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THREE YEARS AFTER 9/11: IS VA PREPARED
TO FULFILL ITS ROLES IN HOMELAND SECURITY?
THURSDAY, AUGUST 26, 2004

HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC
The committee met, pursuant to call, at 10 a.m., in room 334,
Cannon House Office Building, Hon. Christopher H. Smith (chairman of the committee) presiding.
Present: Representatives Smith, Miller, Beauprez, Evans, Snyder, Rodriguez, Michaud, and Herseth.
OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. The committee will come to order. I wish everybody a good morning.
Today’s hearing is prompted in part by the release of the final
report of the 9/11 Commission chaired by my good friend and the
former governor of New Jersey, Tom Kean, and Lee Hamilton, a
distinguished member of the House and former chairman of the
International Relations Committee, and also a good friend. This
Commission undertook a very difficult and emotional task, examining a series of events that began many years ago, but ending
with stunning and tragic consequences almost 3 years ago.
The report of the Commission paints both with broad strokes and
very precise ones that capture excruciating and important details.
Reading it arouses diverse emotions from anger at the cold-blooded
assassins, regret that plans to protect our country did not envision
such a murderous plan, admiration for those who struggled to save
their fellow citizens who gave up their own lives in the process, and
resolve that we should not be caught unaware in the future.
Notwithstanding all of these emotions given the passage of time,
there is a human tendency to become complacent, to let down our
guard. Many of us face multiple challenges that demand our attention, including unanticipated changes in our work, family and crises such as a relative with a serious illness or even an unexpected
car repair. Although some wish it were not so, our thoughts and
members of the attacks of certain are sometimes displaced by more
pressing recent events. I view the 9/11 Commission report as a national alarm bell and a blueprint for action. I do not think that the
Commission estimated the dangers which still confront this Nation
(1)
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as we gather here today, although no one can say for certain when
and where our enemies will attack next.
And although the Commission has made no specific recommendations with respect to the Nation’s plan to provide needed medical
response if the next attack results in mass casualties, we would be
myopic in the extreme if we did not realize that this is an essential
part of preparedness planning.
In October of 2001, this committee examined in some depth the
plans of the United States to respond to the need for medical treatment in the event of a disaster or attack. We learned how much
was anticipated by the planners, and how insistent the planners
had been on the need to practice the response to disaster or attack.
A sinister plan to harm American political leaders resulted in the
deaths of several postal workers from exposure to poisonous anthrax. I would point out parenthetically that the letters that contained anthrax were processed in a postal facility in my hometown
of Hamilton, New Jersey.
That facility was closed for more than a year and has only recently been available for reoccupation. Congress was stunned by
the dangers which had literally arrived in our mailboxes particularly over on the Senate side, and massive office buildings were
sealed off for weeks or months because of the danger that they
posed to the men and women who worked in them.
In the midst of that second attack, we learned that no one had
really anticipated an event of that nature. Public safety officials
lacked essential information about how to respond to this attack,
how to treat the effects of that poison or what further preventative
efforts might be undertaken. And I would just again say parenthetically I sat in on many of those meetings. Many, many good
people at the State level, the local level, CDC and the like, were
all there trying to work that issue, but in many ways the protocols
weren’t there. The prescribed how to’s weren’t there in the event
of that kind of an attack, and chaos was regrettably the order of
the day.
Although the attacks we have experienced in the last 3 years can
be seen perhaps as a local crisis, foresight requires that we plan
our response to future attacks with the entire Nation in mind, and
perhaps even simultaneous attacks. Our inability to imagine the
nature of past attacks is an important lesson for those planning a
medical response to future attacks. It is instructive to review one
of the most important questions about security planning asked by
the 9/11 Commission and its grim conclusion. They said who is in
charge? Who ensures that agencies pool resources, avoid duplication, and that they plan jointly? Who oversees the massive integration and unity of effort necessary to keep America safe? Too often
the answer is no one.
Although the Commission was referring to struggles to protect
our Nation’s security, its questions seemed equally applicable to efforts to provide medical treatment to our service members and to
our citizens in the event of an attack by terrorists, especially chemical, biological or radiological. At our hearing in 2001 we probed the
role of the Federal Emergency Management Agency, or FEMA, in
coordinating the medical responses to disasters, both natural and
man-made.
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Unlike national security agencies as the NSA and FBI, FEMA
must rely on other agencies, community-based organizations, and
volunteers to respond to emergencies. Every year hurricanes,
floods, and wildfires test FEMA’s ability to coordinate federal and
local forces called to respond to threats to life and to property. In
many cases, the VA has played an important, and, in some cases,
an essential role in that response.
According to an article written by Dr. Kristi Koenig last year,
she points out, and I quote her, ‘‘The VA has been requested to assist in every disaster declared by the President, beginning with
Hurricane Andrew in 1992 when the Federal Response Plan was
first used.’’
Although property damage from natural disaster easily exceeds
billions of dollars a year and lives are tragically lost in many of
those disasters such as Hurricane Charley less than 2 weeks ago,
the system for responding to mass casualties has fortunately not
been put to the test, and we hope it never will be, but we have to
be prepare for the worst. Perhaps it is better to refer to the national network of medical responders as an alliance or a cooperative instead of a system. Surely and clearly, we have no federal
health system designed to meet the needs of Americans injured by
terrorist attacks. In absence of such a system, that makes the VA
increasingly important.
Our hearings of 2001 and 2002 also give us a baseline from
which we can evaluate the planning and actions which have taken
place since 9/11. Several conclusions can be made based on the earlier hearings and more recent discussions with administration officials such as from a national planning perspective, the VA is the
only Federal agency capable of assembling a large number of individuals to treat mass casualties.
Although other providers may volunteer to care for the injured
or wounded, they cannot be ordered to do so. Thus the VA is seen
as an essential element of any planned response to an attack using
weapons of mass destruction. As we all know, VA operates 158 hospitals, over 850 outpatient clinics, 133 nursing homes, 206 counseling centers, and 42 rehab residential rehabilitation treatment
programs. VA employs over 15,000 physicians, 58,000 nurses and
assistants, 3,600 pharmacists and more than 130,000 ancillary
staff.
However, VA sees its main preparedness function in narrower
terms since it has not received resources or authority to carry out
any broader function. There are explanations, but perhaps not justification for this apparent contradiction. In the past 31⁄2 years, VA
Secretary Tony Principi and other top officials such as Deputy Secretary Gordon Mansfield, who will testify shortly, have had their
hands full in terms of responding to the record number of veterans
seeking VA health care and disability benefits.
So the tyranny of the urgent tasks may be crowding out the important ones requiring perhaps more reflection and action. Second,
the Congress and the administration have consolidated many functions pertaining to homeland security and the new Department to
‘‘oversee the massive integration and unity of effort necessary to
keep America safe.’’ How effective this organization has been in improving our ability to respond to attacks is an important but still
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not fully answered question. More importantly, this reorganization
could also contribute to an attitude of it is up to the Department
of Homeland Security to figure that out.
Even though cooperation among agencies continues, the sense of
urgency perhaps might dissipate. It should also be noted that some
of the most important 9/11 Commission recommendations are addressed to the Congress and the way it divides power into competing committees. Whether and how Congress will make changes
in its structure and operation to improve the Nation’s security is
also an unanswered question. Nevertheless, this committee must
ask if enough is being done to reassure Americans and the Nation
that we have an effective medical response plan. Are we paying
enough attention? If the resources are not flowing to ensure that
VA and its employees can respond in the event of an attack, what
should be done?
In that regard, I must mention my great frustration with the
short-sighted efforts which have led to the denial of federal funding
for four emergency medical preparedness centers which we authorized 2 years ago. Last year, the House acted overwhelmingly to
make funding available only to see its voice silenced in an
unamendable conference report that kept the bar in place. I personally have spoken to those opposed to funding these centers, and I
was the sponsor of that bill and that amendment. Their attitude
is that some agency other than the VA should undertake the mission of understanding how to treat veterans injured from chemical,
biological nuclear or explosive weaponry.
This attitude defies rational explanation and is an example of the
‘‘failure of imagination,’’ to use the memorable phrase used in the
report of the 9/11 Commission. Although it appears that Iraq destroyed or transferred its stores of chemical and biological weapons
prior to being invaded last year, who doubts that Iran and North
Korea possess or seek to possess such weapons? Our relationships
with both Pakistan and India, nations that already possess nuclear
weapons, could forseeably lead to our troops being exposed to such
weapons, if peace-making efforts and diplomacy do not succeed. Although the Department of Defense has generated important scientific information concerning the health effects of these weapons,
it is the VA which must be prepared to deal with the long term and
as well as intermediate term effects if service members are exposed
to them. The VA must be an active participant in understanding
the prevention and treatment of illnesses and injuries caused by
such weapons, and I call upon the members and the administration
who are against it to rethink their opposition to funding these centers.
Let me conclude by calling attention to one of the more successful collaborative research efforts between the VA and the Department of Defense. As we learned at a committee hearing last month,
the Federal Government is organizing an effective and compassionate response to the needs of American soldiers who have received wounds resulting in amputations during the wars in Iraq
and Afghanistan. Witnesses from the Army’s Walter Reed Medical
Center and the Veterans Health Administration depicted a commendable spirit of cooperation and discovery guiding their efforts
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to provide the best care to these severely wounded service members
and veterans.
Because the mission is clear and these service members are so
deserving, providers have been ignoring at times regulations and
budget restraints and are cataloguing new knowledge about treatment choices that will improve the lives of all humans who suffer
from limb loss.
It was both inspiring and instructive to hear what it takes to ensure that the treatment needs are being met, nothing is being left
to chance. Further, service members and citizens are counting on
us to learn from this successful effort. In doing so we must be
mindful that the formulation of new policy and plans cannot succeed if we do not make it our highest priority. As the chairman and
vice chair of the 9/11 Commission noted, and I quote them, ‘‘We are
in the midst of a presidential campaign. Our two great parties will
disagree, and that is right and proper. But at the same time, we
must unite to make our country safer.
‘‘Republicans and Democrats must unite in this cause. The American people must be prepared for a long and difficult struggle,’’ they
went on. ‘‘We face a determined enemy who sees this as a war of
attrition, indeed, as a great struggle. We expect further attacks
against such an enemy. There can be no complacency. This is the
challenge of our generation. As Americans we must step forward to
accept that challenge.’’
[The prepared statement of Chairman Smith appears on p. 79.]
The CHAIRMAN. I would like to now recognize my good friend and
colleague who is here. We will be joined shortly by Lane Evans. He
is on his way back, the ranking member, but he has had some
plane difficulties, I understand. But Mr. Rodriguez will also give an
opening statement.
OPENING STATEMENT OF CIRO D. RODRIGUEZ

Mr. RODRIGUEZ. Thank you, Mr. Chairman. And I want to personally thank you, first of all, for conducting this particular hearing, especially during the recess, and for bringing us back to talk
about a key issue that we all recognize that is important to all of
us, and to our military as well as our veterans and the Nation as
a whole.
But first, I want to take the prerogative as the ranking member
now to just recognize a San Antonian who is here, Dr. Jay Wise
who is a CEO of Wise Knowledge Systems in San Antonio, Texas.
I am going to ask him to rise. Wise Knowledge Systems has produced an important medical readiness application known as Smart
Tool that is now used by the Navy and Marine Corps that addresses medical readiness of active-duty personnel.
As you well know, the VA, we have always strived to try to be
able to pick up that military personnel as soon as they become a
veteran, and this is a system that might be worthwhile looking at.
This program has strong support at the highest level of the Navy
and I believe that it may be very useful to the VA system as well.
This Wise Knowledge Systems technology could help assure the
optimalization of scarce VA resources and provide needed strategic
planning assistance in support of the VA mission. And I want to
thank Dr. Wise for being here. Dr. Wise, would you please rise?
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Can I ask for a show of hands for Dr. Wise. Thank you very much
for being here.
Mr. Chairman, let me once again thank you, and I am pleased
to be here to discuss the VA’s role in the medical emergency preparedness and how important that is. Congress will soon be considering the 9/11 Commission report, which includes recommendations
in preparing our Nation to prevent future terrorist attacks. However, I am concerned that the report did little to address improvements needed in the emergency response in the wake of another
major terrorist event. We have all been told that it is not a matter
of if, but when one will happen, and I believe, as many of my colleague on this committee do, that the VA system can play a very
critical role in responding to the medical emergencies that may accompany such an attack.
And one of the missions of the VA is to do just that. And we need
to do whatever we can, and I want to thank you for highlighting
what the infrastructure of the VA throughout this country already
has, Mr. Chairman, because with we all know that one of the few
areas in this country that can respond from a medical perspective
is the VA system.
So I want to personally thank you for doing that. The committee
certainly thought so when we approved legislation almost 2 years
ago to establish four new centers of emergency preparedness. And
when we drafted that legislation, it was with the intent that we
could move on that as quickly as possible so we could begin to prepare not only for the medical but be able to respond to an emergency, both man-made and natural.
Congress went on to approve the legislation, and I want to thank
the chairman for his efforts in that area on a bipartisan way which
was sent to the President for his signature. However, help is needed in order for these medical emergencies and medical centers to
be funded. Unfortunately, we have come across numerous stumbling blocks in this process, not the least of which is a federal funding that has not occurred. Since we have enacted the authority for
these centers, I have attempted to seek emergency supplemental
funding for them but have lacked the crucial support of the congressional leadership despite widespread support from members on
both sides of the aisle.
Chairman Smith and Ranking Member Evans, your leadership
on this issue has been unwavering, and once again, I want to
thank you for your efforts in those areas and the words that you
have already expressed with the introductory comments. I am
pleased that we have a new provision, H.R. 4768, which may help
us ensure that these centers are funded in the near future. I intend
to work closely with the concerns of the members to make this happen. This is an area that we can make happen, we need to move
on, and I know that the committee on Homeland Security and the
appropriations had some concerns about the role that the VA
should play. We are the only ones that have the hospitals. We are
the only ones that have the clinics, with the exception of the Department of Health but this is one of the areas where we can play
a very significant role and we should be doing that. So Mr. Chairman, I want to thank you for conducting this hearing.
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The CHAIRMAN. I thank very much my friend and colleague from
Texas. The Chair recognizes the gentleman from Florida, Mr. Miller.
OPENING STATEMENT OF JEFF MILLER

Mr. MILLER. Thank you, Mr. Chairman. And again I appreciate
your calling this hearing today. As you may well know, my good
friend and colleague, Mr. Boozman, and I just returned from the
Middle East just yesterday afternoon and I do want to say that
Iraq and Afghanistan are not the same places that they were a
year ago. I think it is important that we talk about and remember
the sterling job that our armed services are doing in those areas
of operation. I wanted to take a small moment to highlight the successes that they are having and have realized in their liberation
and reconstruction efforts because as usual the mainstream American media continues not to focus on the positive there, but to the
events at hand this morning I think that it is important that we
look at the VA and the fact that they have unparalleled infrastructure available all across this Nation to deal with biomedical research and expertise and the VA is uniquely situated in helping
America to respond to national medical emergencies or terrorist attacks.
I feel that VA has been underutilized as a primary response in
the preparation for and response to domestic terrorism. I want to
say I appreciate the panelists that are going to be here to talk to
us. Many of you have spent your entire lives dealing with issues
like this, but we need to remember that we need to use VA’s capital assets in the most efficient way, but to be very prepared in
times of national emergency and that the assets and the personnel
are coordinated with local emergency response efforts.
I think we need to listen very carefully to the testimony. Some
will be positive towards VA, some may not be, but I think it is important that we look at both sides of the issue and that is why we
are here today. I have additional comments that I would like added
to the record.
The CHAIRMAN. Without objection, those comments will be made
a part of the record, and anyone’s additional comments or opening
statements that they would like to add will be made a part of the
record.
I would like to now recognize Mr. Michaud.
OPENING STATEMENT OF MICHAEL H. MICHAUD

Mr. MICHAUD. Thank you, Mr. Chairman. I am pleased to be
here today to consider the role of the Department of Veterans’ Affairs in protecting our homeland security. Our highest priority
must be ensuring the safety and security of American citizens.
With access points including hospitals and outpatient clinics from
Maine to Guam, the VA would be a valuable resource in a time of
national crisis. No other public health system has the depth and
breadth of the VA medical system here in the United States.
Following 9/11, every American and every Federal agency examined what role we could play in ensuring our security. I know that
VA has a plan, but today it appears that this resource is not being
fully developed in a manner which could be fully important to our
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national interest. VA’s primary responsibility is providing timely
and appropriate care to our Nation’s veterans. Without additional
funding and resources, VA will have difficulties in becoming a resource in a time of national crisis. So, therefore, it is extremely important that they have the funding needed.
I am concerned with a number of VA Inspector General reports
which indicate deficiencies in meeting continuing operation of criteria and homeland security needs. We must move quickly and constructively to make sure that VA is fulfilling its national security
mission.
I am interested in hearing from the witnesses today concerning
action that this committee and Congress can take to ensure what
is the best use that can be made of the VA network in an event
of a disaster. So therefore, Mr. Chairman, I would like to thank
you very much for having this important hearing today.
The CHAIRMAN. Thank you very much. The Chair recognizes the
gentleman from Colorado, Mr. Beauprez.
OPENING STATEMENT OF HON. BOB BEAUPREZ

Mr. BEAUPREZ. Thank you, Mr. Chairman, and let me add my
thanks to you for holding this hearing. I think it is critically important that we get together and work on this issue from this committee’s standpoint and our purview.
In viewing the 9/11 Commission’s report, much, of course, comes
to our attention, but one of the most telling and maybe commanding indictments of that report as we look at the failures as
they cited them was the failure of imagination. And I think that
that is our challenge. Especially those of us elected Members of
Congress, and certainly this morning members of the VA in front
of us, the failure to imagine the hatred of our enemies, the lengths
that they would go to to perpetrate terror, but then the tools that
they would use to seek their end point, the means.
That is, I think, the challenge in front of us. We too often, I
think, tend to try to lead by looking over our shoulder, looking
backwards at the last event or the last incident. And certainly we
need to learn from history. We need to learn from the terrible destruction of 9/11 and how that happened. But the bigger challenge,
I think, is that key word again of ‘‘imagination.’’ I think that is
where the VA can be very helpful to us.
I think we all need to imagine, as I think it was Lee Hamilton
who said once to me at least in my hearing that we need to maybe
read more Tom Clancy novels and he wasn’t joking. He was dead
serious about it. And I think we do need to test all of our imaginations, and one of the frightening thoughts I have is that it may not,
the next attack, whenever it comes—hopefully it doesn’t come—
may not be limited to one location. It may be broad-based. It may
be throughout the country. As we think about that possibility, is
there a better network relative to health care and treatment than
the VA system?
So again, Mr. Chairman, I think it is critically important that we
have this hearing. I think it is critically important that we don’t
just stop at this hearing, that we urgently and continually try to
imagine how we might need to be prepared to respond to a terrorist
attack, God forbid it ever comes again. I yield back.
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The CHAIRMAN. Thank you very much, Mr. Beauprez. Ms.
Herseth.
OPENING STATEMENT OF STEPHANIE HERSETH

Ms. HERSETH. Thank you, Mr. Chairman, and I want to echo the
appreciation that all of us on the panel and those in the room today
I know feel toward you for scheduling this hearing and the foresight of what is necessary by this committee in looking at the integrated health care system of the VA and the role that it plays and
thank you to everyone for being here to discuss the Veteran’s Administration’s role in preventing and responding to national medical emergencies and terrorist attacks.
First I want to thank the VA and everyone associated with the
VA for the tremendous work that you do on behalf of our Nation’s
veterans. We owe a tremendous debt of gratitude to the men and
women who every day provide health care and benefit services to
the country’s veterans, including those new veterans returning
from Iraq and Afghanistan and the treatment that many of them
have been receiving from the VA utilizing current-year appropriations.
The terrorist attacks on 9/11 have raised new concerns about the
readiness of our health care system in dealing with large-scale disasters. The tragedy of September 11 demonstrated our vulnerability to well-planned attacks by terrorists and forced the Federal
Government to make unprecedented changes to strengthen our
homeland security position. In preparation for another terrorist attack, which we would like to think is unthinkable but we know,
based on the findings of the September 11 Commission’s report,
can no longer be unthinkable.
We can’t take that posture. Substantial amounts of time and
money have been spent on medical training programs, personnel,
equipment, and research and development plans. These efforts
have gone a great way to strengthen our Nation’s health care capabilities. However, almost 3 years have passed since September 11,
and we are still confronted with many questions and challenges. As
the Nation’s largest integrated health care system, the VA will undoubtedly play a major role in responding to a large-scale attack
or national disaster. Therefore, it is critical we take a closer look
at the VA’s emergency preparedness, which we will be today, and
I agree with Mr. Beauprez that it shouldn’t stop at this hearing but
that we continue to focus on the needs and answering these questions.
I am pleased that we have the opportunity to hear from today’s
panel of experts, and I am grateful to have the opportunity to hear
your suggestions and answers to many of the challenges and questions facing our Nation’s health care system, some of which were
revealed in the September 11 commission’s report. I look forward
to hearing your testimonies, and again I want to thank everyone
for taking part to discuss this important matter.
The CHAIRMAN. Thank you very much. The Chair recognizes Dr.
Snyder.
Mr. SNYDER. I don’t have an opening statement.
The CHAIRMAN. Thank you. I would now like to welcome our very
distinguished panel of witnesses beginning with Deputy Secretary
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of Veterans Affairs Gordon Mansfield, who serves as the chief operating officer for the Federal Government’s second largest department. He is responsible for a nationwide system of health care
services, benefits programs and national cemeteries for America’s
veterans and their dependents. Gordon previously served as VA assistant secretary for Congressional and Legislative Affairs since
August of 2001. Prior to his appointment, Gordon Mansfield served
as the legislative adviser to the Secretary of Veterans Affairs and
was responsible for VA’s congressional relations. Secretary Mansfield previously served as executive director of the Paralyzed Veterans of America, PVA, and he also served in the Department of
Housing and Urban Development during the first Bush administration. A graduate of Villanova University with a law degree from
the University of Miami, Gordon enlisted in the Army in 1964
where he served two tours of duty in Vietnam. While serving as
company commander with the 101st airborne division during his
second tour, he was wounded during the Tet Offensive in 1968,
sustaining a very serious spinal cord injury. For his actions while
his unit was under fire, he was decorated with the Distinguished
Service Cross. He was medically retired by the U.S. Army at the
grade of captain. His other combat decorations include the Bronze
Star, two Purple Hearts, the Combat Infantryman’s Badge and the
Presidential Unit Citation. Mr. Mansfield is also the recipient of
the Presidential Distinguished Service Award.
We then hear from Major General Lester Martinez-Lopez, who
has been Commanding General of the U.S. Army Medical Research
and Material Command at Fort Detrick, Maryland since March,
2002. For the 2 years prior General Martinez-Lopez was in command of the U.S. Army Center for Health Promotion and Preventive Medicine at Aberdeen Proving Ground in Maryland. General
Martinez-Lopez joined the active army in 1978 at Fort Bragg,
North Carolina, where he received his specialty training in family
practice. Some of the general’s assignments during his military career include flight surgeon and family physician at Davison U.S.
Army Airfield, Fort Belvoir, Virginia; Chief, Department of Family
Practice and Community Medicine, Fort Benning, Georgia; Director
of Health Services/Commander, U.S. Army Medical Department Activity and Commander, Blanchfield Army Community Hospital located in Fort Campbell in Kentucky.
General Martinez-Lopez graduated from medical school in 1978
at the School of Medicine in the University of Puerto Rico and he
completed his master’s degree in public health at Johns Hopkins
University in 1983. His military education includes attending the
Army Medical Department Officers’ Basic and Advances Courses,
the U.S. Army Command and General Staff College and Army War
College. General Martinez-Lopez has also received many awards,
decorations and badges. A few them include the Legion of Merit
with three oak leaf clusters, the Defense Meritorious Service
Medal, and the Army Meritorious Service Medal with three oak
leaf clusters.
We will then hear from the Honorable Stewart Simonson, who
was sworn in as the Assistant Secretary for Public Health Emergency Preparedness at the U.S. Department of Health and Human
Services on April 28 of 2004. Mr. Simonson serves as the Sec-
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retary’s principal adviser on matters related to bioterrorism and
other public health emergencies. He also coordinates interagency
activities between HHS, other federal departments, agencies, offices and State and local officials who are responsible for emergency preparedness and the protection of the civilian population
from acts of bioterrorism and other public health emergencies.
Most recently Secretary Simonson served as special counsel to the
Secretary and acted as the Secretary’s liaison to the Homeland Security Council and the Department of Homeland Security. He also
supervised policy development for Project BioShield and other
countermeasure research and development programs. From 2001 to
2003, he was the HHS Deputy General Counsel and provided legal
advice and counsel in that regard. Prior to joining HHS, Secretary
Simonson served as corporate secretary and counsel for AMTRAK.
Secretary Simonson is a graduate of the University of Wisconsin
where he received a Bachelor of Arts degree in 1986 and a juris
doctor degree in 1994. He is member of the Bar in Wisconsin and
the District of Columbia.
STATEMENTS OF HON. GORDON H. MANSFIELD, DEPUTY SECRETARY, DEPARTMENT OF VETERANS AFFAIRS, ACCOMPANIED BY HON. ROBERT N. McFARLAND, ASSISTANT SECRETARY FOR INFORMATION AND TECHNOLOGY, JONATHAN
B. PERLIN, MD, ACTING UNDER SECRETARY FOR HEALTH,
VETERANS HEALTH ADMINISTRATION, ROBERT J. EPLEY,
ASSOCIATE DEPUTY UNDER SECRETARY FOR POLICY AND
PROGRAM MANAGEMENT, VETERANS BENEFITS ADMINISTRATION; MAJOR GENERAL LESTER MARTINEZ-LOPEZ, COMMANDING GENERAL, U.S. ARMY MEDICAL RESEARCH AND
MATERIEL COMMAND AND FORT DETRICK DEPARTMENT OF
DEFENSE; AND STEWART SIMONSON, ASSISTANT SECRETARY FOR PUBLIC HEALTH EMERGENCY PREPAREDNESS,
DEPARTMENT OF HEALTH AND HUMAN SERVICES

The CHAIRMAN. I would like to welcome Secretary Mansfield and
please ask you to proceed however you would like.
STATEMENT OF HON. GORDON H. MANSFIELD

Mr. MANSFIELD. Mr. Chairman, members of the committee, I
thank you for this opportunity to testify. I am accompanied this
morning by Dr. Perlin, Mr. McFarland, and Mr. Epley.
Secretary Principi and I consider the VA’s security and preparedness, our readiness to meet any threat, natural or man-made, accidental or deliberate, a grave responsibility. Our concern is not only
for the welfare and lives of our veteran patients and our staff, but
also for the communities in which we work and live. My written
testimony details VA’s readiness plans and programs; so I will concentrate here on the basics of our overall readiness to meet any
and all contingencies.
Immediately following 9/11, a review of the Department’s preparedness posture and potential vulnerabilities was completed. In
answer to that, we reorganized to provide a comprehensive all-hazards approach to emergency management. We established an Office
of Operations and Readiness within the Office of Assistant Secretary for Policy, Planning, and Preparedness, which has focussed
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our collaboration with other Federal, State and local agencies. We
have pledged significant resources to emergency preparedness
training, education, and exercises, as well as the studies and evaluations.
VA’s funding for initiatives relating to Homeland Security rose
from $84.5 million in fiscal year 2002 to $271 million in fiscal year
2004, and our fiscal year 2005 budget submission includes a request for $297 million. And we have tasked our Office of Research
and Development to include projects related to terrorism and emergency management in its portfolio. While VA’s primary responsibility in the event of an emergency is to ensure the safety of our
patients, personnel, and assets, we have a number of national level
responsibilities, including serving as the principal health care
backup to the military in the event of a national emergency.
VA’s Office of Operations and Readiness provides a coordinating
function and comprehensive all-hazards approach to emergency
management for the entire Department. We have expanded our
continuity of operation sites from two locations to four and our central office readiness operation center to covering issues as needed
including 24/7.
VHA’s Emergency Management Strategic Health Care Group,
(EMSHG), coordinates emergency medical preparation and management at the community level. Across the Nation, EMSHG is
staffed by 37 area emergency managers and three district managers located at major population centers around the country.
EMSHG also manages the Medical Emergency Radiological Response Team, a team of VA physicians, radiologists, and health
physicists that functions as a Federal asset to FEMA. VA also
maintains a partnership role in the National Disaster Medical System (NDMS) supporting NDMS at the local level through several
activities including recruitment of nonfederal or civilian hospitals
which dedicate available staffed beds for victims of disasters or
other catastrophes. Since 9/11 the VA has responded to over 35
preparedness activities including emergency preparedness exercises, high visibility events, hurricanes and floods.
Currently, the VA is assisting in the aftermath of Hurricane
Charley by providing more than 90 allied health care professionals
to supplement local emergency response.
In addition to its role in the NDMS, VA is a recognized national
partner in other emergency planning and preparedness activities
and has taken a number of actions in this area since September
11. Actions we have taken include work in the area of smallpox
vaccinations where VA developed a national preexposure plan for
the vaccination of VA smallpox health care response teams and
vaccination teams and the Homeland Security Advisory System
where all VA facilities have adopted the Homeland Security Advisory System.
Prescriptive and specific response requirements for each of the
threat levels have been developed and distributed to the field. The
National Infrastructure Protection Plan where VA has provided a
report to OMB highlighting VA’s plan for protecting its physical infrastructure, cyber-critical infrastructure, and other key resources.
In the Physical Security Assessment Methodology, the proximity of
some of VA facilities to high vulnerability targets requires that
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these facilities be protected. VA has developed a physical security
assessment methodology which has been adopted by the Federal
Emergency Management Agency and implementation of the Health
Security Protective Document No. 5.
VA is participating in the development of a single integrated national plan in accordance with the Homeland Security Presidential
directive. VA has adopted the incident management system to organize our emergency operations.
In the area of JCAHO standards, VA has produced the Emergency Management Program Guidebook to facilitate compliance
with JCAHO standards. This is a definitive guide on emergency
management and was an important research to JCAHO in developing standards to all accredited U.S. hospitals.
Most VHA facilities have been successful in meeting police staffing goals established by the VA. Of the 135 police units, only 10
have police officer staff levels below the minimum requirements at
this time, and that is an ongoing operation to bring them up to the
required staffing. VA is in a constant state of readiness to respond
to national or local emergencies. We have participated in senior
governmental exercises and training, and to date, we have held 26
continuity of operations or COOP exercises to test the validity and
completeness of our plans. And I might make the point too that VA
lives beyond exercises and plans.
Over the course of time since 9/11, we have been involved in 48
different exercises that include national events, but also include
real-time, real-life operations in emergencies like the recent hurricanes, and I have a list here of 48 national events that include
them. So it isn’t just again planning our exercises. We do this as
we keep this system operational across the timeline.
VA is in a constant state of readiness to respond to national or
local emergencies. VA’s national acquisition center manages four
pharmaceutical and medical supply caches for the Department of
Homeland Security and FEMA as a part of our NDMS and two additional special caches for other Federal agencies. And these stockpiles assist with medical consequences of disasters, including weapons of mass destruction.
In the wake of 9/11, the VA created 143 internal pharmaceutical
caches at VA medical centers. Ninety of those are classified as
large, which can supply 2,000 casualties for 2 days and 53 would
supply a thousand casualties for 2 days, and those are directed at
our first requirements which is to stabilize our patients, our workforce, and those that are protecting the area. Although the VAMCs
are not first responders, there is a need for mass decontamination
capability if the facilities are to be safe.
So accordingly, the VA has developed and is implementing training and acquisition of standardized processes and equipment for
decontamination of biohazards. Also VA has increased its emergency preparedness research portfolio. This year, VA investigators
at 16 facilities conducted 11 research projects focussing on contagious diseases, protective immune responses, and DNA-based
vaccine development. Those 11 projects represent in excess of $7
million.
Mr. Chairman, I have spoken primarily of the activities involving
either VHA or the Department as a whole, but both the Veterans
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Benefits Administration, (VBA) and the National Cemetery Administration, (NCA) play roles in ensuring departmental preparedness
and continuity of operations. In VBA, the benefits payment system
has two redundant systems in place at alternate locations to ensure
timely payment of benefits. Backup tapes are stored at several locations to ensure that data can be transmitted to the Treasury to
make the payments from alternate locations, and all VA corporate
applications currently in operation in Austin, Texas can be successfully recovered in less than 12 hours and with less than 2 hours
of lost data.
And for NCA in the event of a mass casualty event, NCA is prepared to advise on methods of internment for fatalities and to assist in the disposition of human remains.
To improve or enhance our emergency preparedness programs,
the VA has completed or initiated evaluations and assessments including the VA medical facilities emergency preparedness capabilities; physical vulnerability; essential paper records, VA research
laboratories; and our emergency planning, exercise, and evaluation
program.
Mr. Chairman, the VA’s goal is to continue to provide needed
emergency response services on both the local and national level.
Taken as a whole, the activities of the Department provide solid
evidence of our willingness and ability to respond effectively and efficiently.
This completes my statement, and my colleagues and I will be
happy to answer any questions you or other members of the committee may have. Thank you.
[The prepared statement of Mr. Mansfield appears on p. 94.]
The CHAIRMAN. Secretary Mansfield, thank you for your very
comprehensive statement and the good work that you are doing.
Your full statement does contain some additional detail, which I
hope all members will take the time to read; so I do thank you for
that.
I would like to invite Major General Martinez-Lopez for his testimony.
STATEMENT OF MAJOR GENERAL LESTER MARTINEZ-LOPEZ

General MARTINEZ-LOPEZ. Mr. Chairman and members of the
committee, thank you for the opportunity to briefly discuss the contributions of my command toward medical preparedness in the
event of a biological attack on the Homeland and cooperative efforts and research collaborations with the Department of Veterans
Affairs.
As commanding general, I am responsible for delivering the best
medical solutions, for today and tomorrow, to enhance, protect, and
treat the warfighter on point for the Nation. This responsibility includes protection against biological and chemical attacks on the
battlefield and, since 9/11, has expanded to include attacks on our
homeland. My command is actively involved in many pertinent activities, some of which involve collaborations with the VA, which I
will share with you today.
As the anthrax attacks demonstrated, the new biothreat respects
no borders our homeland is at continual risk. After the attacks,
many turned to Fort Detrick for answers because throughout our
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60-year history, Fort Detrick has contributed scientific breakthroughs and medical solutions for the Armed Forces and the Nation. In fact, for over 20 years, all Centers for Disease Control and
Prevention, CDC, samples came to our biodefense laboratory in the
United States Army Medical Research Institute for Infectious Diseases, better known as USAMRIID, for Bacilles Anthracis testing.
Because of its history and leadership in biodefense, USAMRIID
will be the cornerstone of the National Interagency Biodefense
campus at Fort Detrick. Through partnerships between United
States Army Medical Research and Materiel Command and agencies of the Department of Health and Human Services, the Department of Homeland Security, the Department of Agriculture, the
campus will be the Nation’s primary center for development of defenses against biological terrorist attacks. These agencies have
complementary programs and specific expertise that, through this
interagency partnership, will compress the discovery cycle.
An interagency campus master plan has been developed and construction has started. The National Institute for Allergy and Infectious Diseases at the NIH will break ground for its new facility this
year. The National Biodefense Analysis and Countermeasures Center, or NBACC, of the Department of Homeland Security, will soon
release an environmental impact statement for its Fort Detrick facility. The National Bioforensic Analysis Center, a component of
NBACC, has renovated a laboratory inside the USAMRIID building
and now conducts the forensics and confirmatory testing mission in
support of the FBI and other government agencies. The Department of Agriculture already has laboratories at Fort Detrick.
Since 1992, my command has been a key trainer of first responders, military and civilian care providers, and other personnel
throughout its Medical Management of Chemical and Biological
casualties course. Through the on-site, on-line and satellite transmitted distance learning courses, we have trained more than
134,000 people throughout the world, including more than 58,000
military, over 75,000 civilians, and over 1,000 public health service
personnel. Among the civilian trainees are many VA personnel.
Just this month an off-site course was presented at the Baltimore
VA which trained 40 of their personnel. We have also published
textbooks, handbooks, field manuals, and multiple videos that are
standard teaching aids used by the VA and other government and
civilian agencies.
The United States Army Medical Research and Materiel Command is heavily involved in the national Laboratory Response Network. Established in 1999 by the CDC, the Association of Public
Health Laboratories, the FBI and USAMRIID, the LRN ensures
rapid recognition and reporting of laboratory results that could indicate a biological attack. USAMRIID continues to serve as a national laboratory within the LRN, and, although there are no formal agreements, under the LRN, the VA can be directly supported
by USAMRIID if requested or as required.
Through our Electronic Surveillance System for the Early Notification of Community-based Epidemics program, or ESSENCE, we
are collecting military patient encounter information into an analysis database, looking for geographic-based disease trends that
would indicate a biological attack. The next version of ESSENCE
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will track military and civilian outpatient visits, over-the-counter
pharmacy sales, school absenteeism, and animal health care data.
The new CDC program BioSense plans to integrate DOD and VA
and other national data to provide a comprehensive national
syndromic surveillance program.
Other government agencies are increasingly relying on
USAMRIID products or information in response to bioterrorism.
The NIAID and commercial manufacturers have sought
USAMRIID’s biodefense medical products for civilian applications.
Collaborations between USAMRIID and NIAID have supported the
development of next-generation anthrax vaccine, multivalent vaccines for botulinum neurotoxins, and research on Ricin, plague, Rift
Valley Fever, Ebola virus, SARS, Severe Acute Respiratory System
and orthopox viruses including the virus that causes smallpox,
using technologies developed by USAMRIID. USAMRIID has also
collaborated with Dr. Hostetler from the San Diego VA, whom you
will hear from shortly, to develop and test an oral drug to treat
smallpox infection. In addition, we have four research agreements
with VA medical centers two for the study of marine and bacterial
toxins, one for the study of Francisella tularensis, and the last for
the study of Bacillus anthracis.
I am also responsible for medical research that focuses upon Gulf
War Illnesses and Force Health Protection for the DOD. My command began organizing and directing this research effort in 1994.
We have made enormous progress in the past decade. The best scientists in the government and renowned universities have collaborated to understand the cause and develop treatments for affected
veterans.
The DOD and VA medical research programs now dovetail such
that the DOD concentrates on long-term consequences of operational threats and the VA identifies exposure risks to better prepare and protect warfighters. For example, researchers of at least
three different VA centers are currently collaborating with DOD investigators to interview soldiers at Fort Lewis, Washington who
have just returned from Iraq. This effort is part of an ambitious
study jointly funded by VA and DOD to identify the most sensitive
neuropsychological tests that can be used to detect early signs of
a change in neurological status of soldiers following a deployment.
This was one of the important diagnostic gaps identified in our
Gulf War experience. Another example is the shared funding support by DOD, the NIH, and the VA to the neurodegenerative disease imaging center at the VA Medical Center in San Francisco.
This center is developing state-of-the-art methods to use objective
brain measurements to explain subjective symptoms of chronic
multisymptom illnesses, other DOD programs, as well as early
changes that may forecast brain diseases. Other DOD programs,
started in part because of issues raised in Gulf War illnesses, are
identifying hazards to the brain, including the most susceptible
neurons whose loss leads to illnesses such as Parkinson’s Disease,
Lou Gehrig’s Disease, or amyotrophic lateral sclerosis, or ALS.
These studies will follow up on important Gulf War illnesses
studies such as the VA, DOD study that suggests deployed Gulf
War veterans may have a higher rate of ALS than nondeployed
forces. This current research effort, which includes over 100 stud-
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ies, is providing new insights into causes of Parkinson’s Disease
and related neurodegenerative diseases, earlier diagnostic methods,
and preventative measures.
Successes in Gulf War illness research conducted by DOD and
the VA who help our national response against weapons of mass
destruction.
The Telemedicine and Advanced Technology Research Center,
TATRC, is collaborating with the VA in several areas. For example,
the Amputee Center and Prosthetic Device Technology enhancement project addresses shortcomings in the management of blast
injury amputations; Veterans Administration staff have augmented
the Walter Reed Army Medical Center staff for this project. The
Hawaii Integrated Federal Health Care Partnership is a VA/DOD
telehealth and telemedicine research, development, prototype evaluation and technology transfer program. There are additional VA/
DOD telemedicine collaborations that will enhance the care of our
beneficiaries and, in addition, may become an asset in the response
to a bioterrorism attack.
Many agencies are working closely together to ensure our Nation
is medically prepared to respond to attacks on the Homeland.
There is much work to be done but I am confident that we are
headed in the right direction.
Mr. Chairman and members of the committee, this concludes my
remarks. I will be pleased to answer your questions.
[The prepared statement of General Martinez-Lopez appears on
p. 111.]
The CHAIRMAN. Thank you very much, General, for your testimony and for your service to our country.
I would like to now recognize Secretary Simonson.
STATEMENT OF HON. STEWART SIMONSON

Mr. SIMONSON. Thank you Mr. Chairman and members of the
committee. I appreciate the opportunity to be here to comment on
the collaboration between our Department and the Department of
Veterans’ Affairs. As you know, several aspects of HHS’s mission
are closely aligned with those of the VA. There is a longstanding
tradition of collaboration between the staffs of the two departments. We share a lengthy history in health-related matters including emergency preparedness activities beginning with the extensive collaborations which led up to the creation and management of the National Disaster Medical System. While NDMS is
now part of the Department of Homeland Security, HHS continues
to partner with DHS, the Department of Defense, and the VA with
respect to deployment of specialty teams, patient movement, and
definitive care.
Following the precedent established in the Federal Response
Plan, the current interim National Response Plan continues to designate HHS as the lead agency for emergency support function 8
which addresses the coordination and provision of health and medical services in a public health emergency. In such an emergency,
VA will provide critical assistance that includes designating and
deploying available medical, surgical, mental health, and other
health service support assets. Homeland Security Presidential Directive 10 designates HHS as the lead agency for mass casualty
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care and directs VA as well as other federal agencies to support
HHS in carrying out this mission.
Of particular concern since 9/11 is the possibility of a public
health emergency occurring that would eclipse State and local capabilities, creating a phenomenon often called surge. Such an
event, whether resulting from a naturally occurring or man-made
disaster, might overwhelm the ability of States and local governments to respond. My office is leading an interagency working
group that is conducting an end-to-end analysis of surge capacity
and developing an appropriate action plan. VA, along with other
Federal departments, is collaborating with HHS in this important
project.
It is clear that the provision of medical care to large numbers of
casualties is an enormous challenge. The availability of sufficient
numbers of health care providers represents a daunting impediment to the development of an effective mass casualty care plan.
HHS is currently working with Homeland Security and the interagency working group including the VA to develop options and recommendations to address the availability of health care providers
to respond to a mass casualty event. Our collaborative efforts with
VA extend beyond patient care.
Last year Project BioSense, a multi-agency program, was initiated to facilitate rapid near real-time electronic transmission of
public health information from a variety of health data sources to
permit early detection of disease outbreaks resulting from either
naturally occurring or terrorist-triggered events. One of the sources
of information for BioSense is the VA, which transmits data electronically from its ambulatory care treatment facilities. Specifically, the VA provides diagnoses and procedure codes on a daily
basis from outpatient and emergency room patient visits. These
data are received by the CDC, merged with data from other
sources, and analyzed by zip code to detect signals that may indicate an unusual or unexpected pattern of disease.
Should such a signal appear in the VA provided data, CDC would
work closely with the VA to provide evaluation and other information and initiate a prompt investigation. To date, BioSense has received over 30 million records from VA ambulatory care treatment
facilities. The VA’s national acquisition center is HHS’s principal
Federal logistics partner for emergency operations and the strategic national stockpile program, which was recently transferred
from HHS to DHS.
In carrying out a broad range of SNS-related activities including
day-to-day operations and exercises to test the capability of State
and local health departments to receive and distribute contents of
the national stockpile, CDC has leveraged existing VA contracts in
the operation and maintenance of the SNS and in the design, execution and evaluation of deployment exercises. CDC has also collaborated with the National Center for Post Traumatic Stress Disorder at the VA. Much of this collaboration includes surveillance
and needs assessment as well as some work on compliance issues.
CDC is co-sponsoring an upcoming conference with the national
center for PTSD that will be held in Atlanta at the end of this
month. The objective of this conference is to help us identify flash
points that could precipitate negative collective behavior as well as
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mitigation strategies for behavioral issues that could emerge in the
aftermath of a bioterrorist attack.
It is important to recognize that in the case of a biological or
chemical terrorism attack or other sizable public health emergency,
VA facilities and staff would undoubtedly serve an invaluable resource in the response. To underscore this point, the cooperative
agreements awarded by HHS’s health service resources and services administration for State and local hospital biopreparedness
programs identified the VA as an institution that should be represented at the State bioterrorism preparedness advisory committee.
I am happy to report that States have taken this recommendation seriously and are collaborating with regional VA representatives in developing public health emergency readiness plans and
exploring the use of VA staff and facilities to create surge capacity.
The VA is also a critical resource for the education of our Nation’s health care professionals. As training sites for the majority
of health professional schools, VA facilities play a prominent role
in the earliest stages of medical training. The VA has tremendous
potential for ensuring that our physicians, nurses, paramedics and
other health providers are trained to meet the challenges of caring
for casualties resulting from a chemical, biological, radiological or
nuclear attack.
HHS views VA as a very important partner in our readiness
planning efforts at the Federal level as well as the State and local
levels. VA brings a breadth and depth of critical experience to bear
on preparedness issues of concern to both Departments.
During emergencies, whenever HHS is called, VA has responded,
and we appreciate that. It is a partnership between our two agencies, and it is a durable one. We are very pleased to have the VA
at the table with us, and we look forward to working with them
in the future as we better prepare our Nation.
I would be glad to answer any questions you might have.
[The prepared statement of Mr. Simonson appears on p. 120.]
The CHAIRMAN. Thank you very much, Mr. Secretary.
Let me thank, again, all of our witnesses and those who have
come with them today, who also bring a wealth of experience to the
table and very, very noble service.
I do have a few questions I would like to ask, first, to Secretary
Mansfield.
As you know, the Battaglia report had some 58 separate recommendations, very, very mutually reinforcing where deficiencies
were found. As a matter of fact, Mr. Battaglia wrote, ‘‘The failure
to correct deficiencies is not an option,’’ in the opening paragraphs
of his report; and I found it to be a very sobering and troubling
analysis of just where we were back in 2001 when that report was
done.
I was wondering if you could provide us with, either now or for
the record—preferably as much as you can now—feedback on several of those very specific recommendations that were made in the
area, for example, of sensors or the lack of sensors at VA health
care facilities; and the issue dealing with, or the belief that our resources would be overwhelmed very, very quickly if there were
huge casualties.
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One of the saddest aspects of 9/11 was it was so lethal, and so
many of the men and women who died in the World Trade Center,
many of the widows who are from my district or from environs just
outside of my district, I have met with so many of those individuals
over the years.
As a matter of fact, just for the record, I think all of us know
there would not have been a 9/11 Commission had it not been for
the survivors, the families who made Congress step up to the plate
and authorize the creation of that 9/11 Commission, including
Kristen Breitweiser, Mindy Kleinberg, Lori van Auken and Patty
Casazza, and many others from my area who are friends. They
talked to Members of Congress, both sides of the aisle, and that report was produced.
I would also point out that the report, as good as it is, missed
out on the VA’s role. I read that with great attention looking for
the analysis of what the VA can provide, and that is very troubling.
I would just point out again, parenthetically, when anthrax hit
Hamilton Township, New Jersey, and then, of course, Brentwood
and the Hart Building and led to the shutdowns, and five people
died. Seven people got sick in my own State, there were no deaths,
thankfully, but they got sick, with two inhalation cases of anthrax,
and five cases of cutaneous. With one of the things we found as the
team was assembling to address that crisis, was that the VA was
not counted on as a partner. And when there was a lack of Cipro
to treat the postal workers, who were really brave during that
whole crisis, no one knew, or seemingly knew, that the VA had a
cache of Cipro that could have been immediately made available;
and there was a period of time where that and doxycycline and
their whereabouts were in question. And thankfully the VA did
make itself available, so they would use it, and I certainly tried to
help in that regard. But it amazed me the key people were unaware of that fact.
So I would ask, Mr. Secretary, a couple of questions with regards
to that.
The VA seems to play more than second fiddle, third fiddle, in
the planning, and it ought not to be that way. You look at the
fourth mission of VA, after medical care itself, research, education,
the fourth mission is emergency planning and preparedness, and
when you have such an integrated network, it seems to me the
U.S. Government is missing out on an enormously important resource.
Regarding some of the things that the Battaglia report recommended, the ability to prepare for casualties of chemical and biological events in 2001, lower than it was in previous years, was
degraded. Hopefully, that has been built up. You mentioned some
of that in your testimony, Mr. Secretary.
The training of our men and women who are the first responders,
my understanding is that about half have been trained. When will
the other half be trained?
The contamination issue: As people with chemical or biological or
radiological contamination are coming into the emergency rooms,
how do we protect those first responders so they are not then sick.
And in terms of the ability to react effectively, not only do they get
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sick and perhaps die, it leads to more paralysis in treating the casualties as they are coming in. So those are issues.
I don’t know if we have sensors yet. I know within the postal department, there is a huge procurement under way to buy sensors
that would detect anthrax and other contaminants early before
they get through the system and then contaminate the public at
large. What is the VA doing with regard to that?
Finally, let me just ask about those emergency preparedness centers one more time, because I know you and the Secretary has been
very supportive. President Bush signed the bill. It was my bill. It
was bipartisan, and Lane Evans was the principal cosponsor. It
seemed to make an enormous amount of sense.
Nobody was working these issues, and to my knowledge, no one
is working them the way they ought to with regards to our veterans who may be coming home. I don’t think we are working on
the knowledge base the way we could so it could be shared for all
of those contaminants that are out there, and there are dozens of
them, there are scores of them. That bar that has been put on implementing that law is extremely troubling to me and to my friends
on both sides of the aisle.
Mr. Secretary.
Mr. MANSFIELD. In response to that particular question, sir, I
think you know that we have had discussions down here on the
Hill with other committees of this Congress, and we remain in a
situation due to that.
The CHAIRMAN. Okay. But, again, it is a bill or law that President Bush has signed—does support the creation of these medical
preparedness centers.
Mr. MANSFIELD. Sir, as I think we have discussed before, one of
the serious concerns we have, and as you mentioned in your prepared statement—and other members did also, that we have a first
responsibility to ensure that we take care of the patients we have,
and that those medical care dollars be expended in that area.
We have gone through a process over the course of the last 2
years in removing a waiting list that at one time approached
300,000, down to 6,000 now, where it is a workable situation. I
think we are still looking at a situation, though, that whatever has
been proposed would require us to take some of those medical care
dollars to match the research dollars. So I think we are still in a
discussion phase.
The CHAIRMAN. Okay. On the other issues dealing with the
Battaglia recommendation?
Mr. MANSFIELD. Sir, I have a copy, as of August, of the implementation status and recommendations of the Battaglia report. If
I could get a clean copy from my staff behind me, we could send
that to the dais. Mine is marked up a little bit. But we do have
a status report on all the issues and where we are.
You did mention a couple of specific issues. In the area of sensors, I may ask the experts here to talk about it, but my understanding is, we are still in the process of those actually being developed for public access or distribution. I don’t believe they are currently available.
Dr. Perlin, do you want to comment on that one?
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Dr. PERLIN. Good morning, Mr. Chairman. Thank you very much
for your support and the support of the committee in this particular area and your recognition of the process. The Battaglia report outlines a number of areas for preparation, and I appreciate
your commenting on the progress of that.
The sensors specifically are not yet at a point of development
where they could reliably be placed in a public building. Perhaps
the best work in terms of early identification of threat and responses is training. In many ways we view training as the best
sensor. We have shared with your staff, and would be pleased to
share with you, a number of materials that have actually been
used to support early identification, early treatment, decontamination, both within VA and made available as resources for hospitals
and health care throughout the country.
The CHAIRMAN. I appreciate that. When we get the feedback on
the recommendations, I would like to perhaps further engage you
on that.
Just regarding one statement that will be made by Dr. Livingstone later on in his testimony, I think this is done in the realm
of constructive criticism. Even as I mentioned earlier, the 9/11
Commission was an exemplary effort of bipartisanship with 70-odd
staffers; the Committee on International Relations heard from
some of the staff the other day—they worked these issues and
worked them hard. But still the VA was not found anywhere within those pages, as well as in their analysis; and there were other
omissions as well, and I could go into those, if you would like.
But one point that Dr. Livingstone raises, is whether the VA able
to respond effectively in the event of a major biological attack?
Sadly, the answer is no.
I don’t think that is a dig. I think the effort is so large, and it
seems to me we are in the beginning phases of getting ready to face
the unthinkable, which is here and now.
How do you respond to that kind of criticism?
Mr. MANSFIELD. Well, sir, again it is one we would like to think
we could take care of, whatever happens, but we recognize that we
don’t know what might happen, so we have to be prepared as best
we can.
As my testimony and as the status report show, we made a number of improvements in areas that were identified. One example is,
I believe, we have a—1,200 or 1,600 physicians or medical professionals that are registered with us that are available to move from
any part of the country to a spot where we may need them to assist
the VA in providing whatever we may need to do in an area.
I think we do recognize that probably no matter what might happen, no matter where it happens, the VA is either going to be there
or close by, and we would expect that the VA is going to be called
in. We have obligations, as indicated under FEMA. We are prepared to meet them, as I indicated, to deal with some of these
issues, and have not only the training and the planning, but actually the execution behind us.
I think we have done a good job of continuity of government. I
just ran an exercise with two of our under secretaries, four assistant secretaries, myself and 120 people from the VA central office
at a removed site from Washington over a 2-day period in conjunc-

23
tion with the rest of the Federal Government. So we are doing
more than we were, but I wouldn’t argue with you that there is
more we can do.
In the area of decontamination, for example, you mentioned as
a response, we know that that is an area we are going to have to
work on. As I indicated, the first concern we have is our patients
and our hospitals and our medical personnel, and then the support
staff in that area, and we have made arrangements to attempt to
deal with that.
One thing we are finding though is, although we have minor
caches in place to deal with that aspect of it, the decontamination
equipment is an area where we have got orders in—we have got
some places that have it on site, and we are waiting for them to
build more of these units and get them delivered on site.
I do know, for example, including the hospital at Irving Street,
our folks have gone out in many cases and put together their own
decontamination units. They are not the professionally executed,
built, prepared ones, but they have put together the materials that
may be needed. We have trained across the system, so we have the
folks trained to be able to deal with this, and we are moving forward with acquisition. That applies in the other areas, too.
The CHAIRMAN. Let me just say, we will be going under the 5minute-plus rule, so if people want to exceed that, I think this is
too important to limit members’ questions.
One of the recommendations dealt with pharmaceuticals. Again,
the finding was, and I will read it, ‘‘In the event of chemical, biological, radiation attack or exposure, the VA inventories of equipment and pharmaceuticals are not adequate or available in time to
address medical needs.’’
One of the recommendations dealt with stockpiling 2- or 3-day
supplies for immediate response to local emergencies, and the divisions each having plans to address shortages. Has that recommendation been acted upon?
Mr. MANSFIELD. Yes, it has. As I indicated in my statement, we
have large caches to treat 2,000 persons for 2 days, and small
caches for 1,000 persons for 1 day. In addition to that, we also
work with HHS in the responsibility for the overall national
caches, so we are aware of what those are and where they are.
The CHAIRMAN. Mr. Rodriguez.
Mr. RODRIGUEZ. Thank you, Mr. Chairman. Let me thank the
panel for your testimony and thank you for what you do for all of
us.
Secretary Mansfield, the VA, as it prepares to reserve capacity,
one of the things that has occurred—and I want you to respond to
this—is, we have lost on the availability of beds. There has been
a decrease since 9/11. I heard your testimony prior to that in terms
of the importance of meeting the need there now.
In preparing this, it seems to be an afterthought. It seems like
we have to got to—I understand we have to take care of what is
there now, existing problems there; and it seems to be like an
afterthought. And I know you need additional resources, because I
know at the same time, the administration’s budget for next year
is almost level funding, which creates a problem in terms of even
existing resources.
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But I also want you to respond to the fact that we are decreasing
the number of beds and what an impact such as that is going to
have in case of an emergency.
Secondly, Mr. Simonson, in March of 1992 at an oversight subcommittee hearing on the VA Department of Defense contingency
hospital system and related issues, an HHS witness, the director
of the Office of Emergency Preparedness National Disaster Medical
System, Dr. Thomas Rudeshan, defined the worst-case scenario for
us.
I would want to ask you, what would be our worst-case scenario
in today’s situation. And to respond to that, I am just going to read
to you what he gave us then, quote, unquote.
He said that an 8.3 earthquake somewhere in this country might
instantaneously, within a matter of minutes, produce 100,000 seriously injured people that would need hospitalization.
The threat of an 8.3 earthquake is still there, and where are we
in terms of hospitalization of 100,000—you know, that might be
needed, when at the same time we have less beds than we had before 9/11?
Mr. MANSFIELD. Sir, in the area of the bed capability, that is a
responsibility that we have normally as part of our mission to deal
with DOD. In their ongoing reporting that takes place there, right
now we have the capability of identifying, filing and providing
4,620 beds within 72 hours, and 6,035 within 1 week.
I might make the point also, as I testified to, that we do have
an additional responsibility in these areas to work with identifying
non-Federal or civilian beds that may be available in certain areas.
That would be in addition to these.
Mr. RODRIGUEZ. From the perspective in terms of the worst-case
scenario? I know you talked about those planning things that you
are looking at, and I am glad to hear that.
Mr. SIMONSON. I am not sure I would say today an earthquake
would be our only worst-case scenario. We have a few others that
we think of as well, in the post-9/11 world. But we do use a
100,000-casualty event as a planning device, and we have got some
way to go before we are able to say with certainty that we could
respond in a seamless way to that sort of emergency.
But there are plans every day being improved upon that I believe
give us a very robust capability to project field assets right into the
area that is affected.
No amount of work at local hospitals, or at VA hospitals, is going
to allow us to accommodate 100,000 people who have been seriously injured. It is going to require alternate care facilities, projectable assets and so forth; and that is what we are working on right
now.
Indeed, I was struck by one of the questions earlier about the
VA’s collaboration in emergency planning. In my office, the person
who runs the surge capacity and mass care program is a VA physician who, thanks to Mr. Mansfield, is detailed to the Office of the
Secretary of Health and Human Services. So we have a very close
collaboration on that.
Certainly an event that yields, God forbid, 100,000 casualties,
would require us to leverage the VA, the military hospitals, that
is to say, the existing established military hospitals, but also the
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use of deployable assets from the National Disaster Medical System and from the services.
But this is a very daunting scenario, and it would be disingenuous of me to say that all of the plans have been made in order
to accommodate such an event seamlessly.
Mr. RODRIGUEZ. What concerns me also, and I will say it once
again—and I know the Secretary had kind of verbalized it in a different way in that we have to take care of existing problems now,
and that is our first priority—mission four, in terms of preparing,
seems to be kind of like an afterthought.
We have got to get it on the front burner. That also requires resources, and that also requires an obligation on our part, Mr. Secretary, and I know that there is a need for us to move in that direction, and we have not. So in order to do that, I know that 4,000
beds and identifying others outside is key in this whole process.
One of the things I would like to share, that same report that
the Chairman was talking about, the Battaglia report, also talks
about the post-traumatic stress disorders, the fact that we are still
not prepared.
You mentioned, Mr. Simonson, the meeting you are going to be
having in Atlanta. I would ask you to look at what happened in
New York and at the Pentagon, to look at that, because if any of
those individuals that went to New York, that experienced that,
and the rest of America that experienced that, go through a process—and I know that our soldiers now are going through that process, and I know we are trying to do everything we can to pick up
on those veterans, on those soldiers when they get released and become veterans—in order for us to service that. And that is an area
that we also need to continue to move forward on.
I would maybe ask for comments from both of you.
Mr. MANSFIELD. Yes, sir, that is obviously an important issue
and one we are aware of, and one I think we have done additional
efforts since 9/11. In the efforts that took place then, we actually
had VA professional people on the ground in New York and here
in Washington and northern Virginia to help deal with that issue.
In recognizing that, plus also some of the issues that we are in
the process of learning from Iraq and Afghanistan, we have moved
forward in this area. We have some clinical practice guidelines that
have been developed, we have more additional training being done,
and we are doing, I believe—a better job of attempting to help
identify these issues, especially with the returning troops. But also
that capability will carry over in any emergency situation we find
ourselves in.
Mr. SIMONSON. That is exactly our aim here, to leverage the experience, the tremendous experience the VA has with PTSD and to
apply it to the bioterrorism context.
Mr. RODRIGUEZ. My last question—I know General MartinezLopez. Thank you for your service.
Let me ask, I know we have talked about bio and chemical warfare and the importance of vaccines. And for the last—I have been
here 7 years, we have talked about some kind of world vaccine center, because we know the private sector does not want to produce
some of those vaccines because of the cost and they might never
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be utilized—and hopefully they never would be utilized. But we
have not moved on that.
I know HHS mentioned a center to look at that. I know we have
talked about it, and that hasn’t occurred.
Where do we find ourselves from a medical perspective in terms
of responding to a biological and chemical attack from a vaccine
perspective and any other we might need to respond?
General MARTINEZ-LOPEZ. Sir, our experience has been a very
good experience actually since 9/11. The interagency collaboration
has been nothing but outstanding, and I will give you examples.
Many our products, the way we used to develop them, a vaccine,
was within the Department of Defense. Nowadays, we have a very
strong collaboration with NAIAD; and in partnership with NAIAD
and other agencies of the Federal Government, we will be able to
advance the discovery of these vaccines. And many of the solutions—it is not just vaccines, you are going to hear about drugs. We
cannot count on just one solution. We have to put a couple of
things in that, too, in making the decision, so if the vaccine fails,
then you have treatment.
But the good news is, we have a system now that we integrate
interagency. As you can read from my testimony, there are many
products that we are advancing, not within the Department of Defense, we are advancing in partnership with the Department of
Health and Human Services.
The other good news out of this story is that bioshield legislation.
I am not an expert on the whole legislation, but from my vantage,
I think it really kind of helps industry to come in early on, to collaborate in advancement of these products. We need to really compress the discovery cycle. From the moment we have a need to the
moment we feel something, we really need to work it out, and the
only way we are going to be able to do that is to approach it as
a team effort. It is not an effort of the Department of Defense, or
an effort of HHS, and is not an effort of the Department of Homeland Security; it is all of us. Academia, industry, all of us have to
play a role; and I am optimistic we are heading in the right direction, and through many of the interventions, you have helped us
out through legislation.
Mr. RODRIGUEZ. Thank you, gentlemen. Thank you.
The CHAIRMAN. Mr. Miller.
Mr. MILLER. Mr. Chairman, this question will go to both Secretary Simonson and Mr. Mansfield.
You talked about surge in your opening comments and your office was leading an interagency working group to deal with that.
Can you give us an idea of the timeline as to, when did you start,
when do you expect to have a product from recommendations, and
then do you anticipate any action required by Congress to assist?
Mr. SIMONSON. Our timeline is very compressed. I expect—it is
a continuum. I don’t think we are going to end up with just one
product that says, This is how you take care of 100,000 people. I
think we are going to see it developed in increments.
We are, at this very moment, working on a program to purchase
some pilot materials so that we can sort of understand what the
footprint looks like for a Federal contingency hospital, if we had to
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develop one in the place where they are outside of an existing hospital or perhaps projected even further.
So I don’t know whether congressional action will be necessary
beyond the work that we will have to do on our sizing of the budget
for this and so forth. The President requested $20 million in his
2005 submission, and so the program we are working on now is a
way to use that $20 million to build up a very sizable capacity to
project into an affected area.
But as Dr. Claypool would tell you, my colleague working on
surge, I would very much like to have a product by the end of the
week, if possible, but it is not, maybe, so practical—so sooner, rather than later.
Mr. MILLER. Secretary Mansfield, if I could go back to the four
National Medical Emergency Preparedness Centers that the Chairman and others have talked about—and we are all interested in
finding out when, obviously—I think your response was something
to the effect of, we have current needs now. I know we have authorized the centers. The funding has not been either requested or
made.
My comment is, we have got a very aggressive capital improvement program ongoing right now within the VA system, a lot of
new medical centers, VA clinics. In my district, a 220,000-squarefoot joint use facility that will be located adjacent to Naval Hospital, Pensacola.
I am interested, and I am sure my colleagues are too, has there
been any movement towards even designating areas where these
facilities will be located, and if not, why can’t you look at the current construction or capital improvement programs that are ongoing and follow that in so we can speed this process along?
Mr. MANSFIELD. Sir, I will make a commitment to going back
and sitting down with my boss, the Secretary, and discussing this
issue and getting an answer directly back to the Chairman and the
committee.
Mr. MILLER. Thank you. Remember, Pensacola.
Mr. MANSFIELD. Is that in Florida, sir?
Mr. MILLER. Yes, sir, it is.
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(Subsequently the Department of Veterans Affairs provided the
following information:)
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The CHAIRMAN. Thank you very much. Mr. Michaud.
Mr. MICHAUD. Thank you very much, Mr. Chairman.
Mr. Mansfield, you mentioned actually about the 6,000 waiting
list. I don’t believe that accounts for the Priority 8 veterans. My
only concern is that number on the waiting list is much higher.
I have a lot of veterans in Maine who say they need not apply,
because they will turn you away anyway. So I don’t want to leave
the American public with the thought that veterans are being totally taken care of.
My question is, I have a big concern with whether we are prepared to take care of the needs. I know in the clinics and the hospital we have extremely well-trained professionals. I know they are
in Maine. They do an excellent job for the veterans who are able
to get the assistance they need, and they definitely are very
pleased with that.
My big concern is when you talk about if there is a disaster,
what are we going to do, because we are not taking care of Priority
8 veterans currently in Maine; and I believe elsewhere in the
United States there is a health care shortage.
Currently, with the new rules dealing with overtime that just
went into effect, I know there is some dispute of who is affected
by overtime and who is not affected by overtime. But I can tell you
a lot of health care professionals in Maine are running into a lot
of overtime. There is a lot of burnout that is occurring, and therefore a lot of health care professionals are dropping out because they
cannot stand the stress.
Also what is occurring is you have these, in some cases, private
companies forming, that nurses belong to, which are going around;
and they are contracting with these companies at a much higher
rate and therefore adding to the cost of health care in this country.
I guess my question is, is the VA looking at how we can help assist, working with States in higher ed facilities? Because, here
again, with the unfunded mandates from Congress, whether it is
No Child Left Behind, special education costs, whatever it is, the
backlog in waiting list needs at the State level, at higher education,
is there.
I am wondering if the VA is looking at ways they can work closely with the States to help encourage more health care professionals, and also looking at whether or not they might be willing
to look at what is happening, particularly now with Iraq and Afghanistan, at the Guard, because there are Guard people going
home now that no longer have a job to go to, whether or not they
might be willing to help train Guardsmen and women into the
health care arena to take care of the needs that are currently out
there.
Mr. MANSFIELD. As I travel around the country and visit our facilities, I ask those same questions, sir. And it is a concern of mine
because we have a workforce in the VA, out of the 220,000 employees, that is approaching retirement, many of them, in the next 4
to 7 years; and we have to look for replacements.
One of the things we have done, for example, in the area of nursing care, is the Secretary put together a Commission on Nursing,
and that group brought in a report just recently, and they have
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some interesting recommendations which the Secretary has accepted that deal with education.
One of the things I learned in talking to that group was that currently, right now, today, there are 11,000 people that would like to
go to school and get certified as nurses, and there aren’t slots available in the facilities to train them. Mostly that is because there are
not enough educators to take care of that. So they recommended
that the VA look at doing the same thing with nursing schools, the
same relationship that we do with medical schools where we do
such a good job; and I believe some 70 percent of the medical doctors get trained in this country, and we are looking at doing that.
We have asked for additional abilities in the physicians and
nurses pay act that is up here before the Congress that will allow
us to provide better working conditions. So it is a concern, and one
we are working on.
Mr. MICHAUD. You mentioned during national disasters that the
VA has been able to help out in those areas. In what way were
they able to help out? Were they taking care of just veterans, and
if not just veterans, did you get a payback or reimbursement for
services provided?
My next question is—and I know a lot of focus has been dealing,
and rightfully so, with natural disasters. What about an economic
disaster? In Maine, we have had a certain whole section of the
State of Maine that has been hit with mill after mill, paper machine after paper machine that was shut down. And last year, in
some labor market areas, over 30 percent, which threw a lot of veterans that worked in the factories out in the cold with no health
care benefits at all, yet they could not get any services from the
VA because they were classified as Priority 8s. What do you do in
an economic disaster as far as helping out veterans?
Mr. MANSFIELD. Well, to go back to the first part of the question,
sir, I know for example in the situation with Hurricane Charley,
I believe it is, in Florida, that we were asked to provide not only
medical doctors, but radiologists and other health care professionals that would be available to help the local folks. And I would
imagine, beyond that, to get to the details—I would ask Dr. Perlin
to address the question specifically—I saw bits and pieces each day
of what they were asking for that day. He can give you the totals
and also refer to the reimbursement part, because I haven’t gotten
to that part yet.
Dr. PERLIN. Thank you. When a disaster is officially identified by
FEMA, it allows us to participate as members of the National Disaster Medical System and allows reimbursement in that case.
Beyond that, as Secretary Mansfield testified, we are members of
the community. In addition to our care for veterans, we care for the
people who are members of that community, many of whom work
for VA and certainly the veterans in those communities.
Florida is a great example. VA provided 120 medical personnel,
health professionals, not all of whom were from Florida. People
from throughout the system were able to come, at requests from
our partners at Health and Human Services, to meet needs ranging
from nursing homes to social work and placement of individuals
who were in vulnerable situations.
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So the answer is, yes, we do provide support, and there are
mechanisms for reimbursement that we work with Secretary
Simonson, in particular, to sort through.
Mr. MICHAUD. If I might follow up, if we do have a catastrophe,
in trying to get health care professionals in to help out outside the
VA system and looking at trying to help the States as far as moving forward in training health care professionals, when you are
looking at that, are you looking in areas of potential high disaster
areas, or are you looking at areas—as the chairman mentioned earlier, a lot of folks from the State of New Jersey and a lot of folks
from the State of Maine went down to help out.
Are you looking at areas to help out that might not be high on
the disaster potential list to help encourage professionals into the
field?
My last couple of questions, if I might, Mr. Chairman, how does
the VA ensure that the pharmaceutical caches are kept up-to-date,
and what process does the VA go through, have in place, to assess
the continued readiness of an internal VA cache?
Mr. MANSFIELD. Sir, I can answer the first part, and then I will
turn the last part over to Dr. Perlin.
I was on site at where one of the caches is maintained the last
time they were doing a turnaround on it, and that means that
what they do is keep track of what the deadlines or the dates are
on those. And on a periodic basis they are reviewed.
The whole cache, if it is not at this particular site, is brought in
there, repackaged, and then sent back out to where it belongs. So
that is done on a regular basis, we have people responsible for
doing that, and we work with HHS in making sure we maintain
the standards we both agree on.
Dr. PERLIN. Congressman, as to your first question regarding the
ability to provide training across the country, a potential shortage
of nursing professionals, of health professionals, especially in the
area of nursing, is profound enough that it has to be a national effort.
We want to work not only in those environments where there are
already training programs, but VA, by virtue of the provision of
health care, provides a training platform. So, as Secretary Mansfield identified, the Nursing Commission’s report really suggested
that we be more aggressive in terms of using that clinical environment to help serve two purposes: first, the training of health professionals for the country and, for us, the ability to bring those
nursing professionals to veterans as well as to our service members.
Mr. MICHAUD. Thank you.
The CHAIRMAN. Mr. Beauprez.
Mr. BEAUPREZ. Thank you, Mr. Chairman.
Mr. Simonson, first to you, if I might. It strikes me that we are
sitting here focused like a laser, the members of this Veterans
Committee, rather obviously on the VA today. But it strikes me
that in the event of a national emergency, one, question at least
to me, arises: Who is in charge? Who calls the shots? Who integrates the various pieces to react to a national emergency that
would require specifically a health care reaction?
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Mr. SIMONSON. The incident manager is the Secretary of Homeland Security. There are lead agencies then designated who support the Secretary of Homeland Security in managing the incident
broadly. So we are, as I indicated earlier, Emergency Support
Function 8, the Department of Health and Human Services, which
is the medical and public health response to an emergency.
So HHS is responsible for marshaling the Federal Government’s
resources to respond to a mass casualty event.
Mr. BEAUPREZ. Good, as I thought it might be.
Now, given that and given an inference that you made just a little bit ago about number of beds and so on and so forth, I recall
a conversation I had with some health care professionals—not VA
for the moment—back in the Denver area, which I represent, specifically the folks that created Flight for Life, which now I think
is pretty well-known across the country.
But that organization was very frustrated that of all of the communication efforts, significant as they are, with our first responders, to react to emergencies in the wake of 9/11, they said we are
still waiting for somebody to contact us, because they don’t know
exactly what their mission might be.
In this very large hospital, they had tried to coordinate some
kind of plan in the event of a big emergency and they had to take
on a lot of casualties, where are they going to move people around?
My question to you, sir, is if we have got kind of an inventory
of beds, be they at the VA or be they wherever, have we got really
a communication strategy that integrates our health care professionals that is going to be able to respond in some kind of a significant capacity to a disaster, wherever it occurs?
Can the left hand talk to the right hand?
Because I guess one word that has become part of our vocabulary
as we all talk about this 9/11 Commission, is this business of silos.
I am concerned in the health care industry, not unlike any other
industry, because of a competitive nature, one hospital with another, or even the VA with the private sector, we don’t routinely
communicate with each other. But yet in the case of a natural disaster, in whoever’s community it might be, we are going to want
all hands on deck.
I am very nervous that we don’t have that kind of integrated effort, that rather instantaneously we would know where the drugs
are, where the bandages are, where the surgery room is, where the
decontamination facility is, and who is going to show up where and
when.
Mr. SIMONSON. Well, I think integration is there. It isn’t, though,
I think, a fixed point. This is a continuum and we have got to continue to improve. But we do have an operations center that seeks
to involve State health officers, hospital associations like the American Hospital Association, to try and ensure that we have got an
adequate picture of what the bed capacity looks like in a particular
region.
Now, a lot of that is dependant upon them actually reporting information into us. We have a computer application that allows hospitals to report into us, tell us what they have and what they can
make available to us.
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We are also trying to do a similar thing with the supply side, the
hospital suppliers and the pharmaceutical suppliers, to figure out
where things are in the inventory system, are they being taken off
the shelf—a reverse distribution system, as it were.
So in our operations center there is a mechanism for integrating
that information, and it is getting better. But is it at a point where
it is seamless? I think the answer to that is no.
But I appreciate what you are saying. The Secretary’s view from
the beginning is there, has to be a way to ensure that the right
hand does know what the left is doing.
Mr. BEAUPREZ. Well, I would suggest to you that ‘‘seeks to’’ and
‘‘tries to,’’ with all due respect, sir, is not going to be adequate if
we go through another event.
Mr. Chairman, I think this is not an issue only for the VA; this
is an issue for the United States of America and for all of us. The
public, frankly, is not going to tolerate a ‘‘we sought to’’ or ‘‘we
tried to.’’ we must somehow get better.
Let me follow up, if I might, with a couple of other questions.
Again, we are focused like a laser on the VA today, but if I understand correctly, and I am not certain that I do, but are—I believe
that perhaps in the last Congress some $40 billion, Mr. Chairman,
was identified in the bioterrorism bill that came out of Energy and
Commerce for just that, for bioterrorism.
But as we sit here today, looking at the VA for all kinds of answers—and I would think that it is a reasonably decent place to
be looking for bioterrorism protection, response, research—I think
only about $2 million of that $40 billion went to the VA. Is that
correct, Mr. Mansfield or Mr. Perlin? Do you know?
Mr. MANSFIELD. I think you are in the right neighborhood, sir.
Mr. BEAUPREZ. So we are talking about pennies on the total dollars, relatively speaking, and yet we look to you folks.
I would simply ask a question again of Mr. Simonson. In my district, we are preparing with great jubilation to build one of the
VA’s new facilities at Fitzsimmons Army Base, the old Fitzsimmons Army Base, and we are rather ecstatic about that and
think it is going to be a new standard in the way we deliver health
care.
General Martinez-Lopez, one of the things that we are jubilant
about is, it is not only going to be a VA hospital, but it maintains
a partnership with the University of Colorado Health Science Center, the greatly expanded research facility that it will be, and jointly with the DOD, all of which we are very proud of.
I would hope we take full advantage of that research and treatment capability.
I see you nodding. I assume that means in agreement. I think
that is a good thing.
But if indeed we are looking at the issue—I hope, forwardly—
about bioterrorism, why in the world would we not be funding our
VA better to accomplish that end point?
Mr. SIMONSON. Well, the funding that we have to improve hospital capacity, the funding goes through HRSA, the Health Resources and Services Administration; it goes through its States. We
make grants to the States and then the States determine what the
best way to use those funds are. The assumption is that they are—
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being on the local level, they have the best ideas as to how to improve their hospital infrastructure.
Now, that is the way, as I understand it, the legislation, the appropriation, is set up, that gives us those funds, that it is a program for State hospital preparedness. So I am not sure we have
the flexibility to enter into cooperative agreements with the VA to
do that.
The CHAIRMAN. Would my friend yield, just to point out, Mr. Secretary, that the second round of awards provided $498 million to
States to improve hospitals’ response to bioterror and other disasters.
Again, as I said earlier, some of our soldiers, God forbid, but
some of them may come back having been now affected by these
contaminants, whether it be biological, chemical or radiological.
And despite our previous hearings and every bit of due diligence
I and my staff and all of us have done on it a a bipartisan way,
we are not ready.
Why is it? You said you don’t know whether or not there is a
legal bar to sharing some of these dollars with VA facilities. The
gentleman from Colorado was on to a very good line of questioning.
Why not?
We have these VA health care facilities. Why can’t some of this
$498 million have been at least earmarked for VA medical centers?
Is there something in the law that precludes that? If so, we want
to know, and we can take a look at lifting that.
Mr. SIMONSON. My understanding of the legislation was the
funds were to go to the States. Now, the States may have flexibility
to fund the VA hospitals within their jurisdiction as part of a response program.
The CHAIRMAN. Let me remind you, if the gentleman will continue to yield, when anthrax hit in my State, in my own township,
the acting secretary of health for the State, who was the quarterback for all of the efforts to try to mitigate the damage of anthrax,
did not even know that the VA was a partner, didn’t even know
that the VA had the capacity, the capability, of providing Cipro to
the ill-affected people at the post office. Didn’t even know it. When
we told them that, it was new knowledge.
So it seems to me, again, the left hand not knowing what the
right is doing.
We want the VA to be seen as integrated, not apart from. Again,
when you just say it is going to the States, maybe or maybe not
they have the ability to do so; it gets rid of that partnership and
that team spirit I think are so important.
Mr. SIMONSON. This is the reason that we specified in the grant
agreement that the States have to coordinate with the Veterans
Administration. The idea is to coordinate it at that level.
Now, clearly that wasn’t in place when we had the anthrax attacks of 2001. But I think what we are seeing is that each of the
States—I am not aware of one that has not—has included the VA
in their cooperative agreement planning, in the regionalization of
these assets.
Mr. BEAUPREZ. If I could reclaim my time—and I thank the
chairman—if I understood you correctly, we are trying to, we are
seeking to, but as of yet, almost 3 years after 9/11, we really can’t
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stand up straight-faced to the American public and say that we
have a well-integrated, left-hand-talking-to-the-right-hand health
care emergency response system in the United States of America.
Mr. SIMONSON. I think we can say we have a reasonably wellintegrated health care infrastructure in the United States. I think
it could be better. But I think the progress from 9/11 to where we
are today is breathtaking.
I think there has been tremendous progress there. I think a lot
more can be done.
Mr. BEAUPREZ. I would submit to you, when someone as obvious
in my State—and perhaps you are telling me it is a State problem,
I don’t know; I guess I am just looking for the answers. But when
somebody as obvious as the Lutheran Hospital in Wheat Ridge,
Colorado, which is the largest hospital in Jefferson County, tells
me we have not been contacted in our emergency room by anyone
remotely connected with the first responder network, when they
are the creators, the inventors, of Flight for Life, the first ones that
were ever stood up in the United States of America—a couple pilots
came home from Vietnam and said hey, we can do this—when they
tell me that they have yet to be contacted by anyone from DHS or
the State or anyone else, I asked what to me is a rather obvious
question: How can we straight-face answer that question to the
American public, that we have done what we should do to integrate
the health care network?
I don’t think we have.
Mr. SIMONSON. What we have tried to do, what we have done,
I believe, is to set up an arrangement so that the local authorities,
the people who know their health care system, the State health officer, the State department of health, where the grants flow
through, use that knowledge and use the funding to create a regional approach.
Mr. BEAUPREZ. I don’t mean to be abrupt, but I respect the fact
that there is a tremendous flexibility in authority and local accountability—well, I will stop and not use the word ‘‘accountability’’
yet—local autonomy.
I am a big States’ rights person. But if we are going to be passing out the checks from here, we ought to be able to mandate, we
ought to have some accountability measures and know that the
States are doing it. In my case, I don’t believe that that is done
yet.
Let me move on in the questioning, if I might. Another rather
obvious ‘‘I can’t believe this,’’ if I have my facts right, Mr. Chairman, is that if there is someplace to point to that understands posttraumatic stress syndrome, it is the VA. But yet, if I have my information right—and I think I do—in the Department of Homeland
Security’s final response plan, the VA, for some reason, is removed
from being the PTSD Center of Excellence. We don’t have a role.
Is that correct? Or am I wrong? I hope I am wrong.
Mr. MANSFIELD. I would just state from experience, we will go
back and double-check, but from experience, we had people on site
on 9/11 in northern Virginia at the Pentagon and in New York, and
they were there for a considerable period afterward, and I know
that that is a part of our ongoing collaboration.
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Mr. BEAUPREZ. That part I don’t dispute. My question is, in the
final response plan, in the response plan, I don’t think—just like
in the 9/11 Commission report for some reason, I don’t think the
VA is noted. And if that is the case, if that is the case, I don’t think
that is a huge issue for today, but I would suggest to somebody,
you ought to recognize the rather obvious, that the VA is as expert
as anyplace you could go to.
Mr. SIMONSON. We do. This is the reason why we have a relationship with the National Center for PTSD. I am not aware of exactly what the text is in the plan that is at issue here, but I would
be happy to go back.
(Subsequently, the Department of Health and Human Services
provided the following information:)
While the Department of Veterans Affairs’ (DVA) National Center for
Posttraumatic Stress Disorder (NCPTSD) is not specifically named in the National
Response Plan (NRP), DVA is a Support Agency under Emergency Support Function
# 8 (ESF #8), Public Health and Medical Services Annex. Under ESF # 8, NCPTSD
and other DVA assets are integral to the Department of Health and Human Services (DHHS) response activities.
Furthermore, DHHS has worked actively with NCPTSD on a number of initiatives to better prepare our nation for the behavioral aftermath of terrorism and
other health emergencies. We fully expect this vital partnership to continue.

Mr. BEAUPREZ. I would ask that.
Lastly, if I might, Mr. Chairman, I think this is the second hearing that I have had on a committee I serve on relative to the report
of the 9/11 Commission. I want to applaud that Commission. I
think they did yeoman’s work, legacy work. The challenge probably
now falls to people like ourselves.
I think one of the great demands placed upon us will be to adopt
what I think is perhaps not impossible, but maybe unique in this
business of Federal Government and bureaucracy that we deal
with, the Congress as well, and that is a culture of continual improvement.
I will commend you and Ranking Member Evans. I think on this
committee, my short time on this committee, I think that is the
kind of culture we have tried to adopt. But it is not something,
frankly, that Congress nor the Federal Government does very well.
If we learned anything from 9/11, it is that we do have to—again,
to use the words of the Commission, we have to be imaginative and
we have to be rapid responders and we have to be adaptable to
change.
I think for all of us that is going to be a very, very difficult culture to adopt, because we tend to like to maintain life pretty much
the way it is and the way we understand it, rather than the way
it may actually be in reality, especially tomorrow.
Mr. BEAUPREZ. So I would just submit to you, Mr. Secretary, and
I, Mr. Secretary, and all of us in this room, but especially us Members of Congress, that rather than singularly focus on yesterday’s
events, our biggest challenge will be to make sure we are focused
on tomorrow’s. With that, I yield back.
The CHAIRMAN. Thank you very much, Mr. Beauprez.
Ms. Herseth.
Ms. HERSETH. Thank you, Mr. Chairman.
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I want to go back to another point that Mr. Beauprez made in
his opening statement, and it was an issue that the 9/11 Commission report identified as a failure of imagination within the intelligence community in particular. And while I praise as well the
work of the Commission and agree with many of the recommendations in that report, there are a couple that give me some pause.
One relates to the allocation of Homeland Security funds as it relates to rural areas. Most of South Dakota is classified as a rural
area, and the improvements to VA preparedness appear to focus on
major metropolitan areas where there are VA medical centers.
However, in a State like South Dakota and others with a large geographic area and a small population, most people do not have easy
access to a medical center, but rather the CBOCs, the CommunityBased Outreach Clinics. And I do not think any of us assume—and
we certainly should not—that rural America is immune from a terrorist attack. If anything, if we allow our imagination to go in the
direction it should for our level of preparedness that we need, we
need to make some assumptions that getting at the heart of the
American psyche would be to attack a rural community in a rural
area and the necessary allocation of resources for rural areas to coordinate regionally through their response and communications
networks.
Now, part of the Integrated Health System of the VA is these
CBOCs. And so, can you tell me how you think they have been integrated, either at the level of coordination by the VISNs themselves or at least through some of the training that the individuals
that work at those clinics may be utilizing so that, in the event of
a catastrophe or any kind of attack in small town America, that
they also have that level of preparedness and readiness to respond?
Mr. MANSFIELD. Thank you.
I would agree with you that we cannot put anything off the table,
that we have to be prepared for anything to happen anywhere in
the Country. I would make the point that the VA is situated, much
better situated because of the fact that we have 850-some CBOCs
around the Country able to deal with it.
I would make the point that, whether you are in one of our major
hospitals or a CBOC, that you are, as a VA employee, included in
the communications. And that meets the requirement that you be
informed of what is going on and what we are planning for and
what we are doing, and also you are included in the training, and
that this training does extend down to that level.
I would suggest that, as in other issues where the CBOCs look
to the hospitals for certain support, i.e., specialty care that they do
not have on-site or maybe a radiology capability, that this, too,
would be one where the capabilities of the major sites would be
available to move towards the location of the problem. As I mentioned, we have these caches available in large sizes and small
sizes and that we are hooked in with HHS for the major caches
that would be moving. And we are aware of what they are and
where they are going, because we are handling that.
So I think we are prepared to deal with issues at any location,
and I believe that our training is such that, again, it recognizes
that any of our people are liable to be involved and, then again, as
I mentioned earlier, that we do recognize that we are a part of the
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community and, as such, as community partners, have responsibilities. And those responsibilities are the same in a rural area as
they are in an urban area.
Ms. HERSETH. Well, along that same line, Mr. Secretary, do you
then feel that, whether it is a clinic, an outreach clinic or a medical
center, that, in your opinion, there has been a more than adequate
level of integration with local law enforcement as it relates to planning, either in a certain community or a certain region, throughout
the Country where facilities exist in the VA?
Mr. MANSFIELD. I have had discussions with the Deputy Assistant Secretary for Security and Law Enforcement, who is here in
the audience with us—and if you wish, we can bring him forward—
about this whole issue, and he assures me that wherever VA is,
that they are in touch with whatever Federal law enforcement
agencies are sited there or are available there, as well as the local
areas. And we are working, again, as community partners to ensure that we work with them and they work with us.
Ms. HERSETH. Just a couple more questions, if I might.
On page 10 of your written statement, you talk a little bit about
the availability of the decontamination equipment and that 28 facilities have it on-site. You also made reference, I think in response
to an earlier question, that some have orders in; some facilities
have actually constructed maybe their own type of unit.
Can you just fill us in on the status of those orders? Are we contracting these, or is there just one supplier for this equipment, just
so we have a sense in terms of the timetable in which the other
78 facilities would be receiving this equipment?
Mr. MANSFIELD. I will ask Dr. Perlin to answer the specifics, but
again, it is one where the 118, I believe, is the number we are looking at planning for originally, and then the 28 are on-site, and we
have others ordered, but I am not sure about the time of delivery.
We may have a further update.
Do we?
Dr. PERLIN. Thank you. In fact, this is a comprehensive program
that begins with training, and 130 sites are, to date, trained. That
means four individuals at least from each and every site came for
minimally 2 to 5 days of training at some of our advanced facilities.
They had to get trained first. Thereafter, they could go back and
assess the environment, large or small or otherwise, and the community contingencies, to understand what the best equipment to
purchase was. As Secretary Mansfield indicated, 28 sites have
equipment in place from this program.
Preceding this program, VISN 3, the area of New York City and
the 5 major hospitals there, as well as many sites in VISN 7, the
Atlanta area, as well as a number of other facilities, already had
equipment. Eighty-eight more sites will take delivery of equipment
through this year.
As Secretary Mansfield indicated, unfortunately, this is a very
popular item. In many instances, we are in the queue.
Ms. HERSETH. One last comment, and that would be to reiterate
Mr. Miller’s point about evaluating the Capital Improvement Plan
and at least identifying these centers, because I think it is clear
that there has been, from our Chairman, from Ranking Member
Evans, bipartisan support of getting the authorization for these na-
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tional centers that would help in the preparedness of the VA. And
I think that, as all of us go to the plate once again to get the dollars, it would help us in making the best case if we are moving forward on other fronts and that we have identified those centers,
whether they are in Florida or Sioux Falls, South Dakota, or who
knows where.
But to reiterate that point, and also, if we can get a copy of the
status report which may be made available to us on the Battaglia
report recommendations to be distributed to the committee, I would
just make that request. Thank you.
The CHAIRMAN. Thank you.
Dr. Snyder.
Mr. SNYDER. Thank you, Mr. Chairman.
Thank you, gentlemen, for being here. I am sorry we do not have
more people here with us today to, I guess, interrogate you even
further, if we had a full committee here.
Secretary Mansfield, I would like your personal opinion, please.
I have read your statements and heard your comments this morning. What is not going well? In your personal opinion, what is not
going well?
Mr. MANSFIELD. Well, I think, as you just heard, what is not
going well is that there are a lot of people in line for a lot of things.
And for example, in the area of the decontamination units, we have
identified the need. We have identified what we need to solve the
need. And we have gone out and gone through the process that the
Government has to go through to buy something. And now we have
to wait for it to be finished and then deliver it and brought on-site.
Of course, the initial training is just, you know, preacquisition.
Once we get it on-site, we are going to have to go through a use
training once we get it. So that is part of the question. And that
also applies, in the communications area where, I think, it is single-site communications may be a need where, again, we started
out, we were at 25 or 30 percent of the need, and now, we are up
to 65 or 75 percent of the need. But again, it is one where we are
in line to acquire the needed equipment to go forward. So that is
one area.
Mr. SNYDER. The communication you are talking about, you are
talking about direct contact between VA facilities and local police,
fire, and local EMTS?
Mr. MANSFIELD. For the tie-in to the FEMA emergency network,
yes.
Mr. SNYDER. And is that an equipment issue?
Mr. MANSFIELD. Yes. As I mentioned, we have orders to buy the
equipment, and we are waiting for it to be built and delivered.
Mr. SNYDER. I know in your written statement, in terms of that,
the facility for the decontamination equipment, you specifically
mentioned Little Rock, which is where I am from, that they have
been noted by OSHA to be one of seven facilities in the State or
in the Country that are doing well, is that correct?
Mr. MANSFIELD. It is one of the ones that trained on-site.
Dr. PERLIN. Dr. Snyder, that was indeed one of the first sites to
really pilot some of the material and has served as one of two national training sites because of their expertise in the area.
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Mr. SNYDER. I wand to ask, Mr. Secretary, what—you have
talked about the priority of treating veterans and even in the kind
of a mass casualty situation, but most of your facilities are in the
middle of very populated areas, and I can assure you if, you know,
I am just—I live within a mile of my VA hospital. And if we have
a mass casualty situation, I will be loading up the neighbors in my
pick-up truck, and we are going to the nearest hospital, and that
is going to be you. And I am not going to let you screen a 3-yearold for whether he has veterans service or not.
Are you all prepared to be just overwhelmed? Prepared is not the
right word. Have you had that discussion about what will happen
if you are just overwhelmed with nonveterans showing up on the
doorstep?
Mr. MANSFIELD. We have had the discussion, and we have had
some attempts at planning. I agree with you. I recognize that,
when it happens, where it happens, it is going to be like the battlefield. And I have been there, and I know what chaos you have and
what you have to do to respond.
I would make the point though—and Mr. Beauprez, I think,
brought this up—but I will give you an example. Down in Houston,
I think it was hurricane Allison, the VA medical center was the
only medical center that was not flooded out during that incident.
And I think there are four civilian hospitals in the area, if I am
not right, and a military hospital. And we wound up being the site
where health care was delivered for those four civilian hospitals
and the military hospital. Because, again, as I say, I recognize, and
at least from my direction, we are members of the community. We
are going to have to react as members of the community.
Mr. SNYDER. Does that mean, do VA hospitals then specifically
have the ability to administer pediatric-dose drugs to babies under
the age of a year, or is that expecting too much for this kind of a
situation?
Dr. PERLIN. Sir, as a humanitarian approach, we would do what
was necessary. I, personally, have delivered two babies in the VA
system, not in my job description, per se. But we have, sir, developed our best attempt to consider the unimaginable. And this is
our rapid contingency response, and it alludes to what resources we
could make available, including crowd control, so that we could provide not only the maximal service but the maximal safety for all
involved.
Mr. SNYDER. One of the times I was working overseas as a doctor, I was in the middle of a cholera outbreak, and we knew it was
coming. We had heard of cases some miles away, and it was very
impressive as the numbers increased. And they increased every
day, and you always feel like you are on top of it, but then, at the
end of about 3 weeks, it was incredibly impressive how high the
numbers were that you were actually treating. And my guess is
that this kind of situation would be like that. You work real hard
at staying on top of things.
Mr. Secretary, the opposite of that is, have you all considered in
your scenarios, your imagining what would happen if the VA hospital in an area is the targeted facility, and you have to shut it
down and transfer all VA health care someplace else? Is that a scenario you all have considered?
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Mr. MANSFIELD. That is part of what I think we have to do as
part of our ordinary business planning to meet certain certain
Commission standards. Plus, the other point I made is, we lived
this in the real world.
Mr. SNYDER. Excuse me, if I can interrupt, so what you are saying is, to meet your normal hospital accreditation standards, you
all have to have the ability to show a plan to evacuate quickly and
get people out. And then you also have the responsibility then of
providing care for veterans at some other facilities? So that is
something you consider on an ongoing basis?
Mr. MANSFIELD. Yes, sir. And as I mentioned, we have done that
in the last 2 years with two hurricanes where we shut down Hampton VAMC and moved the people out, and Tampa and Bay Pines.
So it is something that we not only plan for, as I said, we have
lived this.
Mr. SNYDER. General Martinez-Lopez, I got a little bit confused.
I read your written statement, and then the written statement I
got last night is the same as the one that was on the table, but
it is not the same as the one you delivered this morning. We have
multiple copies. You had added some material today. I am curious
what happened. How is it—you just decided we needed to know
more things or did someone tell you to add more things?
You specifically, I think, have a couple of pages on congressionally-directed medical research programs that was not in our first
statement that was labeled last night as being final. What was
your motivation for changing your statement the most recent time,
if I might ask?
General MARTINEZ-LOPEZ. Sorry for the confusion, I put in a
written statement, but I have to curtail the written statement, because otherwise, I would not have been able to meet the 10 minutes. So I stand by the written statement that you got last night.
Today’s statements are much shorter, just to save time.
Mr. SNYDER. All right. I think I understand that.
I wanted to ask, on page 3 of your statement, we all have our
pet peeves in life, and one of mine is the use of the word synergy.
Whenever I hear someone in Government use the word synergy, I
get very apprehensive. It generally, to me, is a word that means
we really do not know what is going to happen, but, somehow, all
of these people are going to get together, and it is going to work
out somehow.
I wanted to ask, specifically, you say the potential for operational
synergy in the area of bio research and national defense for establishing collocated facilities with complementary and shared infrastructure were discussed.
Where do—I know HHS is obviously involved in this. Where does
NIH and CDC fit into this synergistic model that you are advocating here?
General MARTINEZ-LOPEZ. Sir, from the beginning, NIAD, NCI,
two of the institutes of NIH, the Homeland Security, the USDA
and us formed a confederation. That was from the get-go.
The first thing we did was to develop a gap analysis to try to figure out, what do we do and what were the gaps, what were the
technical areas that were not covered. And then, in those areas
that we shared together, I mean, we kind of did the same thing,
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which was the Center of Excellence, and can we do away and just
give the Center of Excellence to one of the agencies? So where
there was duplication, it would be conscious duplication and not an
unconscious duplication.
In order to achieve that, sir, we put the top scientists of all of
these agencies in an off-site near Frederick for a couple of days,
and they worked this really hard. And that was the mapping that
then allowed us to develop the concept of a biological defense campus.
What is even more interesting is that NCI, I mean, their thrust
is to find solutions for cancer, but some of the areas of technology
that the National Cancer Institute is working on are key to our discovery process. So this is kind of thinking out of the box to bring
NCI, because they are working on vaccines for cancer, some of the
very technical issues for adjuvants for vaccines. Well, NCI may
have an approach; we may have an approach; NAID may have a
different approach; and USDA have a different approach. The question is, which one is the best approach that will curtail the discovery cycle? In this kind of environment, I am optimistic that we
are going to get there. But the synergy was really hard work on
the details on what needed to be done to accomplish a mission.
Mr. SNYDER. One last question, if I might, Mr. Chairman.
General, if I might, it is the same question I asked Secretary
Mansfield. The title of this hearing is, is the Nation medically prepared for these events we are discussing? In your personal opinion
now, where are our greatest needs and greatest failings, in your
personal opinion?
General MARTINEZ-LOPEZ. I think my personal opinion, sir, I
mean, this is a national issue. This is not a Department of Defense
issue. This is not a Department of Homeland Security issue. This
is not an issue for the Department of Veterans Affairs. This is not
an issue just for the Federal Government. This is not an issue just
for academia. This is not an issue just for industry. And trying to
muster all that into one team of teams, that really is tough. I
mean, it is as tough as it comes.
Some of the things, some of the hardest challenges is, how do we
lower the shield so that collaboration will happen? How do we
lower the shield from the legislative standpoint so the processes
can be speeded up? How can we lower the shields and put in incentives so that other industries will come on board? I think the Congress has acted out in that way, but we do not know.
This is a journey. And that is probably the toughest thing that
we are going to have to do. How do we bring everybody, the best
ideas, I mean even weird ideas, off-the-wall ideas, to bear so we
can come up with a solution? I do not care who comes up with the
idea. I do not care about that. I do not care who makes money out
of the idea. I care that I get a solution in my pocket so I can treat
my patients. That is what I care for.
And I think, as you go about your process and you encourage us,
but not only just the Federal Government, it is us, America—I
mean us, industry; us, academia; us, hospitals around the Nation—
to work together toward finding solutions for this very complex
issue, I think we are going to continue heading in the right direction.
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Mr. SNYDER. I like the phrase team of teams, Mr. Chairman.
Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much.
Mr. Evans.
OPENING STATEMENT OF HON. LANE EVANS

Mr. EVANS. Thank you, Mr. Chairman. I appreciate you holding
this hearing, even though it has been hard for a lot of our colleagues to get here being on this recess. I know Members on both
sides are having that problem. But we are glad, none the less, to
have this opportunity.
I would also like my remarks entered into the Record.
[The prepared statement of Congressman Evans appears on p.
92.]
The CHAIRMAN. Without objection, your full remarks will be
made a part of the Record.
Mr. EVANS. I do not know if this is a problem that other Members of the committee have found, but I was out at two or three
Veterans’ Administration hospitals visiting and I asked them if
they were seriously being cut by things in the call-up—with the affiliation degrees, with doctors being at the VA for a potential emergency. Obviously, they are involved now in supporting our troops
and so forth. But it seems that, to me, that—we are showing a double counting that we have—you know, on paper it looks like we
have a good schedule, but if that is all that remains, you know, I
think we have to look at that.
A friend of mine was called up for deployment from Bethesda to
the Iraqi front, and they had a little party for him. And a few days
later he was out, and it seemed like one of our friends saw him
driving his car, and he thought he was going to be called up that
day. But a number of people saw him drive to Bethesda, and he
says, yes, they deployed me, but it was to Bethesda. Of course, that
is a noble thing. But we might have too many people on paper
being there. And we might have all of these plans, but if we have,
suddenly, a natural disaster perhaps in the United States or we
are just not over-stretching ourselves, potentially, maybe not now,
but in the future. Do you see that as a problem? Because I have
talked to a lot of doctors, and they indicated that they would not
know exactly what to do if they were deployed beyond Bethesda
and the other problems we are having with the National Guard
and Reserve units.
I guess I would just like your reaction to this potential problem.
Mr. MANSFIELD. Mr. Evans, we are aware of that issue, and we
have taken action to make sure we keep track of exactly what it
is. Right now, I can tell you that 400 of our medical doctors are
potentials for call-up and that we have 6,000 other health professionals in the individual ready Reserve, and a total of 11,000 in the
individual ready Reserve and other Reserve units across the Country. At the current time, there are approximately 700 of those individuals deployed, and we are keeping track of this station by station across the Country each and every day.
So we are aware of the issue, and of course, the other side of that
is, where we need to is where we have to back-fill behind them to

45
do what we can to do that. So it is an issue that we are aware of
and dealing with.
Mr. EVANS. Okay.
Thank you, Mr. Chairman.
Thank you.
The CHAIRMAN. Let me just ask a couple of final questions unless
some other Members have something else that they would like to
add, which we would gladly entertain.
Let me just ask you, Secretary Simonson and General MartinezLopez, from your testimony, I get the sense that you agree with the
consensus that the VA needs to be doing more or at least be a part
of the ongoing research into the treatment of the effects of chemical, biological and radiological agents. How do we deal with those
patients and the like?
I just want to, again, get back to something that I find very disturbing, and I am determined that, this year, we will correct it. I
tried last year. As a matter of fact, as I think you know, Mr. Secretary, I was the prime sponsor of the Department of Veterans Affairs Emergency Preparedness Act of 2002. Mr. Evans was my
principal cosponsor. The whole Committee, all of us were behind it.
It passed the House, the Senate, and it was signed by the President.
And what it did, as a result of a series of hearings and our due
diligence, which we thought we did so very aggressively, was to establish these Centers of Excellence, knowing that the VA does an
extraordinarily good job, a great job with its Centers of Excellence,
whether it be the Centers For the Study of War-Related Illnesses
and Limb Loss, Prosthetic Engineering, Spinal Cord Injury, of Multiple Sclerosis. You know, Mr. Secretary, these Centers of Excellence do ground-breaking, landmark studies that then has applicability, not just to the VA patients, but to the patient base at large.
And in our bill, we made it very clear that all of the information
gleaned from that research should be immediately transferred to
the private and public sector in case it is needed, which we know
would be done anyway; but we made sure statutorily that it would
be done. Yet, there was a bar put into the appropriations bill saying none of the funds can be used to implement this section.
Now, we are talking about a $20 million authorization per year
over 5 years of $20 million each year. But in realistic terms, the
opening salvo of money, the amount of money that would be needed
to get it off the ground would probably be $5 million, $6 million.
I know, Mr. Secretary, you note in your testimony today that the
amount of money for emergency preparedness has jumped from $80
million in 2002 to $257 million in 2004; $281 million is requested
for 2005.
So money for this kind of endeavor and initiative certainly is
something that you agree with. I know Secretary Principi agreed
with the legislation, testified in its favor, as did the President, certainly, when he signed it. And yet it is blocked from being implemented. And we had an amendment; I offered an amendment during the appropriations bill on July 25 of 2003, about a year ago.
It passed 347 to 77 to lift the block.
In addition to that, we all know the desirability of that focus and
having people whose portfolios are not so chocked full of missions,
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that they get diverted. We know that there is an interim person,
Dr. Mather, who is running the forth mission, the Emergency Management Strategic Health Care Group, yet we established, with
your full concurrence, an Assistant Secretary who would be the
Emergency Preparedness Assistant Secretary for the VA. That, too,
was blocked by an appropriations bar which would have been lifted
by the amendment that I offered that was then dropped in conference.
It seems to me that the time has come to fish or cut bait. This
is an Assistant Secretary, growing from six to seven. The number
that are within the VA is vitally necessary, I think, so that the VA
can do its great work that it has done in so many other areas to
be part of this team. I am baffled as to why it was blocked, and
I have asked all of the key players, although I have yet to get an
answer that makes any sense in any realistic terms. Perhaps you
can respond to that. An Assistant Secretary, don’t you think it is
needed?
And Mr. Secretary, you might want to respond to it as well.
Mr. MANSFIELD. Well, Mr. Chairman, you have done an excellent
job of laying out the history of this legislation and this law, and
I would agree with you. As the then Assistant Secretary for Congressional Affairs, I helped the Secretary prepare for that testimony where he supported the issue, and we did support you, and
we do support you.
And as you know, we also attempted to try and comply with
what other committees do here, and as I suggested earlier, I have
committed to personally going back and talking facetoface to the
Secretary and making sure he understands, again, as I know he
does, your concern about this issue and see if there is something
that we can do to assist you at this point in time.
The CHAIRMAN. I appreciate that.
Just again, to reiterate, not to read the whole bill, because that
would take forever. But when we talked about the mission—this is
just one part of the mission, and it would be done in collaboration
with medical schools. The RFPs, I know, were ready to go out. The
VA had a very good set of recommendations, and the RFP was all
set to go out until this legal bar was imposed upon you.
But the mission, the first part of it was to carry out research on
and to develop methods of detection, diagnosis, prevention, and
treatment of injuries, diseases and illnesses arising from the use of
chemical, biological, radiological, incendiary or other explosive
weapons or devices posing threats to the public health and safety.
We know now from Desert Storm that, thank God, the kevlar is
saving so many of our men and women in uniform, but there are
also blast problems, not only loss of life and loss of limbs, but there
are blast problems relating to the incendiary devices. These centers
could be studying them right now, and that has been unfortunately
put on the back-burner because of this block.
But Mr. Secretary and General, if you could respond as well.
Mr. SIMONSON. Yes, it makes perfect sense to me, and I would
support a specific position at the VA to do just emergency planning
and response. I think, though, in the absence of that position, they
have made adjustments so that they perform the mission.
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But the VA in many ways dwarfs every other agency of the Government when it comes to emergency response, with the largest
medical system in the world. So, yes, it makes perfect sense to me
that you would create such a position.
The CHAIRMAN. Thank you, General.
General MARTINEZ-LOPEZ. Mr. Chairman, I am not prepared to
talk for the Department of Defense, but I will tell you that we will
seek the collaboration like we have done in the past for the best
scientific ideas. Just like Dr. Hostetler is going to highlight funding
a project that was funded particularly by us, we are going to continue. Because we value the collaboration; the scientific endeavors
of the VA is first class. And we are going to seek them.
The CHAIRMAN. Let me just ask one final question to you, Secretary McFarland.
One of the Battaglia Commission’s findings was that there was
an inability within the VA to maintain a high degree of mission
readiness during emergencies that they suggested was seriously
compromised by the absence of an effective, reliable, and centralized communication system. The Secretary made some reference to
it. The information that you have sent up seems to say that you
have made some strides in that regard, but if you could elaborate
on that, I would appreciate it.
Mr. MCFARLAND. Yes, sir. We have made some significant
strides. We have the Telecommunications Modernization Program
that is ongoing right now, and we are going to roll out a very
strong network that will allow us to be backed up all over the VA,
all over the Nation, and we anticipate to have that complete project
finished and the whole network operational by August of 2005. It
has been one of the things I have been very happy about in the 6
months I have been here, is the progress and the design of that
network. It is first class, and I really think we are going to be in
good shape when it is finished.
The CHAIRMAN. Thank you, Mr. Secretary.
I know Mr. Beauprez has some follow-up, and then, I will go to
Mr. Michaud.
Mr. BEAUPREZ. Thank you, Mr. Chairman.
Very quickly, I need to correct the Record. My mind was thinking
one thing, and my mouth said another a moment ago. The appropriate credit for Flight For Life is with St. Anthony’s Hospital in
the Denver area. The Lutheran hospital that I referred to needs to
be given credit for having established a decontamination facility.
That is why I was thinking of that hospital. It is pretty notable.
They did it under their own initiative, got most of the equipment
kind of on the cheap. Went to Home Depot, picked up a few pipes
and a few sprinklers and a little plastic drape, and they can handle
hundreds of people very quickly. And I commend them for it.
But I wanted to make sure that the Record stood as it should be,
with St. Anthony’s being the real innovator of Flight For Life.
The CHAIRMAN. Mr. Michaud.
Mr. MICHAUD. Mr. Chairman, I wonder if it is possible to find out
where the funds have been expended for this whole effort. I agree
with Mr. Beauprez. Having served 22 years in the Maine legislature, I believe in States’ rights, but I also believe in accountability.
So I would like to have a list of what projects there are, because
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I do know a lot of States are going through shortfalls. And I want
to make sure the money is spent appropriately.
The other thing that was brought up during questioning is, when
we talk about the VA working closely with local municipal or police
as well as hospitals, I am just concerned about how closely are they
working. And I will check when I get back to the State of Maine.
As you know, Maine is a real rural State. In Rumford, we have
the Rumford Hospital, right just down over the hill, is a VA clinic.
And I know Rumford is struggling with trying to find funds for
their emergency room rebuild to help save and also to bring it up
to standards. I am just wondering, it sounds to me like some of this
funding that might be available could be utilized in helping to
bring the emergency room up to snuff. But I do not know whether
or not the VA clinic has actually even talked to the hospital about
this sort of funding initiative. So I would like to have a copy, if we
could, for the committee of where the funding has gone.
The CHAIRMAN. We will seek to get that and get it to you and
make it a part of the Record.
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(Subsequently, the Department of Veterans Affairs provided the
following information:)
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Mr. MICHAUD. Thank you.
The CHAIRMAN. If there are no further comments by my colleagues, I want to thank our very distinguished panel and thank
you for your answers and look forward to some of the ones that you
will provide for the Record, and thank you for doing it as quickly
as you can.
Mr. Secretary, thank you for your leadership.
If you have no final comment, then I would like to invite our second panel then to the witness table.
Dr. Neil Livingstone is CEO of GlogalOptions, an international
risk management and business solutions company headquartered
in Washington, DC. He has spent more than two decades advising
clients regarding a wide array of difficult and complex problems
ranging from the prevention of industrial espionage to conducting
special investigations, suppressing of the theft of intellectual property, advising corporations on political and economic risks, protecting corporate leaders and celebrities and recovering kidnap victims. He has advised top Government officials and testified previously before the Congress.
Dr. Livingstone is a familiar face on the Nation’s newscasts as
a commentator on terrorism, intelligence and other national security issues. He has authored nine books on terrorism, security and
foreign policy. Some of these books include, Inside the PLO, The
Cult of Counterterrorism, The War Against Terrorism, Winning a
War Against Terrorism, and America The Vulnerable: The Threat
of Chemical/Biological Warfare.
An honors graduate of the College of William and Mary, he also
has his MA from the University of Montana and a Ph.D. From
Fletcher School of Law and Diplomacy.
Dr. Jerry L. Mothershead is the former Senior Medical Consultant, Navy Medicine Office of Homeland Security. He is currently
the Physician Adviser for the Medical Readiness and Response
Group at Battelle Memorial Institute.
Dr. Mothershead is an emergency medicine physician and recognized national planner, author, educator, and lecturer in emergency medical services, emergency management, and health care
operations for casualties of terrorism, disasters and chemical, biological, radiological, nuclear and explosive events.
During his military career, he has held a number of significant
operational, clinical and administrative positions. He led the first
medical team to respond to Operation Desert Shield where he provided humanitarian assistance to initial Kuwaiti refugees. During
Operation Desert Storm, he deployed in support of Special Operations Forces inside enemy lines and led medical operations in support of those forces, downed coalition aircrew and Iraqi enemy prisoners of war.
In addition to his military duties, during his final assignment, he
served as an adviser to a number of Federal agency committees, including the VA Emergency Management Strategic Health Care
Group, the Technical Advisory Committee, and the Federal Interagency Committee on Emergency Medical Services.
Dr. Karl Y. Hostetler has had a very distinguished career in the
medical field. He is currently an associate member, Rebecca and
John Moores Cancer Center, University of California, San Diego.
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He is also the professor of medicine in residence, School of Medicine at the UCSD, as well as staff physician for the San Diego VA
Medical Center. He has also been a director of the Endocrine Clinic
since 2000. He was previously the director of the Metabolism Clinic
at the VA Medical Center from 1973 to 1983.
Dr. Hostetler is the holder of numerous patents and also has received many awards. He has been published in numerous medical
journals and is a member of the International Society for Antiviral
Research, American Society of Microbiology, American Society For
Bone and Mineral Research, and the American Society of Biochemistry and Molecular Biology.
Dr. Hostetler received his B.A. in chemistry cum laude from
DePauw University and his M.D. from the School of Medicine,
Western Reserve University.
STATEMENTS OF NEIL C. LIVINGSTONE, Ph.D., CHIEF EXECUTIVE OFFICER, GLOBAL OPTIONS, INC.; JERRY L.
MOTHERSHEAD, MD, FORMER SENIOR MEDICAL CONSULTANT, NAVY MEDICINE OFFICE OF HOMELAND SECURITY,
AND PHYSICIAN ADVISOR, MEDICAL READINESS AND RESPONSE GROUP, BATTELLE MEMORIAL INSTITUTE; AND
KARL Y. HOSTETLER, MD, VA SAN DIEGO HEALTHCARE SYSTEM

The CHAIRMAN. So thank you, Dr. Livingstone. If you could begin
your testimony, please.
STATEMENT OF NEIL C. LIVINGSTONE, Ph.D.

Mr. LIVINGSTONE. Thank you, Mr. Chairman and Members. It is
a pleasure to be with you today.
Let me apologize in advance. The hearing has run longer than
I anticipated. I have a flight to catch and will have to leave at approximately 1:20 at the latest.
When I first published my book more than 20 years ago, America
the Vulnerable: The Threat of Chemical and Biological Warfare,
some people saw it as a warning, but others saw it as science fiction. Even some in the defense community said it was not a problem that we were ever going to have to face. And we have been
woefully ill-prepared and inadequate in our response until 9/11,
and now we are playing catch-up.
I cite just one example of the type of threat that we face in my
statement which I have submitted for the record. There are a lot
of serious challenges ahead. I have been providing training for over
20 years to firefighters, law enforcement, first responders and
States and localities when no one else was doing it regarding the
threat of chemical and biological warfare.
One of the things that we looked at in some of the gaming that
has been done are the kinds of problems that we are going to encounter if we suffer a major attack here in the United States. As
the gentleman from Little Rock said: we are going to have people
storming hospitals all across the Country. In every exercise I have
been involved in, they go to the nearest hospital. They do not go
to the hospital of choice or the hospital with which they have a relationship; they go to the nearest hospital. If that is a VA facility,
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the VA is potentially going to be overwhelmed in terms of various
attack scenarios that we can postulate right now.
Because it is the largest provider of health care in the United
States, it is woeful and it is shameful that the VA is not more intimately involved in the weapons of mass destruction response especially the bioresponse, in the United States, because whether you
want to be or not, you are going to be on the front lines. People
are going to pound down your doors, and this is going to raise a
whole series of other contingencies that the VA is going to have to
deal with.
I was the head of the security committee in the design of the
emergency room of the future which was initiated about 4 or 5
years ago with Federal money and focused on the Washington Hospital Center. We looked at mass casualty attacks and how they
would affect the hospital of the future and our medical delivery
systems. We found all sorts of difficulties. We know that we are not
prepared to deal with a biological attack in the United States.
There is no hospital in the United States that is fully prepared to
deal with a biological attack, much less certain types of chemical
and radiological emergencies.
We looked at the necessity of having to triage mass casualties in
parking lots and in inclement weather, because you cannot bring
them into the hospital without impacting the other patients in the
hospital. You have a primary responsibility to veterans, yet you are
going to expose them to whatever the agent or the pathogen is that
the public has been infected with. Most hospital rooms do not even
have double-pane windows to prevent the escape of an infectious
agent, as we found in the research that we did at the time.
Most hospitals lack water purification systems. Currently most
hospitals bring up a water truck if the water system goes down.
Hospitals do not have the type of air filtration systems that are
going to be needed to contain an infectious agent. We are doing
pretty well regarding detection of Biochem agents in this Country,
but we are not doing as well in the various response areas.
There was a piece in The New York Times just a day or so ago
that said that New York City is not prepared for the Republican
Convention if there is a biological attack. They do not have the protective gear that is needed. They do not have the respirators. They
lack the various protective systems that are going to be needed and
should be in place today to deal with even a relatively minor biological attack, and I commend the article to the members of this
committee.
Quarantine questions have not been resolved. If we to quarantine
whole cities, in the event of a major disaster, are we ready to shoot
people if they try to leave the city or if they try to get into the city
to aid relatives? What about the fact that, in every scenario that
we have run, there are hospitals in the plume of a chemical attack.
Hospitals may even be the target, as one of the Members of the
committee suggested, the actual target of a biological attack. It is
conceivable.
Crowd control is another issue that is often overlooked. The Secretary touched on it briefly, but you are going to have people walking into hospitals with guns demanding treatment for their children. How are you going to deal with thousands of people con-
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verging on hospitals in the event of a mass casualty emergency?
This was one of the problems we saw on 9/11, with people converging on hospitals, looking for relatives, trying to get some type
of information about missing people.
As the gentleman from Little Rock said, people are going to jump
into a pick-up truck and drive to the nearest facility. There are literally dozens of things that we have looked at that are not being
addressed today in any systematic way by any hospital in the
United States, much less the VA system. The VA will be the shock
troops of a major disaster in the United States. You need more
funding. You need a bigger role, because when attack which we all
dread occurs, the afflicted are going to converge on the VA health
care system. They will look to you for answers and treatment, and
you will still have responsibilities to the other who are already in
the system who will have to be protected as well as your own personnel.
I think we also have to be aware of the issue of emerging viruses
coming to the United States, given modern jet travel and the interdependency of our world today. It may not be a hostile attack; it
may just come out of the rain forest from some distant part of the
world, brought by traveler to the United States, infecting everyone
who comes into contact with the vector. We are looking at some
very alarming scenarios today. More planning needs to be done.
The Veterans’ Administration is a national treasure and needs to
be a major part of the solution to the catastrophies that we can anticipate in the future.
So with those opening remarks, I will leave my statement for the
record and I would be happy to answer any questions you have.
[The prepared statement of Mr. Livingstone appears on p. 127.]
The CHAIRMAN. Thank you so much for your testimony, and your
full statement will be made a part of the record.
Dr. Mothershead.
STATEMENT OF JERRY L. MOTHERSHEAD, MD

Dr. MOTHERSHEAD. Mr. Chairman, Members of the committee,
distinguished guests, thank you very much for the introductory bio.
I did not know that you had that complete a one on me, because
I abbreviated.
Before I talk about any observations or thoughts I have specifically on the VA, I would like to make four general observations
concerning health care in the United States and disasters and preparedness as it relates to health care in the United States.
The first point I would like to make is that our health care experience in large disasters in this Country is essentially nonexistent.
Disasters in America, certainly in the last 50 years or so, have
been typically nonprogressive, defined scenes, sudden impact disasters: hurricanes, building fires, wild land fires, things like that, in
which the economic and structural damages are way out of proportion, thank goodness, to the number of casualties and deaths that
occur from that. There is only a handful of events that occur annually that result in total casualty counts in excess of 50, and almost
all of those are transportation-related accidents. With notable exceptions, resources in most U.S. health care facilities have not been
exceeded, few suffered staff shortages, but even fewer still suffered
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supply shortages in traditional disasters in this Country. Most facilities are able to return to normal or near normal operation within 48 hours of the event. That is our experience.
Now, the disasters we are talking about today, we are talking orders of magnitude, greater than anything this Country has witnessed in over 100 years. Even smaller-scale events using the variety of weapons of mass destruction could produce thousands of
deaths, thousands of casualties and both requiring acute care and
chronic, long-term care. There would be unfathomable numbers of
psychological casualties and potential for displaced populations and
loss of health care facilities and their staff.
Two quick examples: If you take the data from the Spanish flu
epidemic of 1918 and translate to today’s time, you are talking
about, in 4 months, killing the State of Nevada. That is a number
you can understand. In Canada, in 1979, there was a train accident
that resulted in a big chemical spill, and in 48 hours, they had to
evacuate a quarter of a million people. And they had to find places
for those people, including seven nursing homes and two hospitals.
That is a number I think we can understand. So that is my first
point.
My second point is that the health care system in the United
States is already in crisis, and I am not saying anything that has
not been said probably to this committee, other committees, the full
House and the full Senate numerous times, because I have seen it
on the Internet on some of the postings. With the burgeoning
health care costs, reduced reimbursements and our increasing uninsured population, all the fat has been cut out of the civilian
health care system. There is none. I mean, doctors are not getting
rich. Hospitals are not getting rich. Stockholders are not getting
rich.
In the last 10 years, over 500 hospitals—and that is about 10
percent of the total hospitals in this Country and 25 percent of the
emergency departments—have closed. But the demand has not
gone down. In fact, the latest data from the American Hospital Association says, in those same 10 years, the number of visits nationwide to emergency departments has gone up by 20 percent, and I
think you can easily do the math and see the number. Your supply
is going down by 25 percent, and your demand is going up by 20
percent. You potentially have a problem here.
The market forces have also affected the Federal institutions as
well with closure of military facilities in excess of those linked to
the BRAC base closures. The VA Cares program, which one of you
mentioned, I do not think by name, may result in similar effects
within the VA system as well, with the transference of a lot of that
care into this already burdened civilian sector. And the net result
is that we have almost no true sustainable national surge capacity.
Hospitals additionally have very few surplus funds to invest in
disaster preparedness, and without any kind of significant change,
this is only going to get worse over the next 10 to 15 years when
people like me, the baby boomers of America, start demanding
more health care.
The third point I would like to make is that the failure to recognize the health sector preparedness as a public safety function has
hampered readiness initiatives. It is my contention that medical
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disaster preparedness has to be recognized as a public safety function and, as such, is a governmental responsibility which must be
appropriately subsidized. If public policy does not change to address this, we are probably never going to be adequately prepared,
and I am going to couch that adequately prepared with my fourth
point.
The big issue is that disaster preparedness is an insurance policy. You hope you never need to use it. But there is always a cost
involved. And with all of the other competing priorities that are
going on in the health care system—and I mentioned just a couple
of them—which Peter do you rob to pay Paul? And I would take
that to the VA system as well as any civilian system. If there are
going to be additional mandates for change, I think they have to
be accompanied by appropriate capitation. If they are not, then
somebody is going to lose out. And in the case of the VA, it is going
to be our vets, and I do not want to see that happen.
My fourth point and final point before I talk about the VA specifically is that I think that the efforts to improve bioterrorism and
disaster response in the medical sector have accelerated and have
improved, but much remains to be done. Now, yesterday, when I
was driving up here from where I live, I had the radio on. And Secretary Ridge made a statement to the people of New York about
the readiness for the Republican National Convention, and he said,
‘‘We are ready.’’ the same article that was already referred to, I actually would like to submit for the record.
(See article follows:)

62

63

64

65
Dr. MOTHERSHEAD. I sent it up electronically from The New York
Times, and in that article, Dr. Irwin Redliner, who is the director
for the National Center For Disaster Preparedness at the Mailman
School of Health at Columbia University, said, ‘‘The fundamental
fact is that this Country is not ready to handle a significant terrorist event.’’
Now, the only way I can reconcile these what I consider incongruous statements is to know that we still do not have in this
Country any clearly-defined, functional standards by which to
measure readiness. If you are going to say someone is not ready to
do something, you have to define that. You have to define that by
the tasks, the conditions and the standards. You have to say, not
only do you have to be able to decontaminate at the hospital like
the Joint Commission says, but you have to be able to do it for 50
people, 100 people, 1,000 people in 1 minute, 10 minutes, 3 hours,
sustainable for 1 day, 2 days, 5 days, whatever the standards are
that are set. And then you can say you are either ready by that
criteria or you are not. If you do not set those, then I cannot say
we are ready, but I also cannot say we are not ready, because I do
not have a benchmark to compare it to.
In the past 3 years, we have seen a burgeoning of programs, bolstering existing programs, adding new programs, and basically virtually every professional organization and every governmental
agency, both Federal and State, have established an Office of
Homeland Security and suboffices underneath that. There has been
a large amount of money, comparatively speaking, that has been
earmarked for biodefense research, technological development, disaster preparedness, et cetera.
So I would say there is no doubt in my mind that, as a Nation,
we have definitely increased our efforts to be prepared, but without
those standards, I cannot say exactly that we have met it. On the
other hand, we still have a lot of challenges. A lot of our programs
have not reached maturity yet. We have yet to fully implement the
surveillance systems with the sufficient sensitivity and specificity
for the earliest possible detection of an attack. A lot of research
still needs to be done in pharmaceuticals.
You have already heard it a couple of times, and I will say it
again, we have no reserve capacity to speak of for both acute and
long-term health care of mental health services that would be needed for the number of casualties that we are talking about. Our education and training in disaster medicine and the clinical aspects of
bioterrorism and other weapons of mass destruction have not been
universally institutionalized. We have yet to solve the post-attack
environmental surety problem.
You talk about the Hart Office Building and how long it was
closed down. Imagine two-thirds of New York City, both business
district and people’s homes. What are you going to do with those
people until you can tell them it is safe to go back?
And the list goes on. The funding for health in the medical sector
has improved. I will say that. But it has by no means solved the
fiscal dilemmas involved.
So turning to the question concerning the VA’s role, I would note
that, between the VA, DOD, and the Department of Health and
Human Services, they all represent a national asset in the global
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war on terrorism and response in the medical arena for any disaster we might have. As you have heard, the VA operates the largest integrated health care system in the United States. We have
VA facilities in every State in the union and every territory. If you
combine DOD facilities and DHS facilities and some of the DHS facilities, there is probably no community that is as far removed from
the fingerprint of a Federal health system.
So with that being said, all disasters are first and foremost local,
and even large disasters are collections of localities. Faced with a
disaster, emergency responders and emergency managers have to
use every tool in their tool kit. Many VA facilities have already collaborated to some degree with their local health care systems, but
I would maintain that Federal facilities—and you will note I say
Federal, because I do not exclude the DOD from this—I think Federal facilities must be allowed to be more fully integrated into the
entire health care system during disasters, and that means they
have to work at that integration before the disaster occurs.
Today, most Federal facilities do not even participate in their
local trauma systems. I will note that, in San Antonio, Texas, due
to a cooperative trauma agreement between the City of San Antonio and the two military hospitals down there, they have formed
a model for civilian-military collaboration that maybe should be
studied, because it forms a basis that could be used for disasters.
My second point: The National Disaster Medical System which
combines the Federal and non-Federal medical resources into a
unified response has an important VA role. The VA and DOD’s primary role is in the management of what they call Federal Coordinating Centers or FCCs. However, I would note that less than 10
percent of the geography of the United States and only about 30
percent of the hospitals in the United States are included in this
system. So I would respectfully suggest that this system should be
looked at from the point of expanding the roles of the FCCs as regional coordinators to potentially expand the geographic area to
cover more and to do more to bring in more hospitals.
The third point, and this is a big one of mine, has to do with education training. It is now 3 years after 9/11, and we still do not
have a competency-based, tiered, national standard curriculum for
education for the clinical and operational medical management of
victims of terrorism and disasters and weapons of mass destruction, nor do we have an organized national education program. Our
Centers of Excellence, the colleges out there, it is like every day
you turn on a website, and there is a new Center of Excellence. I
am not exactly sure how they earn those titles, but it is like a popcorn popper out there, institutions creating education programs.
And I do not have a problem with that, but they are not all singing from the same sheet of music. I think it is time we developed
such a national standard curriculum and a national education program, and I think that all of the Federal health sector partners
should be the leadership backbone of that program.
The next one I already mentioned briefly, which was standards.
I believe it is the responsibility of the leadership of the Government to institute standards of performance and measures of effectiveness for programs that they would oversee, and although I believe there are many stakeholders, including people like the Amer-
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ican Hospital Association, the American Medical Association and
all of those other associations, certainly the Federal health sector
should be involved with leading that process.
I would further offer that, if the health care industry is expected
to meet those standards, it is incumbent on the Federal health
partners to collectively set and then meet those standards themselves.
Two more quick points: One has to do with emergency response
teams. There is a veritable alphabet soup of emergency response
teams out there. The Department of Health and Human Services
has DMATs and DMORTs and DVETs. And the Army has SMART
teams, and the Navy has SPRINT teams. And the Air Force has
BATS, and the VA has MERTs and EMRT’s. And keeping them all
straight just alphabetically is difficult. But, again, they do not all
sing off the same sheet of music.
Each agency—and within the military, it is each service—has its
own conceptual idea of how these response teams should be used,
what play books they should be using, what equipment packages
they should take with them. And there has never been a really serious, national, integrated look at all of these response teams to
say, what do we need to take to the scene? How soon does it have
to get there? And what does it have to have with it? I would respectfully submit that the VA should have a role in that, and I
would think that they should also consider expanding the number
of response teams they have as part of the collective force, so to
speak.
My final point is that I think that the VA has done a great job.
In fact, the VA has done a lot of good stuff, and so if I am saying
anything negative, I want to couch it with the fact that I know
they have done a lot of good things in this area. But I think they
could do more, again, collaborating with their other Federal partners in developing job aids and tool kits, so to speak, for the frontline operational facilities, meaning the hospitals and clinics out
there, to do their job better. One example would be in development
of a comprehensive Public Health and Emergency Exercise Program for a health care system, because, in general, the health system, even today, is not as integrated into the overall exercise programs in communities as they could be.
These are but some of the areas in which the VA could progress
towards enhancing its capabilities. I would finally say that, further,
more intimate collaboration with the other Federal health sector
partners at all levels and on all common issues could facilitate a
more cohesive, integrated strategy which would only help strengthen our defense postures. Thank you very much.
[The prepared statement of Dr. Mothershead appears on p. 134.]
The CHAIRMAN. Dr. Hostetler.
STATEMENT OF KARL Y. HOSTETLER, MD

Dr. HOSTETLER. Mr. Chairman, Members of the committee,
thank you for inviting me to report to you on VA research and to
brief you on some new developments that have come out of the
work of USAMRID, NIAID, and VA in our laboratory regarding
smallpox.
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Dr. HOSTETLER. As you know, smallpox is classified as a category
A pathogen. It was eliminated by vaccination in the 1970’s, but
there is still concern that there might be stocks in the hands of unfriendly people. Although we have adequate vaccine for the country, there still are large numbers of people who can’t be safely vaccinated because of immune deficiencies, cancer chemotherapy, pregnancy, skin diseases. For this reason, it would be useful to have a
second line of defense, in this case an antiviral drug, which can
treat or even prevent the development of smallpox in exposed persons. John Huggins from the USAMRIID screened known antiviral
drugs in the 1990’s and discovered that there was a drug called
cidofovir that was active against smallpox, but it was an intravenous drug with side effects.
In 1999 my group was asked by the NIAID and USAMRIID to
make alterations to this drug to make it orally bioavailable. The
reason we were asked is because the NIAID and USAMRIID were
aware of our 15 years of research in the VA on improving the performance of pharmaceuticals, especially antiviral drugs. We were
able to synthesize a number of compounds which were tested
against smallpox at the CDC in Atlanta by Dr. Huggins. This was
referred to by General Martinez earlier.
Some of our new compounds were highly active, and I can report
to you that they have high degree of activity in lethal animal models of pox virus disease and are moving toward phase one clinical
trials. So we are cooperating in Mr. Snyder’s words, I believe this
does represent a true synergy between three arms of the government. The phase III equivalent trials will have to be done by
USAMRIID investigators in primates infected with monkeypox and
smallpox.
I think that is all I wanted to say. I will keep my statement very
short and be available to take your questions. Thank you very
much.
The CHAIRMAN. Dr. Hostetler, thank you very much for your testimony and for your leadership.
Dr. Livingstone you have made some very strong and, I think,
profound statements. You have pointed out that the inevitability of
a chemical, biological, or radiological attack. You say time is running out. It will happen. And you point out that we are not prepared within the VA to handle this. You did point out and I am
very appreciative of that that the very modest but I think not insignificant effort that we have made on trying to authorize these centers of excellence which would again not just become another group
that is looking at something, hopefully it would do some very profound research, and there would be moneys coming in not from just
from the VA, but from other sources as well to make that happen.
Maybe you want to expand upon it because I think we have lost
some crucial time. We have another appropriations bill coming up
very shortly. The bar is in there again. I am going to seek to try
to knock it out because it seems to me that these centers need to
get up and running sooner rather than later. And the Assistant
Secretary—again, we have a very good, competent person, Dr.
Mothershead, who is, among so many other things, handling this
issue. Why not have an Assistant Secretary which we have author-
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ized by law but not funded or allowed to go forward through the
appropriations process? You might want to touch on those.
And one other point that you made, if I could. You made a number of very good points but I will just leave it at that. And then
I will go to Dr. Hostetler if you could explain—
Mr. SNYDER. Would you yield a moment?
The CHAIRMAN. Sure.
Mr. SNYDER. I am wondering, since you are always so gracious
with the time, Dr. Livingstone said he has got a plane to catch, and
I am wondering if we could do a quick round of just questions to
Dr. Livingstone.
The CHAIRMAN. Would that be all right with our other witnesses
because Dr. Livingstone has a plane to catch. That is a great idea.
If we could keep it focused on you, Doctor, and then go to everybody.
Mr. LIVINGSTONE. Great. Let me just suggest that, as I pointed
out in my statement, the VA is the largest trainer of medical personnel in the United States. Biochem response training has got to
be part of the VA’s curriculum. Moreover, over half the medical
personnel in the United States have never been a participant in an
exercise dealing with a chemical, biological, or radiological attack.
The VA, because of its special status and many locations often
in urban areas, is better situated to respond to a major emergency
than military medical facilities. There are, moreover, many fewer
military facilities in the country. They are often in restricted areas.
They are often not in major metropolitan centers. The VA, whether
our national planners like it or not, will be on the front lines and
when something happens people are going to be knocking at your
door for help. If your facilities have not been updated to deal with
the threat of Biowar mass casualty attacks, outfitted with the kind
of overpressure systems needed to prevent the flow of infectious
agents throughout an entire complex and ready to address crowd
control and triaging issues. Then what starts as a disaster could
become a catastrophe. I would be happy to provide additional detail
to the committee if desired, but all these design features are going
to have to be built into VA hospitals, whether it is part of the national response program or not.
Otherwise, when that disaster happens, you are not going to be
prepared and are going to put the veterans you serve at risk within
VA hospitals. I don’t believe the planners who devised the national
response system have really thought through all the issues. They
have mandated a piecemeal response system that far from seamless. The reality is the VA is going to be a big part of the medical
response and needs more funds to do it.
You need in short, to be a bigger part and more significant part
of the team. This involves the retrofitting of old hospitals, the design of new hospitals with special features in them, more training
and exercising. The administration is going to spend over $500 billion in fiscal year 2005 on biowarfare defense. I don’t know where
the money is going and it is hard to see tangible results except in
areas like detection and awareness; but we have got a long way to
go, and I hope that the Veterans’ Administration can be recognized
today as a lead player in this response.
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The CHAIRMAN. If you could on that, would the Assistant Secretary advance that effort?
Mr. LIVINGSTONE. Sure. Because right now there is not a structure within the Veterans’ Administration to really focus on the response to a WMD incident. The VA doesn’t have the appropriations
and the structure, in terms of leadership and manpower, to address
these issues. This needs to become a primary responsibility of the
VA even though it is not veterans related, simply because the VA
is America’s largest medical delivery system.
The CHAIRMAN. Mr. Evans.
Mr. EVANS. I think that we have to be really careful again by
saying we could make things safe. We can’t make them safe; we
can make them safer. But, actually, looking at all the different programs that you have put forth in your testimony, I think it has become evident that, for example, the Marine Corps has those ten
buildings on South Capitol Street. If I am correct, those are for
decon—we walk past these places every day we walk on Capitol
Hill. And back on September 11, we got out of the offices as soon
as we could. I guess what I am driving at is the threat of a nuclear
bomb, or a biological weapon, some people said it could be like 5
to 6 million Americans. If that happens, you will have panic
throughout the entire United States.
I don’t know how we can do anything much more than try to
make things safe, but I just want to make it clear to my colleagues
when you talk about this kind of multiple threat, there is no way
that you can deal with it, in honesty, to the old ways of doing
things. It is going to be a shock to our system. And we are going
to try to do the right things here, but their weapons are becoming
cheaper and cheaper and they have an unlimited supply of them.
So I know people are working very hard, but I just don’t see how
this—when you triage the patients that you are talking about, you
are just getting to a handful when you are dealing with decontamination. Somebody said you do like 12 examinations or treatments in a day, and I don’t know if this is all what the Pentagon
has said, but it is a very awesome question. We never knew, most
of us in Congress, for that matter, that Greenbrier was going to
serve as a backup facility for the Congress. And it kind of astonished me because we are years past that time at this point, and
we have got to do something about obviously all these issues. We
don’t want to just sit back, but I don’t exactly know what to suggest here. Could you elaborate on what we can do in a meaningful
way as opposed to just reacting?
The other possibility could be that they do a nuclear bomb at a
time of a natural disaster like a hurricane.
So I don’t want to be the bearer of bad advice, but have you got
anything to say in that regard?
Mr. LIVINGSTONE. We are sitting at ground zero right now. My
office is two blocks from the White House, and I live in the District
of Columbia. The fact is that we have to look now at how we are
going to deal with any of these contingencies. A chemical incident
is going to be containable. Chemical agents generally dissipate very
fairly quickly. Most of the chemical agents break down in sunlight
and certain weather conditions. It most likely will be a one-time
one incident, even if there are multiple attacks. It may be multiple
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attacks. And the same is likely true of a radiological, dirty bomb,
incident. I was part of a U.S. team that went to Europe last year
to meet with our allies regarding radiological incidents involving
RDDs, or, radiological dispersion devices. Even a small RDD will
be an incredible terror weapon. A small device that kills or injures
only a handful of victims will have the same psychological impact
on the society as a device that inflicts a large number of casualties
and leaves a major part of one of our metropolitan areas as a nogo zone.
It is really the infectious agents that concern us from a medical
point of view because they can spread across the United States and
the problem will not be contained in Washington or New York or
at one ground zero. As my colleague pointed out, we could lose perhaps tens of thousands, or even hundreds of thousands of people,
if we are not prepared to deal with a mass casualty attack of national proportions. And it will not be one VA facility that impacted
but it could be every VA facility in the United States. Just recall
the recent SARS epidemic, which was quickly contained, but could
have spread very quickly around the world. We have to have a national response to these kinds of threats.
The CHAIRMAN. Mr. Beauprez.
Mr. BEAUPREZ. Thank you, Mr. Chairman. I am not sure if I
have got a question, but I have certainly got an observation. I
think Dr. Livingstone, Dr. Mothershead, Dr. Hostetler, and certainly our previous panel have highlighted it. The words I wrote
down just a moment ago, and I think they were yours, Dr. Livingstone, is primary responsibility.
I really don’t believe, Mr. Chairman, and this is not directed at
you because I think you did actually try to make this a primary
responsibility of the VA, to be prepared, to be the central part of
our national health care system, whatever that means, but we are
not there yet. And I think that is the startling fact that is coming
home today. I referred earlier to the need for a cultural change,
and I think that is very much what is lacking, and I am not sure
it is fair. I want to make sure the record is clear here. I am not
pointing the finger at the VA. I think we have burdened the VA
with numerous responsibilities and we do more every single day.
Certainly when we had open enrollment and Congress didn’t step
immediately up to the plate and take care of the resources to take
care of the open enrollment, whether on purpose or by default, we
established a whole set of priorities for the VA whether they liked
it or not. And then 9/11 happened, and somehow by inference, I
guess we are going supposed to have a new primary responsibility
without our giving them the resources to deal with it. I think many
of the serious questions, Mr. Chairman, lie to some degree with
this committee but to a larger degree with the rest of Congress to
step up to the plate and accept responsibility for the challenge at
hand.
Dr. Livingstone, I think—well, all three of you gentlemen, but
since we are dealing with you at the moment given your time constraints, I would applaud you for being one of the few, frankly, that
I have had the pleasure of listening to who does seem to have the
capacity for imagination. As frightening as it is, I think we do have
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to be forward looking in this day that we live in and we need to
hear more from people just like yourself.
A question: Given the culture as it exists, both within Congress
and within the current bureaucracy at the VA, do we have the ability to change as quickly as need be?
Mr. LIVINGSTONE. I appreciate the Congressman from Colorado’s
comments. We are a reactive country. 9/11 demonstrated that.
There were many of us who were concerned about this issue for
decades before 9/11 occurred, and I disagreed very strongly with
National Security Advisor Rice that this was an unimaginable
thing. We had already done scenarios regarding attacks on the
World Trade Center Towers. So the fact remains that we need to
set our sights on the unthinkable and be prepared for it.
I am afraid it may take another serious threat or attack before
the country is mobilized to react. I travel all over this country and
only in Washington and New York are people are very sensitive to
this issue. If you travel out to my part of the country, in the Rocky
Mountains, people think the war against terrorism is over. They
are focused on Iraq if they are focused on anything today, and I
think the government has failed to communicate many of the real
threats to the public that we are going to have to face in the future.
I hope that Congress will address this problem and get out in
front of it instead of simply being reactive. Years ago I worked in
both the Senate and the House as a staff member. It is very hard
to move these bodies, as you know. But I think with the leadership
of the members of this committee and others you can force these
bodies to focus on some of these issues we discussed today.
Mr. BEAUPREZ. I appreciate both your observations and your candor. Thank you.
The CHAIRMAN. Thank you, Mr. Beauprez. Mr. Michaud.
Mr. MICHAUD. Thank you, Mr. Chairman. I would like to thank
Dr. Livingstone also for his remarks as well as the other two panelists. It has been very insightful, and I have agreed with what you
all have said here today. I think the Members of Congress and the
public do have to think outside the box to try to find the solution,
and I also agree with the comments made earlier, we are in a
health care crisis here in this country, and when you look at what
is happening particularly in a lot of the rural areas and what is
happening with the closing of emergency rooms and what is happening—I think we have to address that and I think the VA definitely has to be the lead agency to look at taking on this responsibility with adequate funding, of course. I have no questions, Mr.
Chairman. I just want to thank the panelists for their
insightfulness here this afternoon.
Mr. LIVINGSTONE. Thank you, sir.
The CHAIRMAN. Dr. Snyder.
Mr. SNYDER. Yes, Mr. Chairman. Just a quick question. You outlined some different things that could happen as hospitals get
flooded with people. In order for the system to work, though, not
only would they get flooded with people but depending on what is
going on, the agent or the attack, systematically going from house
to house looking for people. I mean, if it is an infectious disease—
I will use this as an example. I mentioned the cholera thing earlier.
I worked overseas. We would have patients show up there on don-
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key in our little hospital because we sent people out twice a day
to look at every tent of this refugee camp, and there were a hundred thousand people there.
Twice a day we had a circuit. We would look at every tent to be
sure there was not somebody who was just pooping their life away
there and no one knew they were there. So the hospitals are going
to be overwhelmed but the system is going to have to say this is
probably not all the patients. We have got to go find them. Whose
responsibility will that be, do you think, in your studies?
Mr. LIVINGSTONE. The government is sponsoring a number of
data collection systems right now to try to better correlate the
kinds of information that the CDC has traditionally collected. But
a lot of that, as you know, is voluntary. A physician calls in for example, and reports that he has an unusual case. That becomes the
canary in the coal mine in many respects. Now we are trying to do
this more systematically, using Federal money. I think the District,
if I am not mistaken, was the first funded project in the United
States. I am speaking just off the top of my head, but I think
George Washington University is very much involved in this process. I don’t think that there is a follow-on program in place at this
point, other than trying to monitor casual incidents, and maybe my
colleagues can better address that.
But I will say you are absolutely right. As long as there is one
host to one vector that is still out there that we don’t find, the disease can continue to spread. So we need a follow-on program that
is an outreach effort of hospitals. People that are, frankly, just too
sick to get to medical facilities and people who expire in their
apartments without family and friends should be the focus of this
effort. There are all sorts of contingencies we have to look at right
now.
Mr. SNYDER. In that scenario, my guess is if you had a situation
where people are going out and looking for some kind of—have an
infectious agent or something that they will find people that they
are not going to say all right, we have just picked up 25 people on
the street, now let us all see your insurance cards so we can see
which hospital to take you to. They are going to take them to the
nearest hospital. If it is the VA, then it is the VA.
Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much.
I know, Dr. Livingstone, you do have to leave. We thank you.
Mr. LIVINGSTONE. Thank you very much, sir.
The CHAIRMAN. Just some additional questions to our other two
distinguished witnesses.
Dr. Hostetler, obviously you talked very much in depth about the
smallpox issue, and it is my understanding that about 1,500—
maybe the number is larger now—VA employees have been vaccinated with the smallpox vaccine, and they are part of the VA vaccination and health care response team. My understanding is that
given an emergency, they could be deployed to vaccinate others, but
would they also be treating those who have been made sick, and
how does that work? I know that there are liaisons with States. It
seems to me that if we have a massive outbreak, the VA will truly
be counted on to have those folks acting in very pivotal positions.

74
Dr. HOSTETLER. I only know what is going on at the San Diego
VA Medical Center; so I can’t really offer a global answer to that.
The CHAIRMAN. Could you offer it with regards to your own? I
mean would they also be in the treatment area? Would other doctors then be taken out of the equation, doctors who have been vaccinated brought in to treat those who may have been infected by
smallpox?
Dr. HOSTETLER. I know that a core of first responders have been
vaccinated in San Diego, and I presume that there must be also a
group who could perform vaccinations should it become necessary.
But beyond that, I don’t know because I am here to report on my
research, an oral drug for smallpox.
The CHAIRMAN. Just again, in your opinion, what would it take
to stimulate additional research along the lines of your research to
address other likely agents which terrorists might use in the future? And Dr. Mothershead, you might want to touch on this as
well, because it seems to me I remember I looked at a list as we
were preparing for our hearings several years ago of potential contaminants, biological agents and chemical, and the biological—
there were many. It wasn’t just smallpox. There were large numbers, botulism included—there were just large numbers of potentials out there, and it seems to me that we may get five right, leave
out the sixth, and that is the one they use. Are we doing enough
along those lines and what should we be doing?
Dr. HOSTETLER. If I could start, I think that important steps
have been taken in the sense that the pharmaceutical industry has
been reluctant to jump in and help out here because, frankly, I
think they are skeptical because they don’t see a reliable market
for a product that would go into a repository.
I think, however, that the NIAID has come forward with a number of requests for proposals, for which I have myself applied, to
develop drugs for possible use in BioShield. With the knowledge
that there is a fund available that Congress has passed and President Bush has signed, namely the BioShield bill, this should provide adequate incentive for development of new products.
Dr. MOTHERSHEAD. What I would say to that particular piece is
I think that in the short term we need to get vaccines out there,
and I think there is going to have to be issues of accelerated approval through FDA, et cetera. Just to let you know, the whole
issue of vaccinations and people against them goes all the way back
to William Jenner’s time. Within 2 years of the time the smallpox
vaccine was out there, there were already groups, whether they
were religious or for whatever reason, that were rebelling against
it. We had it in this country, even as late as the 1950’s, against
the smallpox vaccine, and we have it today against things like DPT
and stuff like that.
The vaccine is not the panacea solution, though. I will give you
one example of a research project that really didn’t get much attention on the front pages, but, I mean, it certainly lit my eyes up.
In Australia about a year ago, a researcher named Jackson—they
were using a cousin of smallpox, mousepox, to manipulate because
that particular virus is easy to work with for researchers, to try to
produce a birth control vaccine, and they were obviously experimental on mice with this particular virus.
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And the mice that they were using are naturally genetically resistant, not immune but resistant, to mousepox. As one of those
laws of inadvertent consequences, during the process, some of the
confirmational changes that happened as a result of that not only
created a super mousepox that killed these naturally resistant
mice, but the vaccine did not protect them either. And that experiment has been repeated since then. And if you translate that to
smallpox, if we were to have a—if someone can do that with that,
they can do a smallpox, and all the vaccine that currently works
against smallpox might not work.
We also synthesized polio in the lab. Those are the things that
scare me. So we have to look at more cellular-level solutions of
common pathways, which is something Dartmouth is actually funding and it is 10 to 15 years down the pike.
Dr. HOSTETLER. Could I just respond to that, sir? Regarding the
genetically altered ectromelia, I want to report to you that the drug
that we discovered is fully active against the altered mousepox and
could provide some protection in that event.
The CHAIRMAN. Mr. Evans.
Ms. Herseth.
Ms. HERSETH. I do have a question, and it may have been asked
and answered already, and it deals with emergency room preparedness. And so this is for you, and you may have addressed it in your
testimony. I apologize for not being here.
The health care industry in the United States faces a lot of challenges separate from some of the issues we have been addressing
today in the VA, but especially in regard to emergency departments. And are you at all concerned that the VA’s efforts to bolster
its disaster preparedness may accelerate the decline of emergency
preparedness at private hospitals?
Dr. MOTHERSHEAD. I am not concerned that—again, I have to
take a holistic approach. Certainly one of the problems with exercises a lot of times is they stop at the emergency department. You
see very few community exercises that go up and use the operating
rooms or evacuate whole wings of wards. Hey, we have patients
there; we can’t mess with them. And usually in the exercises, we
do them early in the morning because by 10 o’clock the ERs are
inundated and they say we can’t play because we have got real casualties here.
I don’t think that preparedness per se is—I don’t think working
in that area works against any other system provided that it is
funded correctly and it has worked a holistic system. I mean a lot
of ER docs—I am not supposed to use that term—emergency medical physicians have been arguing in front of Congress, in front of
their State legislatures, in front of their localities about that for a
long time, but it goes back to the issue that I stated about recognizing that this is a public safety function.
Face it. You have an AMBER alert in a community; a police officer gets a new cop car. You have a school or a nursing home that
catches fire, and the fire chief gets a new fire truck or four new
fire chiefs. Who subsidizes the hospital system? Nobody other than
the people paying for insurance and paying for their health care.
There is no segmented—all the way—from local all the way up to
Federal—separate funding stream for medical preparedness. It is

76
our duty. It is just like the church’s duty to take care of people that
have emotional distress. It is the hospital’s duty to take care of the
medical problems of the community, and until we do that and say
there is a public safety piece they have to reach this bar but we
will help them from the local all the way to the federal, we are
never going to get there.
Ms. HERSETH. Just so I am clear on your response there, let us
just take an example, and I don’t think this would happen in the
particular community that I am going to refer to in South Dakota,
but I am going to use it because it is our largest metropolitan area.
So in Sioux Falls, South Dakota, we have two health systems and
two community hospitals and we have a VA medical center. So I
just want to be sure, in addition to the problems that our community hospitals face with regard to resources and where they are getting their resources, that as we seek to ensure a level of preparedness at, say, the VA medical center, as an emergency department
to treat casualties in the event of a terrorist attack, that we are
not sending a signal to any other health care providers that, oh,
that is the safety net over there at the VA and that gives some sort
of other justification or reason to divert resources away from their
emergency departments.
But I think what you are saying, it has got to be sort of up and
down as a public safety function, not that it is sort of situated in
any one facility or any part of one of the teams within the teams
that was discussed in earlier testimony, thinks of itself as the only
team that provides that type of care in the medical preparedness.
Dr. MOTHERSHEAD. I think that goes to the standards issue that
I addressed which I don’t think you were here at the time. If we
set a bar, set a standard, and say, okay, we expect a jurisdiction
to meet these standards and then we will provide additional assistance on top of it through the State and federal level and to local
coffers, those—and, of course, the localities are going to say they
don’t have any money, the States say they don’t have any money,
the Federal Government—nobody has got any money. But if we
don’t set the standards, then how do you define whether somebody
is prepared and whether they have done their fair share in it?
The CHAIRMAN. Dr. Snyder.
Mr. SNYDER. Thank you, Mr. Chairman.
Dr. Mothershead, I remember years ago before I ever got interested in medicine, I was an orderly. That is how I got my start in
medicine, at a very busy hospital. And I worked the 11 to 7 shift,
and we had one of these exercises simulating a plane crash or
something, and my job was to stand out in the street and not let
any cars through except ambulances who were also in this test. I
interpreted that to mean the hospital administrator, who was coming to work at 7 o’clock that morning.
So for about 24 hours I had my little moment of fame in the hospital that I was the guy that did not let the hospital administrator
park where he normally did.
I appreciated your discussion here today and your statement,
your talking about the health care system that is under stress, and
you specifically mentioned, as one of the problems, the problems of
the growing number of uninsured. I have been trying to come up
with a list as time has gone by about hooks from the national secu-
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rity perspective, and the reason for that is food stamps came about
in our commodity programs because we were drafting so many
young men that were coming in for their physicals and they were
undernourished and underweight and it became clearly not only a
public health problem but a national security problem.
Well, it seems to me you have made another argument about
that today, that our problem of the uninsured is also creating problems with our national security. You probably are aware too that
we have discovered in the last couple of years, as we have activated
more and more of our Guard and Reserve Forces, that we have had
a fairly significant problem with people not being medically ready,
and it is a pretty good correlation with those who are not medically
ready and not able to go overseas, not having health insurance.
Well, in your discussion today you talked about hospitals are so
close to the bone because of reimbursements and the problems they
are having, that where is their motivation going to be for in investing in a disaster preparedness on an event that, as was pointed
out, I think, by Dr. Livingstone, most people think is not going to
happen to them in their town. And yet unless, we figure out a way
to subsidize those activities or, on the other hand, to deal with the
problem of the uninsured, it is going to be difficult to see the incentives there. So I appreciate your making that discussion.
The one question I want to ask was—and you can comment on
that if you like, but my question is about this issue of standards.
I think I need you to run through about six or eight examples, just
tick them off, of what you mean by ‘‘standards.’’ you mentioned
hospitals, that perhaps the reason Secretary Ridge—I am going to
extrapolate from what you said. Secretary Ridge might have seen
a self-assessment that hospitals have turned in, saying, yes, we are
ready, and yet someone with a more objective standard—since we
all like to think that we are looking better than we are, a more objective standard might say, no, you are not ready. But would you
just run through a list of six or eight things that you think ought
to be measured and standards that ought to be set so that we could
have a more coordinated way of comparing?
Dr. MOTHERSHEAD. Well, I can do that. What I would say is,
again, I am not the only person that has opinions on this; so I
think I probably would want to draw about 15 or 20 people elsewhere to kind of refine or restate this. But, for example, one standard would be the ability of a community to prophylax, with
antiobiotics or vaccine, 95 percent of its population at risk within
72 hours of the awareness that that prophylaxis was needed.
Now, that might be too high a bar, but at least it is a standard
to start with. Another would be the ability to decontaminate 50 patients per hour for 8 hours without outside assistance at any time
of day, 24/7. Another standard might be the ability of the hospital
system to create an internal surge capacity to early discharges,
cancellation of elective procedures or whatever, of 20 percent within 2 hours of notification of the need.
Another standard might be to do external surge capacity within
a community by bringing in either the Volunteer Medical Reserve
Corps or whatever to expand the total number of capable beds
within that community by 10 percent within 24 hours.
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So those types of standards are the type I am referring to. JCHO,
Joint Commission, does have standards, but they are qualitative.
They have to have the ability to decontaminate. But what is that,
one tent, one person, one hose, or is that eight people, an organized, double trained line, that you can separate the sexes, et
cetera? I mean it a good starting point. To say that they need to
have the ability to decontaminate is a good starting point, but it
is nothing you can sink your teeth into. It is nothing you can sink
your teeth into it and set a bar.
Mr. SNYDER. That is helpful. Thank you for being here. Thank
you, doctor.
Mr. EVANS. Any questions?
Thank you for coming. I want to thank Chris and the staff on
this side. I am not taking over, at least not right now.
Thank you all and I thank the witnesses that have come forward.
We appreciate your work, and I think you have helped expand our
consciousness about some of the implications of 9/11 and in the future in our war against terrorism. So it is very important for us
to get some work done here. And this is an important part of it.
So thank you, including my staff on the work that they have done.
[Whereupon, at 1:38 p.m., the committee was adjourned.]
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