, they can get that type 
of care. 

It is something that as blind rehabilitation professionals, they 
are trained, they have a master’s level degree. It is actually a mas-
ter’s in education, special education with the emphasis in blind 
rehab. So the training is there, it is available. We encourage profes-
sional growth and development and I think that it is there for the 
other blind centers. 

Mr. SIMMONS. Thank you very much and are there components 
to these technical advancements that needs support from us by 
way of pilot projects or special investment? The answer is yes. 

Ms. SCHUCKERS. The answer is yes. Absolutely. More than yes. 
Absolutely. We are always looking forward. VA blind rehab is, as 
I alluded to in my testimony, has been and is still a national/inter-
national leader in the development and part of our mission is to 
make sure that what we do is help to provide this even, you know, 
into the community and share the things that we learn and share 
the research and share the evaluations that we do. So we are there 
and doing that right now and absolutely, your support is much ap-
preciated. 

Mr. SIMMONS. Thank you very much, Mr. Chairman. I yield back. 
The CHAIRMAN. Thank you very much. 
Dr. Snyder? 
Dr. SNYDER. Ms. Bascetta, your recommendation for standards 

of—a uniform standard of care policy that the VA has agreed to, 
if I was a veteran with visual impairment, would you explain to me 
how my life would be—explain to me what my life is like today 
that would be different once the VA does what you recommend 
they do. 

Ms. BASCETTA. Well, I think the most important goal of the blind 
rehabilitation program, whether the services are delivered on an 
inpatient or an outpatient basis, is to maximize the functional ca-
pacity of the veterans by helping them use, as best as possible, 
whatever sight they might have and that the bottom line goal is 
that they can live as independently as possible. 
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Dr. SNYDER. That didn’t answer my question, though. Take me 
as a veteran today. You are recommending a change. Describe for 
me what services or how my life—what my life is today that is 
going to be changed when your recommendation—how will it be 
different after your recommendation is fully implemented? 

Ms. BASCETTA. I see. Right now your choices would be much 
more limited as to where you could receive the blind rehabilitation 
training. VA spent about $56 million on inpatient services; only 
about $5 million on outpatient. 

With our recommendation, there would be much more flexibility 
for a veteran to receive care closer to their own home on an out-
patient basis, perhaps even in their own home, perhaps by VA 
partnering with state and nonprofit providers in the local commu-
nity if VA doesn’t have the services in-house in particular locations. 
So we would hope that there would be much more flexibility for a 
veteran needing this kind of assistance to achieve their goal of 
independent living more quickly and more efficiently. 

The CHAIRMAN. Thank you very much, Doctor. 
Ms. Berkley. 
Ms. BERKLEY. Thank you, Mr. Chairman. Could I ask that my 

complete remarks and opening statement be submitted for the 
record. 

The CHAIRMAN. Without objection, yours and any other member’s 
will be made a part of the record. 

[The prepared statement of Congresswoman Berkley appears on 
p. 67.] 

Ms. BERKLEY. Thank you. Thank you all for being here. I appre-
ciate your coming in and talking to us about these issues. 

In Southern Nevada, the community that I represent, there are 
424 legally blind veterans that are receiving care at the VA. Al-
though Southern Nevada’s VA has a blind rehabilitation outpatient 
specialist, and I believe we are one of 23 in the entire VA health 
care system, and we also have a Visual Impairment Service Team 
coordinator, it is still unable, the VA is still unable, to provide all 
the services to all blind veterans in need. 

Consequently, about a hundred of our Southern Nevada blind 
veterans travel over 400 miles to Arizona’s Southwest Blind Reha-
bilitation Center. These veterans are going to spend an average of 
4 weeks to 6 months away from home, away from friends and fam-
ily, to learn the skills necessary to live as independently as pos-
sible. 

As you probably all know, the VA in Southern Nevada is sched-
uled to receive a full service hospital outpatient clinic and long-
term care facility. We are optimistic that when this new medical 
complex and campus is built, we are going to have the ability to 
expand services to include more local training services, such as 
short stay blind rehabilitation programs. 

I think, Doctor, if I could ask you, do you envision when our VA 
medical complex is completed that we will be able to keep our blind 
veterans at home for the services that they need? 

Dr. KUSSMAN. Yes, ma’am. I don’t know the specifics, obviously, 
about the numbers you just quoted, but I mean clearly, as men-
tioned, our goal is to provide the right level of care at the right 
price at the right time and to expand our capabilities at the local 
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level so veterans don’t have to travel as far as you just mentioned. 
Any specifics about a blind rehab center in Las Vegas would cer-
tainly have to be looked at in conjunction with our gap analysis of 
where we are going to go, but certainly we hope that with the new 
facility and our continuum of care plan, we will be able to expand 
the capabilities at the local level. 

Ms. BERKLEY. Could you tell me who I would go about—who I 
would talk to regarding this issue because as long as we are build-
ing this from scratch, we might as well put it in at the beginning. 

Dr. KUSSMAN. I will be happy to carry that message for you. 
Ms. BERKLEY. Would you tell me who you are carrying it to so 

I could follow up? 
Dr. KUSSMAN. I am sorry? 
Ms. BERKLEY. Could you tell me who you are going to carry my 

message to so I could follow up? Who is in charge that I would talk 
to them about this? 

Dr. KUSSMAN. Well, there is a mix of people. Clearly our spe-
cial—and our chief consultant related to blind rehabilitation, Mr. 
Crawford, myself as the acting deputy under secretary, Dr. Perlin 
as the under secretary. So we will all look at that and Ms. Miller, 
who is the deputy under secretary for operations and maintenance, 
will look at that, and be happy to get back to you. 

Ms. BERKLEY. That would be great. Thank you. 
Dr. KUSSMAN. Yes, ma’am. 
Ms. BERKLEY. Ms. Bascetta. Hi, how are you? I am kind of curi-

ous. Given the fact that we are going to have this new medical 
complex and we are talking about outpatient services for the blind, 
which will give more flexibility and different types of services avail-
able, how would that—and I think maybe Congressman Snyder 
asked this question, but how does that help my veterans that are 
having to leave now for a number of weeks or months? How would 
those additional opportunities help the veterans that I represent, 
the extra—well, the 424 that are receiving care already, but the 
hundred that have to leave the community in order to get the serv-
ices they need. 

Ms. BASCETTA. Right. How I would respond is that I would like 
VA to be able to provide information regarding how many of the 
patients that are currently targeted for the BRC, for the inpatient 
care, how many of them could be better served with outpatient 
services. We did find that there were not an infrequent number of 
times in which an outpatient service would obviate the need for in-
patient care or sometimes if it doesn’t completely obviate the need, 
it could at least give someone some service in the short run that 
could help them live more independently or meet one of their es-
sential needs. 

So while if you have veterans who definitely need the inpatient 
care, right now I think the closest place to Nevada is Palo Alto or 
Tucson. Those outpatient services, at least in the short term, would 
help them out. 

The CHAIRMAN. The chair recognizes Ranking Member 
Rodriguez. 

Mr. RODRIGUEZ. Thank you, Mr. Chairman. 
Let me ask you, I think one of the things that the CARES pro-

posal talked about was the disparity of services throughout the Na-
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tion, that one of the things that we found was that depending on 
where the veteran resides, that determines the types of services 
that he gets or doesn’t get. I want to get your feedback. 

I recall distinctly in the 1970’s when we talked about mental ill-
ness and about trying to come up with less restrictive environ-
ments, independent living—taking care of people at home. How do 
we make sure that people don’t fall through the cracks? Because 
in all honesty, as far as I am concerned, a lot of the homeless, a 
good number of them, are people that suffer from mental illness 
that fell through the cracks. 

How do we make sure we are not doing the same thing? As we 
try to provide independent living and all that kind of stuff we have 
to make sure number one, people get access to the service and two 
that we continue to monitor to make sure they don’t fall through 
the cracks. 

Especially now, because I am convinced that we are getting more 
soldiers today that come back with more serious injuries that 
maybe before—I hate to say it this way—used to get killed. Be-
cause of their protective gear, now they don’t get killed, but they 
come back with more serious injuries and serious illnesses. Thank 
God they are living, but it is also our responsibility now that they 
are not falling into a trap. Unfortunately, the mental ill and home-
less that reside throughout the country that are out there in the 
streets and that we have, in all honesty, become careless to. 

Dr. KUSSMAN. Yes, sir, it is a complex question, but as you are 
probably aware of, individuals related to OIF and OEF that are 
suffering disabilities that clearly make them enter the disability 
process of the military, we are case managing these patients with 
processes that we put in place that are new for the VA or we are 
putting our social workers in military facilities and points of con-
tact that all our VA facilities, both from our regional offices for the 
VBA and the VHA to, lack of a better term, micro manage, if you 
will, and case manage those cases and enrolling them in the VA 
and being sure that they get the full spectrum of care that they 
need as they transition along the continuum of care from DOD to 
the VA. 

So I certainly have great expectations that people who are in-
jured and some of the very complex cases that you described be-
cause they are surviving because of the body armor, we will be able 
to be sure that they do not fall through the cracks and get the full 
spectrum of service that they need. 

Mr. RODRIGUEZ. Let me just add you mentioned case manage-
ment. When I first got elected, my first experience, I have to share 
this with you, you did have case managers. My staff was new and 
we didn’t know all the procedures, so I said, ‘‘Well, I don’t know. 
Let’s see what we can do.’’ We called and I personally called. We 
had to ask for an investigation because we would, you know, we 
would send you data and you did away with the case managers and 
we never received a response. 

It turned out that a lot of our staff did a lot of the case manage-
ment for the VA system because of the fact that we, in Congress, 
cut back on that case management for the initial services. Some-
how we have to make sure that we do the right thing on this. Sure, 
we want to bring down the cost and be more cost effective in terms 



21

of taking care of somebody at home, and I agree it is more humane, 
but we have to make sure that we don’t forget the mission there. 
For those that reside in rural America, how do we deal with that? 

Mr. DAVIS. When the Visual Impairment Services Program was 
initially created back in 1966, it was created with this in mind and 
throughout the country at each medical center where there is a 
Visual Impairment Services Team coordinator, that is our role and 
function is to maintain that annual contact and additional contact, 
as needed, throughout the course of the year for those blind vet-
erans and that—as well as case managing the, you know, those 
new veterans coming into the system. 

Mr. RODRIGUEZ. Do you have any idea how many case managers 
we have and that their case loads are right now? 

Ms. SCHUCKERS. Yes. Right now we have a hundred and sixty-
four VIST coordinators out there in the country either full-time or 
part-time. There are only 27 facilities that do not have Visual Im-
pairment Services Team coordinator whose primary job is identi-
fying the blinded veteran and case managing that blinded veteran 
and ensuring that they get into the right care. So I think that 
those people are out there to do that job. 

Mr. RODRIGUEZ. Thank you. 
[The statement of Hon. Ciro D. Rodriguez appears on p. 69.] 
The CHAIRMAN. Ms. Davis. 
Mrs. DAVIS. Thank you, Mr. Chairman, and thank you all for 

being here. You mentioned earlier the disparities in age at the hos-
pitals, and I know that we have many returning servicemembers 
from Iraq who are obviously much younger than the 80 or 90 year 
olds that you mentioned. What kinds of problems are there in 
treating them together and have they considered bringing perhaps 
the younger service—younger servicemembers from Iraq together 
in a group largely because they really look to one another for sup-
port, for help, encouragement. How is that working and what are 
we—what other thoughts are you having about that? 

Ms. SCHUCKERS. I can speak specifically for Connecticut. We 
have had four of the Iraqi Freedom time period veterans with us, 
soldiers, and it is a small number. So it is very difficult to say, 
well, we will bring them all in at the same time because their 
needs may be—the serviceman may be needed at different times. 
So that is one thing. 

Another thing, though, is that I can tell you that one patient that 
we had who came in. He was a younger veteran, a younger soldier. 
Very active. It was a parachute accident in training that caused his 
blindness and he was with us for about 8 weeks. During that time, 
he made friends with some of the even the older veterans and 
when he left at his exit interview that I do with the veterans, he 
said to me how much he learned from the older veterans and how 
they were role models for him and that he was gathering their e-
mail addresses so they could stay in touch by e-mail. 

Whenever possible, of course, we try to bring in more active pa-
tients all at the same time or a younger veteran with another 
younger veteran if we can. It is not always possible. The training—
the basic blind rehabilitation training is pretty much the same 
though. We just try to individualize that care plan for that patient 
to whatever his actual needs and his goals. 
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If he wants to go back to work, we will definitely push him to-
wards the computers and towards some of the other things. If he 
is—you know, whatever the goal is, that is what we try to work 
with him on. So for right now, it is working for us. If, in the future, 
we can do something more, we would like to. 

Dr. KUSSMAN. If I could just add to that. We are well aware of 
the potential necessity of watching that very closely. As I men-
tioned in my testimony, so far we have only had 11 people who 
have transitioned in the continuum care from DOD to us. If need—
there clearly is benefit for having a conservation of putting people 
together, particularly their own age group. 

We have been sure, as was mentioned, that they get a special at-
tention to be sure that they—our staff, wherever it is, emphasize 
and maximize their needs that might be different than the 80 year 
old or the 70 year old, but if indeed the numbers increase or there 
was any indication that there would be a benefit to have one cen-
tralized place, we certainly would consider that, but right now it 
appears that it would not be a benefit because of the small num-
bers, but we are also making sure that each case is individualized 
and we are watching that very carefully. 

Ms. SCHUCKERS. The other key is family support. I am sorry. The 
other key is family support. And as the Congresswoman from 
Southern Nevada had talked about, that is really a critical compo-
nent. If they are traveling, you know, to—they are from the east 
coast and they have to travel to a place on the west coast for that 
care, that is really hard. 

And again, you know, just from our work at Connecticut, we had 
one patient who that was his goal was to be closer to family as well 
and the family came in and helped to learn—and they learned 
what his disability was and really helped him to get through this. 

Mrs. DAVIS. You know, you may have answered this question 
earlier, but is the VA having difficulty in finding blind rehabilita-
tion counselors? I understand that that is a concern and what is 
being done to—for outreach recruitment training and within the 
blind community as well? 

Dr. KUSSMAN. The answer is yes. I mean, we have some holes 
and that we have recruiting actions out. We have looked at that 
and we believe that from a salary perspective, we are very competi-
tive around the country for that. So it is not a dollar issue and cer-
tainly we would be willing to consider anything to get what we 
need and to make ourselves competitive. But it really is a resource 
availability issue and we are working with all the places that train 
people to do this to encourage people to come. 

We believe we have an environment under which it is very good 
to work if you are one of these specialties and we just need to re-
cruit and be aggressive about that and we are doing that. 

Mrs. DAVIS. Thank you. And going to the electronic database and 
the sharing of that information, how is that going for you as well 
because we are looking at that seamless transition in terms of 
sharing data and being able to collect it. What are the problems 
that you are encountering? 

Dr. KUSSMAN. Well, with the individual servicemembers who are 
significantly damaged with their sight or other injuries, we believe 
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we have a pretty good handle on that because as I said, we are case 
managing them as they move from the DOD to the VA. 

We are working very aggressively and diligently with DOD to set 
up the electronic transfer of information and we hope it won’t be 
too much longer where we can have that easy flow of electrons so 
we can track people as they move from one system to another. 

Mrs. DAVIS. But now you are working without it, basically. 
Dr. KUSSMAN. Yes. 
Mrs. DAVIS. Yes. Okay. Thank you. 
The CHAIRMAN. Ms. Brown? 
Thank you, Ms. Davis. 
Thank you. I just thank our distinguished panel for your testi-

mony and for your leadership. We greatly appreciate it and, you 
know, it helps us, in a bipartisan way, to do a better job in writing 
law and doing our critical function of oversight. So we do thank you 
and look forward to this partnership going forward. Appreciate it. 

I would like to now invite Panel 3, if you don’t mind us going out 
of order here, and I apologize to Panel 2 in that we just noticed 
that in the interest—this hearing today is really a double-hatted 
hearing. 

We were briefed very recently—when this hearing on blinded 
VIST was already in the works, we were briefed about the extraor-
dinary partnership between Walter Reed and DOD on research and 
this collaboration and with a limited number of days before the dis-
trict work period. 

We thought somehow we have got to—we have got to get the 
good news out and get this on the record and also to thank our 
men in uniform who have suffered who are here with us today to 
tell their stories briefly as well. So we have actually put two hear-
ings into one and so I want to thank our witnesses for their pa-
tience and we will go to Panel 3 at this point. 

Beginning with Dr. Brett Giroir, who is the deputy director of the 
Defense Science’s office of the Defense Advance Research Project 
Agency. He is board certified in pediatrics and critical care medi-
cine. Dr. Giroir served for 5 years on the Defense Sciences Re-
search Council and currently serves as a member of the Depart-
ment of Defense Steering Committee on human studies and a 
member of the external advisory board for NASA’s National Center 
for Space Biology 

We will then hear from U.S. Army Lt. Col. Paul Pasquina. Dr. 
Pasquina currently serves as the residency program director and 
chief of physical medicine and rehabilitation, as well as medical di-
rector, of the amputee program at Walter Reed Army Medical Cen-
ter. Dr. Pasquina received his medical degree at the Uniform Serv-
ices University of Health Sciences. In addition to being certified in 
physical medicine and rehab, he is also sub speciality board cer-
tified electro diagnostic medicine as well as pain medicine. Dr. 
Pasquina served as the director of the lab amputee clinic ambula-
tory care clinic inpatient service in the Department of Physical 
Medicine and Rehabilitation. 

We will then hear from Mr. Charles Scoville who is the current 
program manager for the U.S. Army amputee patient care pro-
gram. His most recent assignment, prior to retiring from the Army 
in 2003, was as chief physical therapist, Army Medical Specialist 
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Corps, and consultant to the surgeon general U.S. Army. Mr. 
Scoville has presented nationally and internationally in an variety 
of physical therapy related topics, has over 10 reference articles 
and is a recipient of the American Orthopedic Society for Sports 
Medicine, the 2002 O’Donoghue Award. 

The committee is also pleased to introduce some very special wit-
nesses, I say to my colleagues, apparent today who will be avail-
able to answer any questions of members. Sometimes, you know, 
we think of war and what Congress and this committee can do. In 
abstract terms, we focus on policy and programs and numbers. 
Having three living here in our presence today, however, is hum-
bling, it is a humbling experience. It brings the war, as well as 
what we try to do in this committee, back home for all of us to see 
in a very real way. 

I want to thank our men who are here today whether you are 
aspiring, whether you—we are exceedingly grateful for your sac-
rifice and we thank you for being here and again for what you have 
done for our country. And they are Sgt. David Sterling who sus-
tained a traumatic below the elbow amputation earlier this year in 
Iraq caused by an explosion from rocket propelled grenade. He uti-
lizes the SensorSpeed Hand MyoElectric prosthesis as his primary 
prosthetic device, but has other devices available to him depending 
on the task. 

We will then also hear from Staff Sgt. Ryan Kelly. Sgt. Kelly was 
injured in Iraq by an improvised explosive device in July of 2003 
and is a below the knee amputee. He has been evaluated in Walter 
Reed’s gait lab and with a variety of foot types, he is in the most 
advanced prosthetic feet available. 

Mr. Robert Conetta was injured by an explosion of August of 
1968 while serving in Vietnam. He lost his leg above the knee and 
his right eye. He received his early care at Walter Reed and was 
one of the first individuals to receive the hydraulic knee, then a 
new device. Four months ago he received a C–Leg through the VA 
and reports using this advanced technology has been a dramatic 
improvement for him. 

First of all, again, thank you gentlemen for being here all of you. 
Again, we greatly appreciate your sacrifice and I would like to 
begin with Dr. Giroir at this point. 

STATEMENTS OF BRETT P. GIROIR, DEPUTY DIRECTOR, DE-
FENSE SCIENCES OFFICE, DEFENSE ADVANCED RESEARCH 
PROJECTS AGENCY; LT. COL. PAUL F. PASQUINA, CHIEF, 
PHYSICAL MEDICINE AND REHABILITATION, WALTER REED 
ARMY MEDICAL CENTER; AND CHARLES SCOVILLE, PRO-
GRAM MANAGER, U.S. ARMY AMPUTEE PATIENT CARE, WAL-
TER REED ARMY MEDICAL CENTER; ACCOMPANIED BY 
STAFF SGT. RYAN KELLY, UNITED STATES ARMY; SGT. DAVID 
STERLING, UNITED STATES ARMY; AND ROBERT CONETTA, 
UNITED STATES ARMY VETERAN 

STATEMENT OF BRETT P. GIROIR 

Dr. GIROIR. Good morning Mr. Chairman, committee members, 
and staff. I am Dr. Brett Giroir, deputy director of the Defense 
Sciences Office at the Defense Advanced Research Projects Agency. 
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I am pleased to appear before you to discuss DARPA’s vision for 
the future of amputee care, a vision that we are pursuing collabo-
ratively with our colleagues at Walter Reed and the Veterans Ad-
ministration. As I begin, I ask that my written testimony also be 
included in the record. 

Our vision is simple, but bold: to drastically improve the quality 
of life for amputees by transforming current artificial prostheses 
into biologically integrated fully functional limb replacements. We 
envision artificial limbs that allow fine motor control, such as the 
ability to type on a keyboard or play a musical instrument, and 
also enable the patient to actually feel precisely what the artificial 
limb is touching. 

A major caveat is in order at this point. We are, of course, in the 
early stages of this research and it will take considerable time to 
fulfill the vision completely, but the only way to achieve the vision 
is to pursue it with focused commitment. 

Let me begin by saying a few words about DARPA. DARPA is 
a research agency within the Office of the Secretary of Defense 
with a special mission: to maintain the technological superiority of 
the U.S. military and prevent technological surprise from harming 
our national security. 

DARPA does this by sponsoring high risk, high payoff research 
that bridges the gap between fundamental discoveries and their 
military applications. As a result of this mission, DARPA has a tra-
dition of sponsoring research that at first may seem like science fic-
tion, but then becomes everyday fact. The most widely known ex-
amples of this are the Internet and stealth technology. 

Our vision for amputee care stems directly from two programs 
within my office, the Defense Sciences Office, which is responsible 
for achieving breakthrough discoveries in physics, mathematics, 
material science and in biology. Our Bio-interfaces Program estab-
lished the first interdisciplinary research teams combining biology, 
information science and microsystems technology with the specific 
goal of developing novel techniques to study biological systems 
from individual nerves to the entire brain. In fact, Dr. John 
Donaghue, the lead neuroscientist at the new VA Center of Excel-
lence at Providence, has received support from the Bio-interfaces 
Program since 2001. 

The second program, Human Assisted Neural Devices or HAND, 
has been highly publicized this past year. In this program, Dr. 
Miguel Nicolalis and his colleagues at Duke University have dem-
onstrated the ability to capture and decode the electrical signals 
from thousands of individual nerve cells within the brain. His team 
has demonstrated that a monkey could control a computer cursor 
by using its brain directly without the use of muscles or nerves. 

What this means is that this technology could, in the future, re-
sult in prosthetics that patients will control just as naturally as 
they control their own limbs. Realizing that these programs, as 
well as other DARPA programs in wound healing, sensors, informa-
tion processing, infection proof materials and new power sources, 
could enable revolutionary new prosthetics, DARPA reached out to 
our colleagues at Walter Reed and the VA. 

Our relationship with the VA is analogous to our relationship to 
Military Services for the majority of our work. We support high 
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risk research needed for a breakthrough which, if successful, will 
radically alter our concepts of what is possible. When we do suc-
ceed, we identify what we term a transition partner in the Serv-
ices, an organization to perform the critical final stages of design, 
engineering and when applicable, clinical development and testing. 
For amputee care, the VA and Walter Reed are our primary transi-
tion partners. 

To achieve our vision of artificial limbs that work literally as well 
as natural ones, major advances will be required in many fields in-
cluding better decoding of brain signals, improved device control ar-
chitectures, more biologically relevant sensors, new infection proof 
corrosion resistant materials and finally more compact, highly effi-
cient power supplies. 

We have already started projects at Walter Reed that lay the 
ground work for these innovations, including a new database for 
amputee clinical research and a novel rehabilitation training pro-
gram based on virtual reality simulations. We at DARPA have also 
hired a neurologist and intensive care specialist who is also an 
Army colonel who served in Afghanistan to be the new program 
manager of our prosthetics efforts. 

In summary, there is a great deal of enthusiasm and indeed true 
passion for this line of research at DARPA. We have visited the pa-
tients at Walter Reed. We have discussed their needs and their as-
pirations and they have truly provided our inspiration. I fully ex-
pect that our current efforts will coalesce into a significant research 
thrust for DARPA in the coming years, a thrust which we will 
bring to fruition together with our colleagues at Walter Reed and 
the VA. Thank you very much. 

[The prepared statement of Dr. Giroir appears on p. 114.] 
The CHAIRMAN. Dr. Giroir, thank you very much for your testi-

mony and for your extraordinary leadership. Dr. Pasquina. 

STATEMENT OF LT. COL. PAUL F. PASQUINA 

Lt. Colonel PASQUINA. Chairman Smith and members of the com-
mittee, I am Dr. Paul Pasquina, chief of physical medicine and re-
habilitation and the medical director of the amputee care program 
at Walter Reed. 

It is with great pleasure that I appear before this committee to 
discuss the health care of our armed forces servicemembers, an 
issue to which I have dedicated my career to and one that I remain 
very passionate about. The medical providers at Walter Reed Army 
Medical Center have faced significant challenges during Operations 
Enduring and Iraqi Freedom, but nothing compared to the chal-
lenges currently facing numerous injured soldiers and their fami-
lies. 

Our medical staff takes great pride in caring for these brave indi-
viduals and we are committed to ensure they receive the best that 
medical, surgical and rehabilitative care have to offer. While the 
number of combat amputees remains only a portion of those sol-
diers injured overseas, this group of patients is representative of 
the unique challenges currently facing the military medical system 
and has provided a great opportunity to improve the collaboration 
between the Department of Defense and the Department of Vet-
erans Affairs, as well as a multitude of public and private interest 
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groups, universities, medical care givers and researchers through-
out the United States and the international community. 

Combat amputees represent a unique patient population due to 
the complex nature of their wounds and extent of their 
comorbidities. Comorbid conditions, such as loss of vision, spinal 
cord injury, traumatic brain injury, fractures, as well as severe 
nerve and vascular injuries, presents significant medical, surgical 
and special rehabilitative challenges. 

In addition, this group of patients is at an increased risk for de-
velopment of secondary complications such as infection, 
heterotophic ossification and venus thrombosis, all of which are po-
tentially life threatening and therefore require close medical moni-
toring and attention, not to mention each patient has a unique set 
of psycho social needs, which greatly impact on issues such as pain 
management, adjustment to disability, movement through the mili-
tary disability system as well as reintegration back into the com-
munity or back to active duty service. 

Walter Reed is committed to ensure that our patients receive the 
highest quality of care. This means that this care must not only be 
comprehensive, but also must be cutting edge. To have a successful 
program, we recognize that it takes a significant amount of team 
work, expert opinion, research collaboration and partnership with 
organizations that share our same values. 

Under the direction of Secretary Principi and the leadership of 
key individuals within the VA, Walter Reed is very grateful of the 
support the VA has shown to us over this past year and their con-
tinued commitment to work together to ensure our soldiers get the 
best of care. 

Examples of this partnership can be found in nearly all aspects 
of our care program. Most notable include joint task force meetings 
and educational conferences, research collaboration, sharing of ex-
pert opinion and amputee peer support programs, the transfer of 
patients between DOD and specialized treatment facilities, espe-
cially for those patients in need of spinal cord, brain injury or blind 
rehabilitation, embedded VA counselors and social workers at Wal-
ter Reed, shared recreational activities, such as the winter and 
summer disabled sports clinics, VA funded transportation of pa-
tients back to Walter Reed as needed for subsequent and special-
ized care not otherwise offered at remote locations, and the cre-
ation of a national database for patient tracking, long-term follow-
up and the ability to contact veterans in the future as new tech-
nology and advances in treatment are discovered. 

I am personally very proud of the great work that is being done 
between the VA and DOD and the partnership that is growing to 
ensure our beneficiaries receive the best of care. I also recognize 
the complexities of providing health care to such a large population 
of individuals with a multitude of medical problems and unique 
psycho social needs, which make no system perfect. 

I am extremely grateful to the support our injured soldiers have 
received from Congress to ensure the needs of this most deserving 
group of individuals are met. I am also grateful for the continuous 
outpouring of support and well-wishing from numerous Americans 
and media organizations to our returning soldiers reminding them 
that their sacrifices for this country are appreciated by all of us. 
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My only hope is that we all recognize that we are at a unique op-
portunity in history to bring together expert clinicians, researchers, 
modern technology and science to help improve the quality of life 
to not only our veterans, but to thousands of Americans who deal 
with disability every day. Thank you. 

[The prepared statement of Lt. Colonel Pasquina appears on p. 
120.] 

The CHAIRMAN. Thank you very much, Dr. Pasquina. Mr. 
Scoville. 

STATEMENT OF CHARLES SCOVILLE 

Mr. SCOVILLE. Chairman Smith, members of the committee, 
thank you for inviting me to appear before you today to discuss the 
care of our servicemembers and veterans who have lost a limb. The 
global war on terrorism is causing a surge in combat injuries, in-
cluding amputations of major limbs. Over 144 servicemembers lost 
one or more limbs as a direct result of Operation Iraqi Freedom, 
Operation Enduring Freedom. Thirty-five percent of all amputees 
from OIF and OEF involve the loss of an upper extremity. This 
compares to approximately 5 percent in the civilian sector. 

This is a unique population, which the Department of Veterans 
Affairs and the Department of Defense Health Care Systems are 
specifically prepared to address. In December of 2001, projecting 
potential for a large number of amputee patients, Lt. Gen. Peake, 
then surgeon general of the United States Army, directed the de-
velopment of an amputee patient care program. The VA has 
worked very closely with the Department of Defense and the Army 
in developing this program to meet the needs of our patients. 

VA social workers, benefit counselors, vocational educational 
rehab counselors and researchers have been detailed to Walter 
Reed Army Medical Center in support of the care of our patients. 
Our mission is to rehab our military amputee patients to the high-
est possible level of physical function so that the loss of a limb does 
not prevent them from returning to their military profession. Like-
wise, if they elect not to return to their active duty roles, they are 
able to make the decision based on factors other than the loss of 
a limb and function at a level where they can carry out a full active 
and productive life. 

As advances in prosthetics and treatment approaches become 
available, it is imperative that we develop sound, scientific ration-
ale for utilization of these devices and approaches. The amputee 
care program at Walter Reed is one of the focal points of DOD/VA 
researchers working collaboratively to develop common methodolo-
gies to advance rehabilitation programs and prosthetic capabilities. 

Many recent advances in prosthetics have been integral to re-
turning our patients to this highest level of activity. These include 
the Utah3 elbow, which allows simultaneous elbow-wrist and 
elbow-hand motion, the SensorSpeed Hand and the C–Leg. While 
the U.S. military is among the first to receive many of these de-
vices, the VA also makes these devices available for their patients 
where appropriate and the VA and DOD are working closely to-
gether to ensure that the patients have access to necessary mainte-
nance and service of these prosthetic devices regardless of their 
geographical location. 
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We are working together with VA, DARPA and ours to develop 
a database system, which will allow us to track the patients; the 
system currently is an intranet system within Walter Reed and we 
are completing the necessary paperwork to make an Internet sys-
tem available for wider use. I thank you for your continued com-
mitment and support to the quality of care of our armed forces. 

[The prepared statement of Mr. Scoville appears on p. 132.] 
The CHAIRMAN. Thank you very much for your testimony. I 

would like to just ask if Sgt. Sterling or Staff Sgt. Kelly or Mr. 
Conetta would like to make any comment or just, again, feel free 
if you would like to, maybe in answer to a basic question, to re-
spond as to how you felt about your care that you received. How 
would you rate it? Did you feel that you got everything that you 
needed from the VA in the case of Mr. Conetta and from the Army 
in terms of our two sergeants? 

STATEMENT OF STAFF SGT. RYAN KELLY 

Staff Sgt. KELLY. I will speak first, if that is all right. 
The CHAIRMAN. That would be great. 
Staff Sgt. KELLY. Speaking for myself, sir, I am very satisfied 

with the medical treatment I received at Walter Reed and I have 
also had one opportunity to leave and seek care at a VA medical 
facility concerning prosthetic devices. I found that they were very 
accommodating as far as outsourcing to a prosthetic office closer to 
my home of record. It is still a bit of a drive, but it is a lot closer 
than the actual VA hospital is where I live in West Texas. I was 
able to get the prosthetic device I actually was shooting for, which 
is a running device. I even brought it today. So on both accounts, 
medically I have been very happy with what I have been able to 
receive in terms of prosthetics. 

The CHAIRMAN. I appreciate that. 

STATEMENT OF SGT. DAVID STERLING 

Sgt. STERLING. Mr. Chairman, thank you for inviting us here 
today. I am astounded by the technology advances today from the 
Vietnam war, the other prosthetics that I have seen throughout the 
United States. I have the SensorSpeed Hand that you were hearing 
about. It is 250 times faster than any other hand on the civilian 
market right now. I am actually able to catch and throw a bean 
bag, which, according to the company that makes the hand, is 
physically impossible. (laughter.) 

The CHAIRMAN. That speaks well of you. You must have been a 
great shortstop. 

Sgt. STERLING. But to answer your question, sir, the care and the 
technology that we have been given is phenomenal. 

The CHAIRMAN. Mr. Conetta. 

STATEMENT OF ROBERT CONETTA 

Mr. CONETTA. I want to thank you for being invited here to give 
a brief statement. Back in ’68, I came back from Vietnam, lost a 
leg and lost an eye, and I was fitted one of the top two or three, 
with the first hydraulic from Walter Reed, which helped me get on 
with my life, and also I am now fitted with the C–Leg, which I only 
have about maybe 5 months maybe. And what a drastic change 
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from going from a hydraulic to now. And I think research still has 
to continue and not stop because something got better. It now has 
to go on to the next step until—research should never stop making 
something better for someone. And I want again to thank you, ev-
eryone, for being here. 

The CHAIRMAN. Thank you. 
Dr. Pasquina, let me ask you. What can Congress do to assist 

you and the VA so that there is a truly seamless transition from 
your care and the care that you provide to the VA and in your 
view, is that as seamless as it can be? Is it a matter of resources? 
Are we providing enough? 

Lt. Colonel PASQUINA. I think the resources that are being pro-
vided certainly are adequate at this time. The question is the dif-
ference between adequate and optimal. And while right now we 
seem to be working through a lot of the bugs and moving through 
the seamless transition, obviously we are doing our best to prevent 
anybody falling through the cracks. 

What I try to convey is that our patient population is very di-
verse with a multitude of problems that require specialized treat-
ment. So to be able to provide that specialized treatment through-
out the United States takes on a different question, and that is a 
question of health care of the United States, not necessarily just re-
lated to the VA or DOD. I think a significant amount of inroads 
have been made to try to improve the transition and I am ex-
tremely happy with what has taking place. 

I think the more challenging mission that we all face is that as 
we can anticipate or potentially need to anticipate potential pa-
tients in the future, we have to recognize that these individuals to 
my right and to my left are in their twenties and they will be deal-
ing with this disability not for the next 5 years, but for the next, 
hopefully, 50, 60 years and we need to be ready for those chal-
lenges in the future. So I believe there needs to be a dynamic proc-
ess and as needs come about, we need to address those as soon as 
possible. 

The CHAIRMAN. I appreciate that. And, you know, I think you 
just made an extremely profound statement, adequate versus opti-
mal. It seems to me that if our only error is to be on the side of 
optimal, I would rather err on the side of having too much, which 
I don’t think is possible especially given today’s budgetary climate, 
to make sure that these gentlemen get everything and their com-
rades everything that they deserve and then some. 

And you also mentioned the issue of comorbidity and secondary 
complications, and Dr. Giroir, you might comment on this. If addi-
tional funds are approved in the 2005 defense appropriations bill 
to improve amputee care at Walter Reed Army Medical Center for 
prosthetic limb development and implied collaborative research, 
will DARPA be a recipient of all or a portion of these funds? Are 
you confident that you will get those funds that you need? 

Dr. GIROIR. I am not aware personally that any of those funds 
that were allocated to the Army will actually get to DARPA. I be-
lieve they will be—my understanding would be—those would be 
used by the Army. DARPA is currently using its research funds to 
do the very advanced research that is necessary to transition the 
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technologies to Walter Reed. So we, again, consider this a very syn-
ergistic relationship. 

The CHAIRMAN. Understood. 
Let me just go to Ms. Davis. 
Mrs. DAVIS. Thank you. Thank you, Mr. Chairman, and thank 

you all for being here. I think particularly we are pleased that you 
are here, both from Iraq and from Vietnam, to testify. We know 
that there are many complicating issues and I hope that we can 
work towards the optimum care because I agree, that is what is re-
quired and you need to help us identify where those obstacles are 
in addition to money. Sometimes it is a mind set as well. 

Could you, for a few minutes—you mentioned the psycho social 
issues. And I have been very concerned about having the con-
tinuing care for returning servicemembers to receive care from the 
mental health community, which we know is a part and parcel of 
really the impacts of being in a war and the continuing post-trau-
matic disorders that occur as a result of that. 

I don’t know whether each of you would like in your own way to 
mention the kind of support that you might have had, emotional 
support in going through this, and where, in fact, in working on 
with your associates as well, where you think we can improve on 
that. 

Sgt. STERLING. Well, ma’am, speaking personally, each soldier re-
sponds differently to stressful situations. Some may have a higher 
level of post-traumatic stress syndrome than others. Myself, I have 
had a couple of instances. My wife and my son were there to sup-
port me as well as the care givers at Walter Reed and other sol-
diers there. The mental health community has always been really 
strong at Walter Reed. If we have any issues, we just go speak to 
one of the counselors and the problems are addressed immediately. 

Personally, I cannot see where anything may need to be adjusted 
or improved upon. With any problem, you will not overcome it un-
less you want to. And that is a problem with I think a lot of sol-
diers with PTSD. Maybe they don’t want to admit that they have 
it. But once you come to the realization that you do have it or you 
may think you have it, the truth is the only way to overcome that 
obstacle. 

Mrs. DAVIS. Thank you. 
Anyone else want to comment? 
Staff Sgt. KELLY. Answering your question, ma’am, one of the 

greatest sources of support I have found is through peer support. 
And that is one of the greatest things I found at Walter Reed is 
that there is a large population—unfortunately, but there is a large 
population of amputees in our age group that we can find 
comradery and support just in knowing somebody else is going 
through the same thing. 

And just going—bringing the highlights of something that the VA 
did is the winter sports clinic we participated in. I was able to par-
ticipate in with I don’t know the exact number, 20 or 30 other OIF/
OEF veterans and to me, just the continual support of those pro-
grams that allow us throughout the year to kind of band back to-
gether and catch up on what we have been doing and just that sup-
port that is provided and events like that to me have been just 
paramount in the successful mental health transition. 
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And anything that this committee can do to help support those 
types of activities, not just while the war is going on, but through-
out our lifetime, would be just paramount in our healthy transition. 

Mrs. DAVIS. Thank you. I appreciate that. We need to be sure 
that those services and that kind of support is available and in 
turning to the issue of prosthetics and the maintenance of pros-
thetics, I think it is one thing when we are able to provide initially 
or in an ongoing way any upgraded opportunity for many of our 
servicemembers, but I am also concerned about the maintenance of 
that and being certain that when people return home, that they 
have the kind of care that they need. Do we have that kind of net-
work that is developing so that there is an opportunity to get the 
care, you know, in home communities that is available? 

Mr. SCOVILLE. We have worked very closely with Fred Downs 
and the VA to make sure that as people leave, our social workers 
are arranging with the areas they are going, with the VA coordina-
tors, with our military facilities in the area to make sure that the 
patients are able to get all the prosthetic care that they need. 

If it is unavailable locally, if they are still active duty, they come 
back to Walter Reed. If they are in the veterans health care system 
and it is a—one of the new devices where we are the only people 
using it, the VA brings the people back to Walter Reed where we 
can provide that service. So it is a very well coordinated effort with 
each of our patients. 

Mrs. DAVIS. Yes. Thank you. And just one quick—well, I guess 
it is not such a quick question, but I also want to acknowledge and 
recognize DARPA and the wonderful, wonderful individuals that 
are contributing to the miracle, really, that you all have experi-
enced. 

I understand that there is a development of a national center for 
rehabilitation that is being worked on with the VA and the Depart-
ment of Defense. Is that something that you all are involved in? Is 
that something that DARPA is intimately involved in and how do 
you see that going in? Will servicemembers today be involved in 
that in any kind of an ongoing way? 

Dr. GIROIR. Yes, ma’am, and perhaps Dr. Aisen later on this 
afternoon might be able to make more comments on that, but I 
have been remarkably pleased at the collaboration and the coopera-
tion we have experienced, both at Walter Reed and at the Veterans 
Administration, in terms of working together in a very integrated 
fashion, that DARPA assumes its traditional role of far out re-
search that can have a large impact, and that work then being 
transitioned very effectively through the VA system and through 
Walter Reed. 

So yes, we are engaging in talks about how we can be more in-
volved. We have joint conferences, we have joint meetings, we have 
research meetings. As I stated before, we certainly anticipate that 
some of the VA researchers may be candidates for DARPA funding 
for their more advanced research. And again, the transition, the 
plans for transition are going extremely well in prosthetics, but 
also in other areas that we found can greatly impact on our vet-
erans. 

Mrs. DAVIS. Thank you. All right. We look forward to further 
hearing about that. Thank you. 
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Mr. SCOVILLE. Thank you. 
The CHAIRMAN. Chairman Simmons? 
Mr. SIMMONS. Thank you, Mr. Chairman. 
First to Robert Conetta, as a fellow Vietnam veteran, I say to 

you, welcome home. It is good to have you here. 
I have two questions, and I will ask them in sequence and then 

maybe we can get an answer. First to you, Mr. Conetta. Your story 
is an interesting one for several reasons, to me, at least, as a Viet-
nam veteran and somebody who continued to serve in the reserves 
for over 30 years. 

My recollection is that many of our comrades who were wounded 
in that war were brought home, were treated well, were given the 
best that science had to offer, but essentially their military careers 
came to an end as a consequence of those wounds. Not always, but 
in many cases, and I assume that was the case in your case, that 
your military career came to an end. 

I am interested to have you respond to the question as to how 
you got involved with the upgrade. We have just heard testimony 
that veterans who are fitted with devices from time to time are 
called back for upgrades. Is that something that you initiated or 
did the VA initiate for you and if you could think about that for 
a moment, I would like to phrase my second question and then you 
can—we can answer in sequence if that is all right. 

The second question goes to our two young sergeants who are 
here today, both with prosthetic devices, both in uniform, both still 
on active duty I believe. Is that correct? And if that is correct, I 
guess my question to you is do you envisage or do you imagine that 
as a consequence of your treatment for your wounds and your fit-
ting with these devices that you may, in fact, continue on active 
duty or in fact continue in the reserves and the guard in some ca-
pacity? Is that an option for you or something that you can con-
sider because of the nature of your treatment? 

So going back now to Mr. Conetta, if he could answer my ques-
tion to him first and then if you gentlemen can answer the second 
question, I would be interested in hearing what you have to say. 
Mr. Conetta? 

Mr. Conetta, you suffered grievous wounds many years ago. You 
were fitted with the best that science had to offer. Now 4 months, 
5 months ago, you got something new and better. How did that 
come to pass? Did they grab you out of the streets of New York or 
did you initiate that? 

Mr. CONETTA. Well, to answer part of your question, in my case 
I probably would have stayed in active duty if I could have. I would 
have loved to have done that. I think the military is a good thing 
and I know when I came from New York—and one of the things 
that we learned from—that I didn’t have was teamwork. And I 
found out being in the military, teamwork was the number one 
thing. I know growing up I was always like I want to be number 
one, I want to be number one. I don’t care about two, three, and 
four. So the military changed my way of that. 

Mr. SIMMONS. I was raised in New York, too. So I know what you 
are talking about. 

Mr. CONETTA. As far as the C–Leg was, I found out through the 
Internet. One or two other veterans that, Vietnam veterans who re-
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ceived it, one was in Wyoming, I believe, and the other one was in 
Florida I think. And I did the research on it and I found out it was 
the way to go. I guess research is the key thing here. I think the 
VA and the military, they sort of like go hand in hand. I think it 
would be better to have an organization like the VA and the mili-
tary to work together. 

Mr. SIMMONS. Thank you very much. 
As for our two sergeants currently in uniform, again, thank you 

for your testimony. You have heard that Mr. Conetta probably 
would have liked to have stayed in the service if he could have, but 
it didn’t work out that way. How is it working out for the two of 
you and do you feel that there—you will have an opportunity, if 
you wish, to continue to serve as a consequence of the treatments 
you have received? 

Staff Sgt. KELLY. Sir, to answer your question, I am not sure if 
in the introduction they mentioned I am an Army reservist and my 
intention when I got wounded last year in July was from the begin-
ning to stay in and continue on in the reserves. 

And through much research on my part and assistance through 
staff and even my congressional members from my state district, 
I came to an understanding that the cost, this benefit to me staying 
in was pretty stiff being a reservist mainly because many of the 
regulations and the federal law that governs benefits for veterans 
and treatment medically for reservists would entail me having to 
turn down a lot of my Army benefits by staying in. 

And I am newly married and, you know, possibly having a family 
in the future. To have to turn down those benefits possibly forever 
was a little too much for me to handle. So I would like to stay in, 
I still would, but as it stands now, I have an Army—retirement 
date of 9 August. 

Mr. SIMMONS. Sgt. Sterling? 
Sgt. STERLING. Yes, sir. I am an 11 Bravo infantryman. I lost my 

right hand. So that kind of limits me to my MOS. I am basically 
unfit for duty in my current MOS. If I wish, I could easily reclass 
to stay in. Just as Sgt. Kelly said, there are benefits that would be 
lost to staying in. Just Ryan Kelly and myself both haven’t been 
in very, very long. Guys closer to retirement, it probably would be 
easier for them to stay in and finish out their retirement and go 
from there, but at my current state, the technology I have will 
make my integration back into civilian life easier. I could probably 
retire two more times before I have to retire for good. 

Mr. SIMMONS. I want to thank you both for your testimony. It 
has been inspirational for all of us. We gather around this horse-
shoe week in and week out under the leadership of our fine chair-
man and our colleagues on both sides of the aisle working in a bi-
partisan fashion to try to bring good health, hope, and future to 
those who serve us in uniform, and we very much appreciate your 
personal testimony here today. Thank you. 

And thank you, Mr. Chairman. 
The CHAIRMAN. Dr. Snyder. 
Dr. SNYDER. Thank you, Mr. Chairman. 
Dr. Pasquina, I don’t know what heterotrophic ossification is. 
Lt. Colonel PASQUINA. Heterotrophic ossification is the formation 

of additional bone where it really shouldn’t be. So after an injury, 
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bone can start forming on soft tissues and that can grow out of con-
trol and therefore cause additional pain and problems with pros-
thetic fitting and adjustments. 

Dr. SNYDER. Is it like at the time of the injury little seeds of bone 
get planted in the soft tissue and they will kind of take off on their 
own or is it an extension from the fragments—— 

Lt. Colonel PASQUINA. That is essentially one of the theories and 
right now it is not that well understood. There is research ongoing 
to understand it better. There seems to be neurologic component 
too since the nature of the injury seems to be more common in 
folks with comorbid head injury or spinal cord injury or nerve inju-
ries. So there seems to be a dynamic affect between the healing of 
the body and formation of bone and the nervous system. 

Dr. SNYDER. Is this something that occurs the first few months 
after the injury or is it something that can occur years later? 

Lt. Colonel PASQUINA. Typically within the first 6 months. 
Dr. SNYDER. Six months? And what percentage of your 144—or 

what percentage do you see that in? 
Lt. Colonel PASQUINA. That is something that we are actively 

studying now. I would say in close to 75 percent of the folks we are 
seeing bone formation. Some of that becomes problematic, some of 
it less problematic. And in fact meeting with some of the folks and 
the research that has taken place through DARPA, understanding 
the biology behind some of those mechanisms in the future may be 
very helpful for not only this patient population, but wound healing 
in general and bone healing. And perhaps some of the scientific ad-
vances may even contribute to understanding osteoporosis and 
some of the other medical conditions that face a large percentage 
of our population. 

Dr. SNYDER. Yes, sir. Thank you. 
Mr. Conetta, you had said that you found out about the C–Leg 

technology by being on the Internet and exploring on the Internet. 
Does that mean that—— 

Mr. CONETTA. I have a little trouble. I have a tenant in my ear. 
Dr. SNYDER. I am sorry. 
Mr. CONETTA. It seems to be bouncing off the wall. 
Dr. SNYDER. It is these rooms here. As I understood you, you 

found out about the C–Leg in response to Mr. Simmons on the 
Internet. And I assume that what you meant was that then you 
went to the VA and said, ‘‘Is this something appropriate for me.’’ 
My question is, had you been getting your care at the—through the 
veterans system on a regular basis and did anyone there ever say, 
‘‘This is something you ought to explore’’ or was—if you hadn’t 
yourself run across it on the Internet, is it something that perhaps 
you would not have heard about? 

Mr. CONETTA. I think the answer to your question, for instance, 
getting the C–Leg for me was—the therapy when I got it, it wasn’t 
there. It was tough to find. I mean, I looked for therapists to show 
me. So everything I have done now is really self-taught, but I see 
now there is going to be a change and I would have loved to have 
that change made because there are a lot of veterans, especially 
Vietnam veterans, and—I am not labeling just Vietnam veterans, 
I am talking about all veterans should have this opportunity to get 
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a C–Leg like this and get the therapy for it. I would love to see 
that. 

Dr. SNYDER. Over the last 30 years, had you been going to the 
VA prosthetic clinic on a regular basis for an annual checkup or did 
you hear outside the VA? 

Mr. CONETTA. No, I haven’t. I really found out—like this leg that 
was made for me was outside the VA. I found out not many vet-
erans or VA hospitals could make this type leg being that it was 
new. The training for some of these people that make the pros-
thetics wasn’t there at that time and I managed to get it outside 
the VA. 

Dr. SNYDER. And Staff Sgt. Kelly and Sgt. Sterling, I am not un-
derstanding, in my ignorance, what you said about one of your con-
siderations in whether to pursue, in your case, Sgt. Sterling, your 
training into a different—from 11 Bravo to a different MOS and in 
yours, Staff Sergeant, in terms of staying around, that financially 
the benefits just looked too good to stay in. 

And could you run through that for me again what—specifically 
what benefits you would lose by staying in and apparently there 
is no accommodation then for folks that have—is it because of your 
specific status that you have, a severe injury, that with a pros-
thesis that you want to stay in? What is it about the benefits? Ex-
plain that to me. 

Staff Sgt. KELLY. Sir, to answer your question, in my case, as a 
reservist, and I think it would transcend any reservist sustaining 
an amputation, is the rumor exists in the fact that as an able-bod-
ied reservist, I was one weekend a month, 2 weeks a year. I didn’t 
have health care through the reserves and if I got injured at drill, 
they would take care of whatever happened during that weekend 
drill, but other than that, I was—I had to seek my own civilian 
health care and health care provider. 

Seeing now that I have gone to Iraq, sustained a combat injury, 
a below knee amputation, I come back, I meet the requirements to 
be medically retired, but I also, with the new advances in tech-
nology, I am in a position where I conceivably, and as dem-
onstrated by other soldiers, I could continue to serve in the same 
function I did before. And another desire I have is to get back over-
seas and hopefully—was hopefully going to be able to go back to 
Iraq. 

The dilemma comes in whereas if I were to take retirement 
today, around the 9th, August 9th, immediately I am entitled to 
participate in Tri-Care for my family, me and my family, which is 
a huge benefit in today’s society where health care is so expensive. 
Furthermore, I can pursue educational benefits that far outweigh 
my reserve GI bill. My reserve GI bill pays approximately $275 a 
month and that is what I get in my GI bill as a reservist. 

And now with my disability being the percentage that it is, if I 
take a retirement, I will be eligible to participate in voc rehab, 
which is a wonderful benefit, but it is—my understanding and 
what I have been directed is it is only eligible to retired veterans 
with disabilities over, I believe, 20 percent. 

So for me to stay in the reserves, continue to serve, even to vol-
unteer to go back to Iraq, I would be forfeiting the health care, the 
access to Tri-Care, as the rules stand now, and furthermore, the 
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way the Army Medical Board system is set up, and I have been 
very adamant about researching this, is that to be found fit for an 
injury like a below knee amputation, I am basically telling the 
service that this is not a disabling injury and by doing that, I am 
not able to ever again gain Army—I am not talking about VA bene-
fits, but Army retiree benefits for this injury unless I sustain an-
other, you know, secondary injury, like a parachuting injury and I 
damage my knee and it is—they can tie it together. 

But unless I have that secondary trauma later on in my military 
career, I am forfeiting the access to get this through the rating 
through my amputation. And now that I am a family man, the ben-
efits were just too—the costs were too great for me to stay in even 
though it goes against my true desire and I think—and I can just—
I will just speak for myself—was to stay in. My wife is a reservist. 
She is looking at another deployment to Iraq. So I would love to 
be able to go back and participate. 

Dr. SNYDER. Do you have anything to add to that, Sgt. Sterling? 
Sgt. STERLING. I think Sgt. Kelly pretty much summed it all up. 
Dr. SNYDER. Okay. Thank you. 
Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Dr. Snyder. 
Just one final question, Sgt. Kelly. You mentioned your running 

device and that you have it with you. Could you just shed some 
light on that for us. 

Staff Sgt. KELLY. Yes, sir. Actually I brought two devices with 
me. One is my running leg and the other is a water leg. The leg 
I have right here is a—I think it is a flex foot system kindly we 
call it the C-sprint. I am not sure of the exact name. And this I 
actually got on convalescent leave when I went to the VA and they 
outsourced to a civilian provider. And through that, that time, I 
was able to get this prosthetic device and it allows me to run. I did 
a mile and a half yesterday on the track. So I am getting back to 
where I can run fairly regularly. 

And then the other device is a water leg. It is an active ankle 
foot that allows me to participate in certain water activities and 
easily go in and out of the water without damaging the device be-
cause it is adapted for water use and it also—its claim to fame is 
it allows me to put my leg into flection and it allows me to swim 
and I can lock it. So if I got into scuba diving or any exercising 
swimming, it would allow me to do that. 

The CHAIRMAN. Thank you very much. 
Would any of you like to add anything before we close this part 

of our testimony? If not, I do want to thank you deeply for the in-
sight you have provided us. I think you know we are a very activist 
committee. We take information, and your testimonies are out-
standing. We act on them and, you know, we do it in a bipartisan 
way, but we do act on them and these insights will be very, very 
helpful going forward. 

And also, just let me say, we invited a large number of press to 
be here to hear what is a good news story of where the military 
and the Department of Defense are really stepping up to the plate 
to meet a very real need and doing it in an absolutely professional 
manner. If we were here to criticize, I can assure you we would be 
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filled with cameras and every news organization, 60 Minutes, ev-
erybody would be here. 

We sent out the same notice to tell a story that is a good news 
story and we get a few people from the press. We gratefully ac-
knowledge their presence, but there is not the interest. And that 
just tells you, you know, they like bad news, they don’t like when 
you are doing it right. I want to thank you for doing it right and 
this committee deeply appreciates your work, and to our sergeants 
and to our veterans, thank you so much for being here and for your 
sacrifice. 

Let me now, if I could, invite our next panel, beginning with Mr. 
Thomas Miller who was appointed Executive Director of the Blind-
ed Veterans Association in December of 1994. Prior to this, Mr. 
Miller served as Director of Governmental Relations for 8 years 
acting as direct liaison between the BVA, Congress, the Depart-
ment of Veterans Affairs and other agencies of and for the blind. 
Blinded in Vietnam from combat injuries, Mr. Miller has been a 
BVA life-member since 1968 and has been elected to the National 
Board of Directors, served as President, National Vice President 
and National Secretary. He has also served for 13 years as the Sec-
retarial appointee to the Federal Advisory Committee for Pros-
thetics and Special Disabilities Programs for the Department of 
Veterans Affairs. 

Next we will hear from Mr. John Fales, a/k/a ‘‘Sergeant Shaft,’’ 
who is the President of the Blinded American Veterans Founda-
tions. He served in the U.S. Marine Corps until retirement on dis-
ability. He writes a widely-read column, a weekly column, for ac-
tive military, veterans and their families in a national newspaper. 
And again, this is under the name of Sergeant Shaft. Some of his 
decorations awards include the Purple Heart, Vietnam Service 
Medal and the U.S. President’s Community Service Commendation. 
He is a lifetime member of both the Disabled American Veterans 
and The American Legion and also a member of many other VSO’s. 

We will then hear from Ms. Joy Ilem, a U.S. Army service-con-
nected disabled veteran who is the National—Assistant National 
Legislative Director for DAV. Ms. Ilem’s work to promote respon-
sible legislation to assist disabled veterans and their families is 
well known to members of this committee. She previously worked 
as a National Appeals Officer with the DAV staff and the Board 
of Veterans Appeals. 

We will then hear from Mr. Richard Fuller, who is the National 
Legislative Director of the Paralyzed Veterans of America. Mr. 
Fuller served for 8 years on the professional staff of the House 
Committee on Veterans’ Affairs starting in 1979 and since worked 
in the field of public policy and government relations with PVA and 
several national medical and research societies. 

So I want to welcome our panel and start with Mr. Miller. If you 
could proceed. 
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STATEMENTS OF THOMAS H. MILLER, EXECUTIVE DIRECTOR, 
BLINDED VETERANS ASSOCIATION; JOHN FALES, JR., PRESI-
DENT, BLINDED AMERICAN VETERANS FOUNDATION; AND 
JOY J. ILEM, ASSISTANT NATIONAL LEGISLATIVE DIRECTOR, 
DISABLED AMERICAN VETERANS 

STATEMENT OF THOMAS H. MILLER 

Mr. MILLER. Good morning, Mr. Chairman, good morning, Chair-
man Smith and Member Evans, and all the members of this distin-
guished committee. On behalf of the Blinded Veterans Association, 
I want to thank you and express our appreciation for the invitation 
to participate in this most important hearing this morning. 

As you know, BVA has been advocating for a number of years 
that an oversight hearing be conducted into the blind rehabilitation 
services offered by the Department of Veterans Affairs. I especially 
want to thank Chairman Simmons for his request to GAO to do a 
critical analysis of services that are being provided and the manner 
in which they are being provided by VA for America’s legally blind 
veterans. 

In following up on the previous panel, I would just like to make 
a point that there are—although it emphasized very few eye cas-
ualties to the extent of legal blindness or total blindness returning 
from the Iraqi Freedom and Operation Enduring Freedom, several 
of those who have come back totally blind or near totally blind 
have also suffered amputations as well as brain injury and these 
individuals have been referred from DOD. And the ones I know 
specifically came through Walter Reed, ended up in the VA trau-
matic brain injury program in Minneapolis and one of those is al-
ready in a blind rehabilitation program now, the VA in Waco, TX. 

We applaud the efforts to develop a seamless transition, the co-
operation between DOD and VA. Clearly there is room for improve-
ment, but many of these severely wounded veterans who are serv-
ice personnel are being referred to very, very high quality excellent 
VA special disabilities programs and I think will ultimately benefit 
greatly as a result of this transition and cooperation that exists be-
tween the two departments. 

I would like to just quickly make a few points and deviate some-
what from my prepared statement for this morning after listening 
to the first panel of VA experts. And I think the committee got a 
good sense of the dedication, the commitment and the high quality 
of personnel that are working within blind rehabilitation service 
across the system at all levels. 

First of all, we would like to certainly concur with all of GAO’s 
recommendations, the two related to the wait times and the inaccu-
racy of reporting wait times across the system and the need for 
greater leadership from the very top of VA on down. In that con-
text, I would like to make one point very, very clear, that the pro-
gram office and VA central office for blind rehabilitation has abso-
lutely no line of authority over any elements of blind rehabilitation 
service delivery across the system. 

As a consequence, it is very difficult when a blind center chief 
works for a hospital director and/or in the context of the network 
policy or procedures. BVA has long advocated for the need for na-
tional guidelines and standards to be developed that would be ad-
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ministered and adhered to across the entire system. When the VA 
system was segmented into 22 separate veteran’s integrated service 
networks, the ability to influence the delivery of service was dra-
matically reduced by the program office and central office. 

Probably the most significant and negative impact of the network 
system was that reorganization was accompanied by a very broad-
based decentralization of management decision-making authority. 
As I said, the program manager and central office has little ability 
to influence what happens at an individual medical center. Con-
sequently, for any recommended changes that result from the GAO 
studies, clearly blind authority with the secretary, through the 
under secretary, through the deputy secretary, through the net-
work managers and the facility managers and they must be held 
accountable for their compliance with any national standards or 
array of services that may be developed as policy for VA blind reha-
bilitation. 

This leads me to the testimony of Ms. Bascetta this morning re-
garding the recommendations that the under secretary issue a pol-
icy directive establishing a standard of care that would require a 
broad array of both outpatient and inpatient blind rehabilitation 
services for legally blind veterans. This is something BVA has long 
advocated. We have passed numerous resolutions to this effect in 
our annual legislative priorities presented before the joint session 
of the House and Senate Committees on Veterans’ Affairs and have 
documented this repeatedly. 

We feel BVA is in an ideal position at this very moment to imple-
ment or to begin the implementation of the recommendation by 
GAO. Reference was made earlier in testimony to the Visual Im-
pairment Advisory Board by Dr. Kussman. That board is an inter-
disciplinary board that has consisted of all elements of the Depart-
ment of Veterans Affairs, Veterans Health Administration. BVA 
has been an active participant in that body. We have been an ac-
tive participant on the executive council. 

That group has submitted an executive decision memo to the 
under secretary that would recommend a policy that would pre-
scribe a full continuum of vision rehabilitation care to be provided 
for veterans across the VA system. The idea behind this continuum 
of care is to get the veteran to the appropriate site at the appro-
priate time in the appropriate place and the appropriate level of 
care. 

A companion piece and a very critical piece to implementation is 
the proposed recommended changes referred to earlier this morning 
in the VERA allocation model. That recommended change was 
more equitably fund or allocate resources through the networks 
and therefore hopefully to the local facilities to equitably, more eq-
uitably fund the delivery of outpatient services. We concur whole-
heartedly with that recommendation and it is imperative that the 
under secretary sign off on both of these documents as expedi-
tiously as possible. 

There is one element of the proposed VERA change that is crit-
ical and probably the most controversial is that it would require 
special purpose funds be dedicated for the next 3 years, fiscal 
years, in order to bridge the current VERA model to the proposed 
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change in the model so that facilities could begin this transition 
and begin to support the delivery of outpatient services. 

So it is essential that the under secretary approve the complete 
package and hopefully we believe this can be done in time to begin 
in fiscal year 2005 and that the continuum of care could be incor-
porated into a five year strategic plan for all the networks and for 
the facilities. And it must clearly be designated or delineated in the 
performance measures for both network and facility directors in 
compliance with this continuum of care approach and the provision 
of a broader array of outpatient and inpatient services. 

Finally I would like to, in response to some of the testimony and 
the questions from the earlier panel and questions to the panel, 
while we have strongly supported the establishment and creation 
of more access to—and greater capacity for the delivery of out-
patient services, we in no means want to in any way diminish the 
importance of the residential Blind Rehabilitation Center. 

It is absolutely critical—as a graduate of a VA residential Blind 
Rehabilitation Center, I can’t stress strongly enough how important 
that environment is to adjustment to and accepting vision loss, de-
velopment of healthy attitudes about blindness and of course ac-
quiring the necessary adaptive skills to help overcome the limita-
tions of blindness. 

With a continuum of care, there is going to be much greater re-
sponsibility placed on the Visual Impairment Services Team and 
their coordinators to do comprehensive assessments of each indi-
vidual veteran to make some determination as to where—what is 
the most appropriate level of care needed by this individual to ad-
dress their specific needs related to their degree of visual impair-
ment and/or blindness. 

For the young, newly blinded, suddenly traumatically blinded 
service personnel returning from Iraq or Afghanistan, there is no 
question in my mind, the residential blind rehabilitation is abso-
lutely essential for them. I know it is difficult to leave home, to go 
to a residential blind center for an extended period of time and I 
know I did not look forward to that after 4 months in a military 
hospital returning home and then having to look forward to an-
other long hospitalization in a VA facility for blind rehabilitation, 
but it was the best thing that ever happened to me and I am cer-
tain I wouldn’t be sitting here talking to you today had I not had 
that opportunity and advantage of the outstanding services that 
are provided in all of our 10 blind rehab facilities. 

Mr. Chairman, that concludes my statement and as always, I 
would be more than happy to answer any questions that I might. 

[The prepared statement of Mr. Miller appears on p. 139.] 
The CHAIRMAN. Mr. Miller, thank you so very much for your tes-

timony and for your comprehensive written statement as well. We 
deeply appreciate it and for promoting and pushing for this over-
sight hearing. I would just make emphasize that, you made the 
point that if the goal of the GAO is to be achieved before the end 
of this year, there needs to be strong leadership from the highest 
levels of VHA, the BRS program office and all management ele-
ments in the VISN’s. 

I will commit to you that we will have another oversight hearing 
before the end of this year, because I assume good faith on the part 
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of the VA. They have made some very strong statements regarding 
implementation of the GAO recommendations, but just to do our 
part, I think we need to continue this hands on oversight. So before 
the end of this year, we will have another oversight hearing and 
you, obviously, and our other distinguished witnesses, like Mr. 
Fales, will be invited, as well. 

John, if you could proceed. 

STATEMENT OF JOHN FALES, JR. 

Mr. FALES. Well, thank you very much, Mr. Chairman. Thank 
you so much for inviting me here to just about concur with every-
thing that Tom Miller has said. 

As you can see from my testimony, which hopefully you will sub-
mit for the record along with the attachments, you will see the 
strategic health groups and you will notice where spinal cord injury 
is, where prosthetics is and then you will see where the blind rehab 
program is located. 

As Tom Miller just said, the director of blind rehab has no au-
thority. The individuals also who—the team coordinators who used 
to report to the chief of staff now report, in most cases, to the social 
workers. We have—in addition to that, we have VISN directors and 
local medical center directors playing games manipulating the 
funds through VERA. 

I pointed out in my testimony about a situation that is hap-
pening in Augusta, GA where, unfortunately, they are bringing in-
dividuals in for overnight so they could get the VERA money. This 
doesn’t help the entire comprehensive blind rehabilitative program 
and that is mainly because there is no central control in the sys-
tem. There is no standardization of programs. 

It used to be that the comprehensive program, there used to be 
a psychologist, a voc rehab specialist, a social worker and nursing, 
doctor all within the blind rehab center. There used to be research, 
there used to be the testing. And this was done throughout the en-
tire blind rehab system. Unfortunately, you have Palo Alto doing 
their own thing, you have West Haven doing their own thing and 
there isn’t any control by the director of blind rehab. 

You know, I would be remiss if I didn’t mention the—thank Dr. 
Perlin. Recently they just established a new program where visual 
impaired vets will be able to get colonoscopies. They sent out a 
memo. I think I attached it to my statement. 

And because of this policy, which was established in the Pitts-
burgh and then in Washington, DC, the former director of blind 
rehab went to the VA, got a colonoscopy and he found out he had 
colon cancer. And they operated on him and he is doing well, but 
from now on, they have the policy, and I would like to congratulate 
Dr. Perlin for taking that initiative and using it to fully take care 
of our blinded vets. 

You know, I had an opportunity, like Tom, to go visit Walter 
Reed in Bethesda and visit some of the troops there. There are two 
individuals who were from Pittsburgh, a blinded vet plus one lost 
a leg and another had amputees. One went—they both went home, 
they weren’t transferred to the blind—the VA blind rehab system 
because they don’t have this program that they used to have called 
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ASMRO, which the individuals could be directly transferred to the 
VA blind rehab centers. I think they should reinstitute that. 

We had—one of the blinded vets took almost a year before he 
was put on a retired list. Now there is a big difference between an 
active duty enlisted man and the compensation for him and what 
he would receive from the VA. 

On the other hand, we have this other blinded vet who lost a leg 
and they put him on the active retired list; however, he was then 
put onto Tri-Care while he was still going back and forth to Walter 
Reed for some additional care except once he went on to Tri-Care, 
they wouldn’t pay his travel or overnight stays. And finally the VA 
did—finally they did come and take care of the dollars, but here 
this individual, blinded vet, was getting all these bills from John 
Hopkins and Walter Reed and fortunately, the VA did take care of 
that. 

I do want to highlight the VA in one other area and that is the 
audio prescription drugs. Chairman, I think I kind of showed it to 
you one time, but this is going to be—there is going to be sole-
source contract, and let me just demonstrate this here for you. 

[Device scans medicine label and gives oral instructions.] 
Mr. FALES. Thank you for giving me the opportunity to appear 

before you today. 
The CHAIRMAN. Yes, thank you very much. 
Mr. FALES. I also have one for Chairman Simmons. 
[The prepared statement of Mr. Fales, with attachments, appears 

on p. 145.] 
The CHAIRMAN. I do thank you for that demonstration, which you 

have provided in the past, which is very helpful. 
Ms. Ilem, if you could present your testimony. 

STATEMENT OF JOY J. ILEM 

Ms. ILEM. Thank you for the opportunity to present the views of 
the Disabled American Veterans on the collaborative efforts be-
tween the Department of Veterans Affairs and the Department of 
Defense in research and amputee care for veterans. 

One of VA’s primary missions is the medical and rehabilitative 
care of catastrophically disabled veterans. Over the past year, there 
has been increased concern whether VA is able to provide the nec-
essary specialized care, including prosthetic services, to veterans 
returning from Iraq and Afghanistan who have suffered traumatic 
amputations. Focus has been placed on VA’s and DOD’s handling 
of these cases and the collaboration between the two departments 
as a wounded soldier transitions into veteran status and in many 
cases from one health care system to the other. 

We understand DOD is providing the finest prosthetic items 
available to wounded soldiers and that everything possible is being 
done to help military personnel who have suffered these dev-
astating injuries to regain their good health and to live full and ac-
tive lives. It is also our understanding that VA is doing everything 
possible to coordinate with DOD to make this transition as seam-
less as possible and that Secretary Principi has put a high priority 
on caring for wounded veterans in need of VA and prosthetic and 
rehabilitation services. 
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We are pleased to hear this, but we have some concern about 
VA’s funding for special disability programs and continuing care for 
previously wounded veterans who also have prosthetic needs. Pro-
viding essential health care services to our Nation’s disabled vet-
erans is a continuing cost of war. Last month the Senate included 
additional funding in the fiscal year 2005 defense appropriations 
bill for specialized amputee care, upgrading facilities and services 
at Walter Reed Medical Centers amputee center, and for research 
on prosthetic care, limb development and rehabilitation. 

This is truly good news; however, we want Congress to ensure 
sufficient funding for the VA health care system as well and to 
maintain close oversight of VA’s special disability programs includ-
ing prosthetics. In many cases, VA will be the agency responsible 
for providing a lifetime of care for these seriously wounded men 
and women. Some veterans will need highly specialized prosthetic 
care to maintain their and replace their prosthesis. Others will 
need the full continuum of medical care services, including mental 
health services, to help cope with the severity of their disabilities. 

Early on we were concerned whether VA would be able to meet 
these catastrophically disabled veterans needs given the new and 
very costly prosthetic items that were being provided by DOD. Ad-
ditionally, we questioned if VA could continue to provide the same 
level of care for veterans who suffered traumatic amputations in 
previous wars and conflicts. These veterans deserve priority care as 
well and access to these items—if necessary, access to these new 
prosthetic devices. 

Whether a veteran has been using VA prosthetic services for 
years or is a new user of this system, VA must ensure that new 
technology and/or the services of master prosthetists are available 
to these veterans based on their needs and VA must receive ade-
quate funding for maintenance in issuing of these highly special-
ized items. 

Sufficient funding is also necessary to prevent delays in orders 
of prosthetic items, to maintain their training initiatives directly 
related to the special disability programs and to have a certain 
number of skilled personnel available. Without question, VA should 
be a leader in the industry when it comes to conditions prevalent 
among veterans, especially war related injuries. Therefore, DAV 
recommends VA develop several centers of excellence to explore 
new technological advances for prosthetics and to promote re-
search, education and new treatment and rehabilitation models for 
veterans with amputations. 

VA should also take this opportunity to reevaluate and improve 
its prosthetic and rehabilitation programs and to launch new re-
search studies into traumatic amputations, rehabilitation and pros-
thetics. Veteran focused research in these areas is especially impor-
tant now and should be a top priority for VA. 

VA special disability programs are essential for many of our Na-
tion’s most severely disabled veterans and therefore we must en-
sure they are not dismantled, diminished or compromised due to 
insufficient funding levels or for purely budgetary reasons. Espe-
cially during a period of war, it is critical that VA has the re-
sources it needs to provide the specialized care now and in the fu-
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ture to these veterans who have sacrificed their health and well-
being in defense of our Nation. 

Mr. Chairman, that concludes my statement, and I will be happy 
to answer any questions. 

[The prepared statement of Ms. Ilem appears on p. 158.] 
The CHAIRMAN. Thank you very much for your statement. 
Mr. Miller, I want to ask you a question. You made a very strong 

statement, both orally and in your prepared testimony, about the 
importance of and the need for the comprehensive residential 
BRC’s and you spoke to that very eloquently. We have ten, and two 
more proposed. Are 12 enough, in your view, and what do you 
think? Are they adequate? Are we looking at optimal? What would 
that be in a best case scenario? 

Mr. MILLER. Yes, Mr. Smith, I think 12 will be more than suffi-
cient, assuming a full continuum of care is implemented and those 
veterans who truly do not need to be in a residential environment 
for their rehabilitation have access to appropriate levels of service 
in their local community and closer to home. 

In addition to the two proposed new blind centers in the CARES 
proposal that Secretary Principi signed off on earlier this year, two 
of the existing ten blind rehab centers, the one in West Palm Beach 
and the one in Waco, TX, currently are—have proposals to expand 
their big capacity over the next few years. 

I think clearly there will be sufficient beds, but again, that is 
conditional on adequate levels of outpatient service so that—the 
culture of the VA blind rehab service over the years has been that 
blinded veterans have been forced to go to the residential blind cen-
ter if they wanted to get blind rehabilitative care often only to get 
a new piece of equipment or some remedial training. These types 
of referrals could be handled very nicely in most local communities. 

For those communities that don’t have qualified providers or pro-
grams available, then of course the veteran would then still need 
to be referred to the residential blind center, but I think there are 
sufficient beds in the system, if they are used properly, for those 
who truly need the residential environment to successfully com-
plete an episode of blind rehabilitation training. 

The CHAIRMAN. Thank you very much. In earlier testimony, as 
you know, and all of you might want to respond to this, we heard 
that 27 VAMC’s don’t have VIST coordinators. Are you confident 
that that is on the mend, that it is going to be remedied? I think 
it is a self-evident question, but you might want, for the record, say 
if you believe they are needed? Mr. Fales? 

Mr. FALES. I believe they are. You know, I agree with Tom as 
far as the outpatient, but I think we better be very careful when 
we deliver that service. One of the major problems for the blinded 
vets and the blind in general, is transportation, especially out west. 
There is very little public transportation and also, in many cases, 
they don’t have—the VA doesn’t have the funds to pay for it even 
if they had taxi fare or other transportations. The vans may not get 
there in time. And so when we look at the outpatient care, I think 
we better look at the transportation issue at the same time. 

In addition, there are thousands and thousands of diabetics who 
are service connected, on the rolls. And as you know, diabetes is 
one of the major causes of blindness. So what I would like to see 
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is those VIST coordinators getting together with the medical center 
and then doing outreach to these diabetics and see if they are hav-
ing difficulty and maybe we can stop—you know, do some preventa-
tive type of care and in addition, some remedial visual impairment 
care. 

The CHAIRMAN. Thank you. 
Mr. Strickland? 
Mr. STRICKLAND. Thank you, Mr. Chairman. 
Mr. Miller, your response to the chairman regarding the number 

of centers you think being sufficient or the number of beds being 
available, I am just curious. I have been told that there is a consid-
erable waiting period of time for people to be able to be admitted 
into these centers. So can you speak to the issue of the waiting 
time versus the number of beds that will be available. 

Mr. MILLER. Yes, sir. I think certainly waiting time is a critical 
issue. There has been some debate in blind rehabilitation for many, 
many years over the advisability of transferring a visually im-
paired or blinded military person directly from a military treat-
ment facility to a VA Blind Rehabilitation Center. 

I was released from a military treatment facility and was home 
for a period of three to 4 months before I was admitted to a blind 
rehab center. For me that worked well. Sitting around for three or 
4 months got old really fast and while I didn’t know for sure what 
blind rehab was going to do for me, I knew I had to do something 
because sitting in a rocking chair for the rest of my life wasn’t a 
very viable option. 

But I think if continuum care is available, the waiting times for 
the residential program will not be as long as they are. I think 
where veterans have access to appropriate levels of care closer to 
home, they are not going to be on waiting lists at the blind center 
waiting to get in. That should enable veterans who truly need that 
residential environment an opportunity to access the blind centers 
more quickly. 

Another factor that is going to impact that, however, is fortu-
nately, as has already been mentioned, there is very few legally 
blind casualties coming back from Iraq or Afghanistan, but those 
veterans when they go to a blind center are necessarily going to re-
quire a much longer program than what is currently reported in 
the blind centers today. The average length of stay is about 6 
weeks. 

When I went through the blind rehabilitation program in 1968, 
the average length of stay then was 18 weeks and I would submit 
to you that we needed every bit of that time. It was a very com-
prehensive, intensive program. It was pre-vocational training 
model because we had the bulk of our lives ahead of us and needed 
a lot more skills and for those of us who were totally blind, we 
couldn’t rely on residual vision to help do some of the things that 
can be done today with all the optical visual devices that have de-
veloped over the years. 

But so I think it is a combination of things. If the appropriate 
veterans are referred to the blind center and those who can benefit 
from care on an outpatient basis where it is available and acces-
sible to them, I think that is going to relieve the long waiting list 
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and the excessive waiting times for admission to the residential 
program. 

Mr. STRICKLAND. Thank you for your response. I would assume 
that things can be provided at these residential centers, as you 
used the word ‘‘comprehensive,’’ that may not be available in more 
localized, less comprehensive facilities. But the question, you know, 
that I have I guess, if we only have 12 of these around the country, 
and it seems to me that someone, especially a newly blinded person 
through trauma or a war event, could best benefit from the kind 
of treatment that is provided in conjunction with family members. 
For example, a spouse or whatever. 

And are there any provisions for say the spouse of the blinded 
veteran, especially the newly blinded veteran, if they are, you 
know, going to be there for several weeks or is this program only 
accessible to the patient or the veteran him or herself? I guess the 
question I am asking, are there any provisions for the family to 
participate in the kind of rehabilitation efforts that would take 
place with a newly blinded veteran? 

Mr. MILLER. Yes, sir, there are. Not on a daily or weekly basis, 
but each of the Blind Rehabilitation Centers offers what they call 
a family program where they will bring a significant other, be it 
a spouse or a parent or whoever, that veteran may end up living 
with subsequent to their completion of the rehabilitation program 
is brought to the blind center for a period of up to a week, may 
have an opportunity to meet with all the instructors that were in-
volved with the training of that individual, observe the veteran 
function in a variety of different capacities, whether it is in terms 
of orientation and mobility or in the kitchen or doing laundry or 
managing computer tasks or typing or whatever so that they have 
a much better understanding of what they can realistically expect 
and how they can reinforce training that has already been pro-
vided. 

One of the dangers of having a family member there continu-
ously is a tendency to not foster the development of the kind of 
independence that is most desirable, that each of us has to learn 
to be able to do as much as possible on our own without relying 
on sighted assistance from family members or friends or whoever. 

Obviously there is some things that we definitely got to have 
sighted assistance for, but—so it is proven to be a more effective 
environment for that veteran not to be that closely linked with the 
family member on an ongoing basis, but clearly there is a need to 
involve the family member in the training at some level so they 
have a fuller appreciation of what they can expect realistically and 
what they can do to hopefully reinforce the training that the indi-
vidual received. 

Mr. STRICKLAND. Thank you, sir. 
And thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Mr. Strickland. 
And I want to again thank our panel for their insights and rec-

ommendations. As I said earlier, Mr. Miller, we will hold an addi-
tional oversight hearing before the end of the year and I think to 
see how well the VA is doing in implementing. They have agreed 
with the GAO recommendations, which is great, and there are a lot 
of good people over there I think who want to do the right thing 
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and are doing the right thing. So we will invite you back and our 
other distinguished witnesses as well at that point. Thank you so 
much. 

I would like now to welcome our final panel to the committee. Dr. 
Kussman, we welcome you back to speak to the previous issue. 

Mr. Frederick Downs, the Chief Consultant with the Prosthetic 
and Sensory Aid Service Strategic Healthcare Group Veterans Ad-
ministration. Mr. Downs was in the U.S. Army from 1966 through 
1969 where he served as a platoon leader in Vietnam. He was se-
verely wounded losing his left arm above the elbow. Some of his 
decorations include the Silver Star, Bronze Start with ‘‘V’’ device 
for Valor, and four Purple Hearts. In 1994, Mr. Downs was the re-
cipient of the Citation of a Layman for Distinguished Service, the 
highest award the American Medical Association bestows on a non-
physician. He is the author of three books. 

We will then hear from Dr. Mindy Aisen, who became the Dep-
uty Chief Research and Development Officer in May of 2003. She 
was appointed the Director of the VA Rehab R&D Service in Sep-
tember 1998 and maintained those duties until April 2004. She 
also served in several other important roles from January 2003 to 
March 2004. Dr. Aisen received her undergraduate degree from 
MIT and her medical degree from Columbia University College of 
Surgeons and Physicians. Dr. Aisen served as President of the 
Board of Directors of the American Society of Neurorehabilitation 
from 2001 to 2003 in addition to being a member of the board since 
1994. 

Mr. Bert Harman has, for 4 years, been the President and CEO 
of Otto Bock Healthcare, the leading supplier of orthotic and pros-
thetic devices to the prosthetic and orthotic industry and an impor-
tant supplier of seating and positioning products to the rehabilita-
tion segment of healthcare. For the previous 25 years, Mr. Harman 
held a variety of sales, marketing and business development and 
general management assignments, including 3 years of inter-
national experience as Managing Director of 3M Ecuador, South 
America. 

And finally, Dr. Rory Cooper is the director of the VA Center of 
Excellence on Wheelchairs and Related Technology and serves on 
the editorial board of several prominent peer review journals in the 
fields of rehab and bioengineering. He is also chairman of the Uni-
versity of Pittsburgh’s Department of Rehab Science and Tech-
nology. He is a member of the U.S. Health Care Finance Adminis-
tration Medical Advisory Committee, the National Advisory Board 
on Medical Rehab Research, National Institute of Child Health and 
Human Development and the U.S. Secretary of Veterans Affairs 
Prosthetics and Special Disability Programs Advisory Committee. 
He is a 2002 recipient of the Olin E. Teague award for his work 
in helping disabled veterans. 

Dr. Kussman, if you would begin. 
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STATEMENTS OF MICHAEL J. KUSSMAN, ACTING DEPUTY 
UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VET-
ERANS AFFAIRS; FREDERICK DOWNS, JR., CHIEF CONSULT-
ANT, PROSTHETIC AND SENSORY AIDS SERVICE, STRATEGIC 
HEALTHCARE GROUP, DEPARTMENT OF VETERANS AF-
FAIRS; BERT HARMAN, PRESIDENT AND CEO, OTTO BOCK 
HEALTHCARE; MINDY L. AISEN, DEPUTY CHIEF, RESEARCH 
AND DEVELOPMENT OFFICER, DEPARTMENT OF VETERANS 
AFFAIRS; AND RORY A. COOPER, DIRECTOR, CENTER OF EX-
CELLENCE ON WHEELCHAIRS AND ASSOCIATED REHABILI-
TATION SCIENCE AND ENGINEERING, PITTSBURGH VA 
HEALTHCARE SYSTEM 

STATEMENT OF MICHAEL J. KUSSMAN 

Dr. KUSSMAN. Mr. Chairman and members of the committee, I 
think it is now good afternoon. I am pleased to testify today on the 
VA’s collaboration with the Department of Defense in research am-
putee care for veterans of current and past conflicts. I will focus my 
remarks in the beginning on the VA’s collaboration efforts with 
Walter Reed Army Medical Center Amputee Care Research. 

VA’s Prosthetic and Sensory Aids Service Strategic Health Care 
Group is our advocate for the core population of veterans with spe-
cial needs for prosthesis and sensory aids. It provides specialized 
patient care by furnishing properly prescribed prosthetic equip-
ment, sensory aids and devices in the most economical and timely 
manner possible. VA provides new and emerging technology as be-
comes available in the marketplace. Any product available in the 
marketplace is available to our veterans. 

As new technology is rolled out, VA can prescribe to move them 
through a system of over 500 private contractors. As a veteran pro-
gresses through life, we refit, repair, adjust and replace the equip-
ment provided to meet the veteran’s changing needs. VA is fully 
prepared to provide the high tech prosthetic limbs that are now 
being provided by the Army to the amputees from the war. In fact, 
VA and Walter Reed have been working together since the begin-
ning of Operation Iraqi Freedom to ensure that servicemembers 
and veterans receive whatever necessary. Moreover, we are excited 
about our increasing collaboration with the Defense Advance Re-
search Projects Agency, DARPA. 

I am pleased that Dr. Giroir is here today, was here today, to 
outline defined achievements of DARPA to improve the quality of 
life for amputees in assisting them to return to a normal life with 
official limbs that work as well as the ones they have lost. 

Under guidance of the task force of the seamless transition of re-
turning servicemembers, VA has assigned employees to Walter 
Reed and other MTF’s across the country to assist in the transition 
of servicemembers to the VA system. The Department of the Army 
received some of the new technology directly from manufacturers’ 
laboratories. In cases where the amputee is fitted with a limb that 
is not yet available to the general market, VA will pay the ampu-
tee’s travel cost to enable the amputee to return to Walter Reed if 
he or she needs a repair or requests a new limb. 

Often servicemembers use both health care systems as they trav-
el home for convalescent leave or travel back to their units. VA offi-
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cials also spend time at Walter Reed visiting with staff and pa-
tients and VA and Walter Reed staffs have participated in the con-
ferences on amputees that each department has held. 

The care we provide, however, is only part of the story. VA also 
has a robust prosthetic research program that focuses on providing 
the best care to all veterans with limb loss and enabling them to 
live complete and fulfilling lives. Current initiatives include col-
laboration with the Department of Defense, especially Walter Reed 
Army Medical Center, on 10 projects involving various aspects of 
the amputee care and outcomes. These efforts will evaluate existing 
technology and new potential surgical treatments, including tissue 
reengineering for residual limb lengthening and osio integration, a 
procedure that places a titanium lat in the bone. 

In addition, VA and Walter Reed are developing a special data-
base protocol to establish electronic data sharing that documents 
existing and perspective prosthetic rehabilitation in young, active 
amputees. This will optimize patient tracking and promote a seam-
less continuum of amputee patient care between VA and DOD. One 
critical area of focus is research to improve lower extremity pros-
thesis rehabilitation. Although the lower extremity amputees rep-
resent nearly 70 percent of limb loss patients admitted to Walter 
Reed, few studies exist investigating whether existing new tech-
nologies significantly improve overall function. 

Several joint initiatives are seeking to fill this information gap. 
Let me briefly mention two devices being tested at the Kansas City 
VA, Walter Reed and the Rochester Mayo Clinic that are believed 
to be more effective than the previous prosthetics. 

Investigators will examine the microprocessor controlled knee of 
the C–Leg. Currently all lower limb amputees returning from OIF 
and OEF receive this device. So it is vitally important to explore 
the limits of this new technology and to develop appropriate reha-
bilitation programs for its use. Researchers will also examine the 
low profile Vari-Flex foot to determine how the multi-axial function 
of the Vari-Flex foot supports better traction and foot control dur-
ing a variety of activities in young, active amputees. 

Mr. Chairman, VA has a long history and distinguished history 
of funding innovative and ground breaking projects that have bene-
fitted amputee patients throughout the world. We look forward to 
a continued collaboration with the Department of Defense on this 
effort. Through the partnership we have forged, we have improved 
our ability to identify and serve returning servicemembers that 
have sustained serious injuries or illnesses while serving their 
country. 

This concludes my statement, and I will be pleased to respond 
to any questions. Thank you. 

The CHAIRMAN. Dr. Kussman, thank you very much for your tes-
timony. Mr. Downs. 

STATEMENT OF FREDERICK DOWNS, JR. 

Mr. DOWNS. Thank you, sir. My testimony pretty well reflects 
what you heard today from the other groups. I would just like to 
add, in addition to that, as the chairman of a multi-disciplinary, 
strategic team on amputee care, we have in the VA, getting ready 
to move into a new stage. We want to be able to address the new 
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amputees coming back, but we also have to reevaluate what we 
have been doing with the older amputees, meaning myself I guess. 

We have to ask questions, to determine. What kinds of limbs are 
people receiving. We have a better data system now and we are 
able to start comparing prescriptions. We have the C–Leg now. So 
let’s look at our amputee clinic teams. We need to review the types 
of patients who are receiving the C–Leg and ask are we being ag-
gressive enough in prescribing the C–Leg. 

MyoElectric upper extremities. How good a job are we doing of 
presenting that to the older veterans. A lot of older veterans, like 
myself, are resistant to change, but we don’t know perhaps how 
good those changes could be for us. So we need to explore more of 
those possibilities. 

We have a lot of exciting opportunities coming up with the tech-
nology, our relationship with the prosthetists, the certified 
prosthetists, our certified labs, what we are doing to improve am-
putee care in the Veterans Administration. For the first time in a 
long time, we are having a tremendous push now within the Agen-
cy, starting at the Secretary’s level, right on down to the laboratory 
level. 

We have—for the first time ever in my office, we have a certified 
process prosthetist who works for me and his job is to oversee the 
National Prosthetic Orthotic program in the VA. We have an ongo-
ing dialogue on a day to day basis as to what we are going to do 
to improve our labs, work to develop the centers of excellence, work 
closely with R&D and more importantly, implement those ideas, 
those products coming out of R&D. And those will be extremely im-
portant as we make that technology transfer. That is something 
that all of us look very much forward to. So I would be glad to an-
swer any questions for you. 

The CHAIRMAN. Thank you, Mr. Downs. 
Regrettably, that annoying sound you heard, as I think you 

know, is the call to the floor. There are three votes pending, one 
15-minute vote, which is already under way, and two 5-minute 
votes. So regrettably, we will have to take a brief recess. I would 
just point out that one of those votes is our COLA bill for service-
connected disabled veterans. We previously debated that, and it 
was rolled until right now. So I apologize for this inconvenience, 
but we will reconvene as soon as those votes are over. 

[Recess.] 
Mr. SIMMONS [presiding]. The Veterans’ Affairs Committee recon-

venes after a break to vote, and we thank the witnesses for accom-
modating the sometimes difficult and disruptive schedule that we 
pursue here on Capitol Hill. It is my understanding that of the wit-
nesses on Panel 4, Dr. Kussman has already testified, and that we 
have remaining Dr. Aisen and Mr. Downs. Mr. Downs has left. Ex-
cuse me. Mr. Harman and Dr. Cooper. It is my understanding that 
Mr. Harman would like to proceed at this point. Is that correct? 

Mr. HARMAN. I would. Thank you, sir. 
Mr. SIMMONS. You bet. Please proceed. 

STATEMENT OF BERT HARMAN 

Mr. HARMAN. Well, first, thank you for the opportunity to share 
a private sector perspective on collaboration among the Depart-
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ment of Veterans Affairs, the Department of Defense and the in-
dustry on veteran amputee care and prosthetic research. 

My name is Bert Harman, and I am the president and chief exec-
utive officer of North and South American operations for Otto Bock 
Healthcare, and I am located in Minneapolis. Otto Bock is widely 
known as the developer of the microprocessor- controlled C–Leg, ar-
guably the most advanced prosthetic technology in use today and 
mentioned here several times. I am also appearing, however, on be-
half of the entire prosthetic industry and the many committed pro-
viders and other manufacturers who stand ready to meet the chal-
lenge of ensuring optimal outcomes for military and veteran ampu-
tees. 

I would like to make three points today in my testimony. First, 
the committee can and should be very pleased by the growing col-
laboration among the VA, the DOD and the private sector to meet 
prosthetic technology and care needs for the modern military and 
its veterans. Otto Bock is proud to be an active partner with the 
VA and DOD in this public-private collaboration that is essential 
to developing high quality prosthetics to benefit all persons with 
limb loss. 

Second, though Otto Bock is the largest prosthetic manufacturer 
in the world, we are a relatively small privately held company with 
limited R&D resources. Expanded collaboration with the public sec-
tor, in my opinion, is essential, particularly in the area of clinical 
studies and assessments. For companies such as ours, to continue 
developing technologies that will significantly improve the lives, 
health and productivity of our military and veteran amputees, 
while also assisting Medicare beneficiaries and other private sector 
amputees, VA and DOD assistance, in our opinion, is essential. 

And finally the reinvigoration of prosthetic care and research at 
the VA and DOD may be hindered by an insufficient number of ex-
perienced researchers in the areas of clinical and prosthetic re-
search. This challenge exists in the public sector as well and we 
must do all that is possible, therefore, to further develop internal 
capacity and competency at the VA, remove any and all barriers to 
collaboration between the VA and the DOD so that existing assets 
may be leveraged and create a more streamlined, flexible mecha-
nism for the VA to partner with the private sector to support inno-
vative research and accelerate product development. 

The human toil exacted by military operations in Afghanistan 
and Iraq has been widely reported particularly with respect to 
those men and women whose injuries have resulted in the loss of 
one or more limbs. We applaud the commitment shown by the lead-
ership of both departments to swiftly address the needs of amputee 
patients by ensuring access to the latest and highest quality pros-
thetic technologies and care appropriate for their medical needs. 

The current military’s demand for prosthetic technology that will 
enable military servicemen and combat veterans to return to close 
to pre-injury levels of functionality is driving research and program 
development. This aggressive goal setting is precisely what is need-
ed to further advance the science and standard of care within pros-
thetics. 

The experience of Air Force Lieutenant Colonel Andrew Lourake 
underscores what is possible when a determined and driven indi-



53

vidual is provided with advanced prosthetic technology. Col. 
Lourake, an Air Force pilot in the 99th Air Lift Squadron, lost his 
leg above the knee in 2002 and was the first military serviceman 
fitted with a C–Leg. After multiple surgeries and hundreds of 
hours of physical therapy and retraining, Andrew Lourake was 
cleared last month by the Air Force surgeon general to return to 
active flight status within the military. It is an exceptional story. 

Otto Bock has enjoyed a very strong relationship with the Walter 
Reed Amputee Care Center and is eager to expand these partner-
ships. We are convinced that strong, collaborative relationships 
among Walter Reed, the VA and the private sector will lead to next 
generation prosthetic technologies that enable these dedicated indi-
viduals to fully pursue their lives, be it civilian or military. 

I commend the House of Representatives for its commitment to 
this effort. In particular, I want to recognize Representative Bill 
Young for championing $10 million through the DOD in fiscal year 
2005 to support advanced prosthetic research to be administered by 
Walter Reed. The DOD-VA collaboration also extends to clinical 
studies. As an active participant with these departments in the de-
velopment of clinical assessments, we have been very impressed, 
not only by the partnership itself, but also by the VA’s responsive-
ness to emerging research opportunities. 

From reassigning personnel to Walter Reed to coordinate re-
search efforts to re-recruiting highly specialized talent from the 
Mayo Clinic into the VA to run prosthetic clinical studies, the VA 
has effectively responded to current, as well as anticipated needs. 

In closing, the collaboration between the VA and DOD is work-
ing, but could be further enhanced. I urge the committee to fully 
support the DOD’s—excuse me, the VA’s renewed emphasis on am-
putee care and research through the fiscal year budgeting process. 
To further advance the standard of care and to improve patient 
outcomes, I recommend that the committee explore how additional 
product clinical research capacity and talent may be developed 
within the VA. I also suggest that a streamlined process for private 
sector collaborations and partnerships be explored so that the time 
from innovation to application may be greatly accelerated. 

Otto Bock Healthcare, along with the entire prosthetic industry, 
is committed to enhancing its partnership with the VA and DOD 
to achieve optimal results for those men and women who have so 
bravely served our country. I know you share this goal and I appre-
ciate your attention and the opportunity to testify today. Thank 
you. 

[The prepared statement of Mr. Harman appears on p. 162.] 
Mr. SIMMONS. Thank you very much, Mr. Harman. I appreciate 

your testimony. 
And next, we look forward to hearing from Dr. Aisen. 

STATEMENT OF MINDY L. AISEN 

Dr. AISEN. Is this on? Okay. I want to thank you for your endur-
ance for waiting for us. 

So I work in the research office at the Department of Veterans 
Affairs. 
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Mr. SIMMONS. And we should thank Mr. Strickland for returning 
back, and he will be our official ranking member, even though he 
is on the far corner there. 

Dr. AISEN. And just to review for people, the research appropria-
tion in VA is a purely intramural appropriation. So we support re-
search efforts in VA to work with veteran patients and only sup-
port VA employees conducting research. That doesn’t mean that we 
don’t do a lot of partnering, as you have heard about today, with 
the Department of Defense, also with the NSF, with DARPA, with 
the NIH (even occasionally) and obviously with private industry. 
Through our tech transfer program, we have cooperative research 
and development agreements and other mechanisms for partnering. 
We really appreciate the opportunities. 

I heard a lot of things today. I heard a lot of things about low 
vision and blind care and I heard a lot of things about neural pros-
theses and innovative prostheses and innovative approaches to pre-
serving limbs, and extending limbs, and osio integration. And there 
are just many, many questions that beg investigation that we are 
hoping to approach within VA research in collaboration with the 
clinical side of the house. And to my left is Dr. Rory Cooper who 
for a very long time, in addition to his many other duties, has been 
kind of the consumer report person of wheelchairs. 

So that although people in rehab, particularly I think, rely on the 
private sector to learn about medical equipment necessary for giv-
ing best care to people with impairment and disability, you do need 
that objective assessment of what is out there commercially so that 
we can compare products and know what the very best is. It can’t 
solely be commercially driven. And that is the nice balance I think 
that we have in VA and in having a federal research enterprise. 

So that maybe I can pull together what has been said today to 
make a little bit of sense of it. DARPA, which is a very high risk, 
very sort of basic kind of research, produces a lot of materials and 
technologies that eventually can make their way to help veteran 
care. And we are hoping that we can serve as an incubator and as 
a clinical research testing site for a lot of their technologies. 

Brett Giroir and I have met a number of times about robotic 
interventions, about new prosthetic opportunities, about retinal im-
plants. And it is through DARPA and NSF collaborations that we 
have brought retinal prosthesis to the VA. And retinal prosthesis 
have the opportunity of turning the blind veteran into the low vi-
sion veteran simply by replacing retinal function, but also may 
have a therapeutic effect on the retina itself. 

And we have two sites now engaged in doing this. One that is 
an NSF and VA funded site in Boston and one that is a private 
industry VA site in Atlanta. Our place in Atlanta also does work 
on measuring best outcomes for people in blind rehab so that we 
can have some data that can drive policy. They actually contributed 
to doing the gap analysis that was alluded to earlier and I think 
it is, you know, our view that cost is an issue. 

We don’t want to be the cheapest, we don’t want to be the most 
expensive, we want to do the right thing. And I think underlying—
a question that I thought was—provoked me a lot through the day 
was, what is best care. We know a lot about what intuition or com-
passion may tell us about counseling and peer counseling, which 
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are all good things, but we need to test these hypotheses so that 
we can know how much and who and when. And we are trying to 
address all those questions within the research office. 

So just so I can kind of mention, with DARPA and NSF, we got 
our retinal implants, our cortical chips, better materials for osio in-
tegration so that these things don’t corrode. We need the input 
from these very highly skilled technical engineering people and we 
also need a lot of input from the consumers and the veterans. And 
I think it was just a very good hearing today because you got a 
glimpse of what everybody felt they needed. And I see my red light 
is on. So I thank you for your time. 

Mr. SIMMONS. Thank you very much, Dr. Aisen. 
And now we will go to Dr. Cooper. 

STATEMENT OF RORY A. COOPER 

Mr. COOPER. Thank you, Mr. Chairman and members of the com-
mittee. I speak to you today in my role as a veteran with a spinal 
cord injury who has been a benefit—who has benefitted from re-
search, and as a VA research scientist. For 24 years, I have been 
the user of multiple assistive devices and I am actually using a lot 
of our advanced research today, if you would like to see it, and 
have used a wheelchair as my primary means of mobility. I have 
also been a funded VA research scientist for nearly 15 years and 
director of the Human Engineering Research Laboratory since 
1994, which is one of the VA’s designated centers of excellence in 
rehabilitation, research and development. 

I am going to confine my remarks to how ongoing research and 
development intersects with the promotion of full participation in 
the society of veterans with severe mobility impairments, which is 
our center’s main concern. The increase in military deployments 
oversees has provided a steady stream of young veterans with dis-
abilities. It is important to note that a large percentage of veteran 
wheelchair users are from special disability populations such as 
spinal cord injury and dysfunction, traumatic brain injury and am-
putation. 

There are a number of other veterans who are using or will likely 
use wheelchairs in the future. The chances of acquiring a disability 
increase with age and people over 65 represent about 43 percent 
of individuals with severe disabilities. Over 35 percent of VA users 
are over 65 or older compared to only 17 percent in the general 
population. 

While VA predicts that the total number of veterans is likely to 
decline by 19 percent between 1990 and 2020—this is without ac-
counting for the war on terrorism and other hostilities—the num-
ber of older veterans from Vietnam and Korea conflicts was ex-
pected to climb sharply. VA has shifted focus from hospitalization 
to community integration. For veterans with disabilities, assistive 
technology is critical to promoting this effort. 

While our center is focused on veterans, we would be remiss not 
to address the broader needs for wheelchairs. In the U.S., an esti-
mated 2.2 million people currently use wheelchairs for their daily 
mobility; worldwide, an estimated 100 to 130 million people with 
disabilities need wheelchairs, but less than 10 percent own or have 
access to one. While these numbers are staggering, experts predict 
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that number of people who need wheelchairs will increase by 22 
percent over the next 10 years. 

One of the leading causes of disabilities in the world can be at-
tributed to land mines, particularly in developing Nations, leading 
to over 26,000 people injured or killed by land mines worldwide 
each year. Given that major limb loss, spinal cord injury and trau-
matic brain injury affect a growing number of military personnel 
serving in Operation Enduring Freedom and Operation Iraqi Free-
dom and other foreign deployments, further research is particularly 
important. 

There is an overwhelming need for wheelchairs and prosthetic 
limbs and the research and development required to make them 
safer, more effective and widely available. This was pointed out by 
the VHA Rehabilitation Strategic Healthcare Group who identified 
the following areas as being of particular importance: practitioner 
credentials, accreditation, device evaluation, device user training, 
patient education, clinical prescribing criteria, national contracts 
and access to new technologies. 

Wheelchair-related research is a broad topic with many focused 
areas of investigation. The studies proposed in the studies that we 
have proposed involve remote monitoring, vibration exposure, clin-
ical education to assistive technology. Recent deployments have 
also resulted in a large number of young, military aged American 
veterans with amputations, the largest number since Vietnam. Vet-
erans of the Vietnam war were the last major influx of individuals 
who acquired traumatic or surgical amputations from injuries sus-
tained during conflict deployment. 

Since that time, the focus of prosthetic design has shifted away 
from deployment related traumatic amputations and moved to-
wards older individuals who have required amputations due to pe-
ripheral vascular disease. Clearly, there is a need for deployment-
related research and development, especially for veterans with 
traumatic limb loss. 

The main reason I have been involved with research and devel-
opment in the VA for the past 15 years is that I felt that the VA 
is a particularly favorable place for providing excellent prosthetics 
and assistive technology services. Among VA’s advantages are the 
computerized patient record, including the national prosthetics pa-
tient database, and the veterans themselves who are a particularly 
rewarding group to work with and who participate in research 
more actively and with greater enthusiasm than the average per-
son in the private sector. In addition, the VA has a long history of 
notable accomplishment and rehabilitation research and clinical 
service delivery often setting the standard for this field. 

I would like to address our research—how our research benefits 
veterans from within the VA healthcare environment. I will limit 
my remarks to our programs in Pittsburgh; however, other VA 
medical centers have analogous stories. Our VA research program 
covers a wide spectrum of studies and development projects, from 
basic biomechanics through the development of new devices to clin-
ical studies and new structures of service delivery. All of our stud-
ies are veteran-focused and many of our research and development 
concepts are directly inspired by veterans’ needs. 
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For example, a fundamental driver for the high prevalence of 
upper extremity pain and joint degeneration is the improper select-
ing and fitting of manual wheelchairs. My colleagues, Drs. Michael 
Boninger and Alicia Koontz, were intimately involved in clinical 
practice guidelines with a consortium of organizations, including 
the Paralyzed Veterans of America, to reduce the incidence, if not 
prevent, repetitive strain injuries to the upper extremities. Many 
of the recommendations were based upon their work on bio-
mechanics of manual wheelchair propulsion and modeling of the 
upper extremities. 

These studies were able to show that the use of ultra-light 
weight wheelchairs fitted for the user placed less stress on the 
upper extremities during propulsion and reduced the incidence of 
pain and injury. In addition, it prompted the design of more 
ergonomically designed manual wheelchairs and components 
through the application of advanced engineering materials, design 
processes and manufacturing techniques. Manual wheelchairs 
today are nothing like the first wheelchair that I received 24 years 
ago. This is an example of how a problem faced by many veterans 
who use wheelchairs was investigated and led to new products and 
changes in clinical practice. 

I mentioned the development of clinical practice guidelines ear-
lier, but VA has also been a leader in the development and applica-
tion of technical standards, especially for wheelchairs. Technical 
standards help to ensure minimum quality and allow the objective 
comparison of products or services. There is currently a suite of 
technical standards adopted by the Rehabilitation Engineering As-
sistive Technology Society of North America and the American Na-
tional Standards Institute that the VA uses in its purchasing deci-
sions. VA research and development has been, and continues to be, 
a cornerstone for clinical and technical standards development. 
These standards affect thousands of veterans who use wheelchairs, 
and millions of non-veterans with disabilities. 

Mr. Chairman, I have tried to give a few examples of the spec-
trum of wheelchair and rehabilitation engineering research in 
Pittsburgh and to show you how it is integrated into VA medical 
care, which is our primary focus. I will be happy to answer any 
questions that you may have. Thank you. 

[The prepared statement of Dr. Cooper appears on p. 171.] 
Mr. SIMMONS. Thank you very much for the testimony. I thank 

everybody for their testimony. We have heard a lot this morning 
and we are now into the afternoon. And the question that I would 
like to ask is a somewhat general and perhaps even philosophical 
question. Mr. Harman has given us an interesting presentation on 
how science and technology has made tremendous breakthroughs 
and Dr. Aisen has raised the question of choices. 

I served as a Senate staffer many years ago and used to see Sen-
ator Bob Dole on a regular basis. And two things were always ap-
parent about Bob Dole. He had the Purple Heart button in his 
lapel, he always wore it, and he always carried a pencil in his right 
hand. He carried a pencil in his right hand because he couldn’t 
shake hands with his right hand, as I recall, and that was his way 
of identifying that he had received grievous wounds during World 
War II. And yet at no point in his career that I am aware of did 
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he make the decision to take advantage of the newer technologies. 
So he chose, I guess to say, he chose to stick with the pencil. 

Our colleague or my colleague, my comrade in arms, Mr. Downs, 
who was wounded in the Vietnam war, and welcome home. It is 
good to have you back. 

Mr. DOWNS. It is good to be here. 
Mr. SIMMONS. It is great to have you here. We thank God every 

day, don’t we? 
He has chosen a metal prosthesis, and yet just earlier today we 

had two young soldiers back from Iraq, one of whom was using a 
hand that has amazing properties and yet you have chosen not to 
use the hand. He chose to use the hand. We have had testimony 
today from Dr. Cooper who, I understand among other things, is 
a champion wheelchair racer. Is that true? 

Mr. COOPER. At one time, yes. 
Mr. SIMMONS. At one time. I will bet. Well, I used to be a runner 

at one time. Now I am just a jogger or a loafer I guess you could 
say. But a racer. In other words, you raced in these things. 

Mr. COOPER. That is correct. 
Mr. SIMMONS. I have had the experience of riding a Segway, 

which I am told was designed so people who are confined to wheel-
chairs actually have a chance to stand up and be vertical and be 
high and be eye to eye. So the Segway is an amazing piece of tech-
nology that may have some applications for those who currently 
use wheelchairs. 

And so the essence of my question goes to the panel to answer 
in any way they wish, but in particular, I would focus on Dr. Coo-
per and Mr. Downs. How does choice factor in to your decisions to 
use the devices that you use and is the technology keeping up with 
what you want or have you decided that the level of technology you 
have is adequate for you even though there are more technological 
devices out there? How do veterans working with the DOD and the 
VA ultimately make these choices? How does that process work 
and is it working well? 

Mr. DOWNS. Well, in my own case, when I started working with 
Walter Reed, both Walter Reed and myself wanted to—I wanted to 
try the MyoElectric arm, but I am so used to using the arm I have 
been using for 36 years, to me it is convenient. It is like a pair of 
shoes. I hate to get a new pair of shoes because you have to break 
them in. So it is like this: when it fits me right, it is just right. 

I am going to get the MyoElectric arm just because I am curious 
and I want to do a comparison. However, one of the differences is 
that it takes a lot of training to put the electrodes on my stump 
and to go through the exercises so I learn how to control it prop-
erly. And that takes time. And so I haven’t had the time to do it. 
And it is heavy. So I am sort of—I am happy where I am with it, 
but I do want to try it for curiosity, but it is nice to know in the 
VA I have the choice of doing it if I want. 

When the C–Leg first came out, we were very suspicious that the 
technology could be that good. One of my employees, a Marines 
who lost his leg above the knee in Vietnam, decided to try it and 
see if it would work. We figured he was pretty cynical and if he 
liked it, then we might make a good decision on it. And he was 
amazed. It made such a difference in his function. 
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We started pushing the C–Leg throughout the VA system and it 
was relatively new. So we need to expand the effort to prescribe 
high tech prosthetics. Veterans have the choice and they come to 
us to ask for new devices. We see from our records that we are pro-
viding more and more high tech, especially things that make life 
more comfortable and functional. Not like the racing limb that we 
saw earlier, but the energy storing fact. The ongoing storing fact 
is an advance. It is good for just about all categories of amputees. 
Then variations in the technology, but we are providing a lot of 
newer technology. 

The endoskeletal systems replace the exoskeletal systems for the 
most part. So yes, the choice is there. We try to make sure that 
the amputee teams are educated and providing information to the 
amputees, but we find a lot of the amputees get the information 
and come to us and ask for it too. So the choice is there and we 
want people to have that choice. 

Mr. SIMMONS. Thank you very much. 
Dr. Cooper, any thoughts on choice? 
Mr. COOPER. Yes. I am a little different than Fred, I guess. I like 

to try what is newest. I guess that is being an engineer and a sci-
entist. So—and also as you grow older, especially I think for wheel-
chair users, you want to maintain as much of your function and 
your ability to participate in the community and the newer tech-
nology allows that to happen. And so both from a professional and 
personal perspective, I am always looking for whatever new tech-
nology can help maintain or improve my function. 

As far as choice for the veteran, my personal philosophy, and I 
think a philosophy that permeates much of the VA, is that the vet-
eran should be part of the team in selecting their technology and 
that the role of the clinicians and the VA is to provide the veteran 
with options to inform them of what is available and how that 
might work for them and so that the veteran ultimately can make 
informed decisions and that the veteran should be, in the end, lead-
ing the process for what technology will work best for that indi-
vidual. 

And I work and use my wheelchair, you know, 16, 18 hours a 
day, 365 days a year. It is hard for a clinician, on one or a two hour 
visit, to make that decision without including me in that process. 
And I think that is true of most veterans. And I think the VA em-
braces that and understands that process. 

Mr. SIMMONS. I appreciate that. I see I have got my red light. 
See, red lights apply to us as well. So I now yield—— 

Mr. RODRIGUEZ. I would like for the chairman to take time to 
allow the good Dr. Kussman to answer you, I think. 

Mr. SIMMONS. Yes. He is looking eager. I reading you wrong? 
Dr. AISEN. I think that clearly we always have to look at what 

the veteran wants when we do research, but I remember personally 
that I didn’t think the Internet was all that exciting at first, you 
know, when DARPA first invented it or a former vice president in-
vented or whoever invented it. And now I can’t live without it and 
I think most of us can’t. And when we brought osio integration to 
veterans at the winter games a couple of years ago, most people 
were horrified. They said, ‘‘I don’t want anything like that.’’ 
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But the more we looked at European experience, the more we re-
alized there was something there and that people feel this is part 
of their body, they are able to perceive vibration and position. So 
we think this is something that begs investigation and we may—
we need to make available to our veterans, at least learn how to 
make it possible for them to have it. 

A couple of other things I wanted to mention. One is that Gail 
Reiber, one of our researchers, has been studying people who have 
had lower limb amputation and been living with them since World 
War II, since Korea, since Vietnam. And there is, of course—I 
mean, everybody observes this, but this is now documented, a very 
high rate of arthritis in the opposite limb and the low back. And 
so we can’t just sit and be comfortable if we know that there are 
complications that can be avoided. 

There is also the issue of people who have diabetes, lose a limb 
and never walk again so that technology could be very liberating 
for them too. And then finally, there was talk earlier about the 
DARPA chip in the monkey. I mean, once we can have—and those 
chips are going to be implanted in quadriplegics this summer up 
in New England so that they can perhaps learn to control an envi-
ronment. Well if that chip can control an environment, that chip 
can contribute to a better prosthesis. So there is always something 
possibly better out there and I think that as comfortable as people 
may be, we are obligated to see what is possible for them. 

Mr. SIMMONS. Yes, Dr. Kussman. 
Dr. KUSSMAN. Mr. Chairman, I just wanted to say that looking 

at the C–Leg in particular, the data that we have is—and it is not 
perfect data, but we have, in 2003, purchased and worked with a 
veteran for a hundred and twenty-four-plus C–Legs in the VA. 

So it is there and when it is appropriate—one of the things that 
we have talked about among ourselves and with Walter Reed is 
that if you look across the spectrum of amputees, you know, we are 
focusing on young people who are mobile and want the good ankle 
and the C–Leg and all those other things and that is critically im-
portant. But to look at our preponderance of amputees in the VA, 
our more geriatrics vascular types, and the C–Leg may not be the 
appropriate thing for them because it may not be of value. 

So from a clinical perspective, you have to go on a case by case 
basis on what the individual wants and what is clinically appro-
priate for them because if giving them a C–Leg doesn’t make them 
any better, in fact, some ways can be counterproductive for them 
and they might be like Fred, you know, they don’t like anything 
new. 

Mr. SIMMONS. Mr. Harman. 
Mr. HARMAN. Mr. Chairman, if I may just add to that. The ques-

tion of choice is a subjective thing, and I think this is really what 
we are talking about. And not all technology is appropriate in every 
situation. And the fundamental research that we are talking about 
doing, both at the DOD and the VA, is good, clear outcome studies 
that can point in the direction for good, clinical protocols. And then 
it would lead us to the appropriate product and the appropriate 
technology. 

So—and that hasn’t been done in our industry. Our industry has 
been focused in the private and public sector on basically applying 
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existing science and technology. And we really haven’t spent the 
time on good clinical protocols and outcomes such as the pharma-
ceutical industry and other medical device industries. That is what 
is fundamentally missing and that is one of the requests that we 
have of the VA and DOD. 

Mr. SIMMONS. I think that is a very good point, and I agree with 
you that other industries have done that very successfully. And so 
that represents some place for us to go in the future. 

I have consumed a lot of time. Mr. Strickland, please. 
Mr. STRICKLAND. Mr. Chairman, it was time well spent, I believe. 

Mr. Chairman, I have here a letter from Richard Fuller, who is the 
National Legislative Director of the Paralyzed Veterans of America. 
It is a letter that he had sent to Senator Stevens regarding appro-
priations for DARPA, and I was wondering if I would be able to 
submit that for the record. 

Mr. SIMMONS. Absolutely. Without objection, and hearing none, 
so ordered. 

[The provided material appears follows:]
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Mr. STRICKLAND. Thank you, Mr. Chairman. I want to thank you 
for your testimony, and I want to thank you for what you are 
doing. To hear about the work to me is exciting because you won-
der what else is out there. What more can be done. And I would 
just—I have got a concern, which I am going to share and this is 
my concern. The VA HUD bill is currently in committee and my 
understanding is that we have just had two attempts in that com-
mittee, in the conference committee, to increase funding. Both of 
those attempts were voted down. 

In fiscal year 2004, for medical and prosthetic research, approxi-
mately $406 million was appropriated. That is for 2004. The VA 
budget request for 2005 for medical and prosthetic research is $385 
million. That is $21 million less than was appropriated in 2004. 
And the committee staff tells me that the problem may be even 
greater than that. It may not be $21 million, it may be because of 
various accounting procedures. It may be as much as $50 million 
less for this research in 2005 than was appropriated in 2004. 

And Dr. Kussman, I guess the question that I would ask you is 
how are you going to deal with that? How are you going to eat that 
kind of loss or deal with that kind of loss and still carry out, you 
know, this vital research that we all believe is so important? 

Dr. KUSSMAN. I am not sure how to answer it because I was—
I am not really—I wasn’t as knowledgeable about that deficit that 
you are commenting on and certainly would have to go back and 
look at that issue. I know there is some budgetary issues that are 
going on, but I—certainly that would be a challenge for us. 

Mr. STRICKLAND. Mr. Chairman, I am not going to ask another 
question and I—I mean, I know where you stand on these issues. 

There is absolutely no doubt the chairman here is a champion for 
you and for what you do, but I am just disturbed that at a time 
when we are creating more and more people who may be in need 
of benefitting from this kind of research that—I mean, I just think 
it is ghastly. I think it is shameful. I don’t know what word to find 
to apply to a decision to cut funds for this kind of vital work. It 
just seems appalling to me. I want to thank you for your testimony, 
for your information, your dedication and for your inspiration. 
Thank you very much. 

Thank you, Mr. Chairman. 
Mr. SIMMONS. And thank you, Mr. Strickland, for raising that 

issue for the record and I welcome the letter from the DVA. I am 
sure it will be very helpful to us. I thank Mr. Strickland for his 
kind words, but I will say that there are many fighters for the vet-
erans in this committee, both sides of the aisle. Certainly our chair-
man Chris Smith, our ranking member Lane Evans, Mr. Rodriguez 
and I and others have made our voices heard on these subjects and 
we will continue to fight as hard for our veterans today and in the 
future as they have fought for us in the past. 

I want to thank this panel in particular. We would have liked, 
if the table was large enough, to place them with some of the ear-
lier panels, especially those that featured our soldiers from the 
Vietnam war and from the war in Iraq who are using some of the 
devices that we talked about, but unfortunately, the table is of lim-
ited size. 
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Your contributions to the committee are exceptional. We appre-
ciate it. The testimony that you have provided today will be incor-
porated into our efforts to create better policies for the future and 
to work to fund those policies. And I thank you. 

And if there are no other comments for the record, this hearing 
is now adjourned. 

[Whereupon, at 1:39 p.m., the committee was adjourned.] 



65

A P P E N D I X 



66



67



68



69



70



71



72



73



74



75



76



77



78



79



80



81



82



83



84



85



86



87



88



89



90



91



92



93



94



95



96



97



98



99



100



101



102



103



104



105



106



107



108



109



110



111



112



113



114



115



116



117



118



119



120



121



122



123



124



125



126



127



128



129



130



131



132



133



134



135



136



137



138



139



140



141



142



143



144



145



146



147



148



149



150



151



152



153



154



155



156



157



158



159



160



161



162



163



164



165



166



167



168



169



170



171



172



173



174



175



176



177



178

WRITTEN COMMITTEE QUESTIONS AND THEIR RESPONSES



179



180



181



182



183



184



185



186



187



188



189



190



191



192



193



194

Æ


		Superintendent of Documents
	2013-01-25T12:39:24-0500
	US GPO, Washington, DC 20401
	Superintendent of Documents
	GPO attests that this document has not been altered since it was disseminated by GPO




