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VACCINES FOR VETS: OUR BEST SHOT AT
ENDING THE COVID-19 PANDEMIC

WEDNESDAY, FEBRUARY 24, 2021

U.S. SENATE,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 4:12 p.m., in room
G50, Dirksen Senate Office Building, Hon. Jon Tester, Chairman
of the Committee, presiding.

Present: Tester, Murray, Brown, Blumenthal, Hirono, Manchin,
Sinema, Hassan, Moran, Boozman, Rounds, Tillis, Blackburn, and
Tuberville.

OPENING STATEMENT OF CHAIRMAN TESTER

Chairman TESTER. I call the hearing to order. Dr. Stone, I want
to thank you for being here with your team once again. We appre-
ciate what you do, and thank you for being here.

Today, with two vaccines authorized for emergency use and being
distributed across the country, we will take stock of how VA is
doing in terms of reaching its work force and the millions of vet-
erans that the VA serves. It is my focus to bolster the vaccine sup-
ply chain and ensure there is a system to distribute the vaccine
quickly and efficiently to all veterans, regardless of where they
may live, and I know this is a goal shared by Senator Moran also.

From what I understand, the Department is excelling in getting
shots into arms in a safe and timely manner once doses are re-
ceived from the Department of Health and Human Services. I want
to commend you in your efforts to administer more than two mil-
lion doses to veterans and employees so far, outpacing the private
sector.

Yesterday, Senator Moran and I had a productive conversation
with Dr. Kessler and General Perna, the Biden administration offi-
cials responsible for development, manufacture, and distribution of
coronavirus vaccines. We told them that the VA has proven its abil-
ity to quickly deliver vaccines where they are most needed, and
that the Department already has the capacity to deliver above and
beyond its current allotment. Moving forward, we will continue to
press them for a larger allotment for the VA, and we will expect
you to do the same.

To date, the Department has only received about 2.3 million
doses. That means we still need about 17 million more doses to get
veterans and staff fully vaccinated.

Beyond concerns with the overall supply chain, which are being
addressed, I remain mostly focused on how we can better reach vet-
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erans in rural, remote, and underserved areas. The VA has piloted
a vaccine fly in program for rural areas of Montana, like Havre and
Kalispell, and to communities in Alaska, which I think is an inno-
vative way to reach rural vets.

However, we know that barriers remain to getting our rural vet-
erans vaccinated in Montana and across the country. That is why
we wanted Ralph Gigliotti from VISN 19 and Dr. Patterson from
VISN 15 with us here today, and thank you folks for coming to this
hearing.

I look forward to hearing more about how you, Dr. Stone, are al-
locating vaccines to different VISNs, and then how you, Ralph and
Dr. Patterson, are allocating them to the different medical facilities
within your VISN. Whether a veteran lives next door to a VA med-
ical center or hundreds of miles away from the nearest one, all vet-
erans must have equitable access to getting this vaccine.

I know that reaching areas, particularly highly rural and frontier
areas, brings both logistical challenges and potentially higher re-
fusal rates than elsewhere, but we have to get this right. And we
have to do a better job of communicating with veterans, setting
their expectations, and giving them a better idea of when, how, and
where to get a vaccine when it is their turn. Addressing these
issues of both supply and demand are truly our best shot at ending
this pandemic and getting our economy back on track.

I want to thank you all for being here today, and I look forward
to the conversation ahead.

Senator Moran, you have the floor.

OPENING STATEMENT OF SENATOR MORAN

Senator MORAN. Chairman Tester, thank you very much, and
thank you for the conversation we had with the general and the
doctor yesterday. Good afternoon to everyone here today. I am
pleased, Mr. Chairman, that we are conducting this hearing on this
important topic. A shot in the arm is perhaps the most important
thing we can do to improve our country’s well-being, both economi-
cally and health-wise, and we certainly want to make certain that
Ve];clerans are vaccinated as quickly and as time-efficiently as pos-
sible.

I give special welcome this afternoon to VISN director, Dr. Wil-
liam Patterson. Thank you for your leadership. Thank you for the
relationship that we have and your good works with my staff. I am
very grateful for that.

Throughout these past 11 months, our Nation has faced nearly
an overwhelming challenge of responding to coronavirus. We have
all been impacted by the loss of lives, strain on our health care sys-
tem, upheaval in education structures, and economic disruptions.
Through the hard work and determination of our country’s sci-
entific and medical communities, we now have two promising and
available vaccines for COVID-19. With millions of Americans get-
ting their doses each week, we are getting closer and closer to beat-
ing the virus.

In addition to our individual actions to help keep our neighbors
and ourselves safe and healthy, those of us on this Committee have
a special responsibility to America’s veterans. Through cooperation
with and oversight of the VA, it is our job to make certain that
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American veterans are best served and best taken care of through
these extraordinary times.

The VA’s dedicated work force has answered the call, and we
honor and thank those who report to work every day to care for our
heroes on the front lines of this pandemic. Remember especially
those that have died in the course of their work, many of them vet-
erans themselves, serving their brothers and sisters in uniform.

I think we can all agree that the VA has stepped up during this
pandemic, making themselves available to veterans far and wide,
and executing numerous fourth-mission assignments. I want to
highlight that earlier this month employees at the Kansas City VA,
faced with cancellations at a mass vaccination event, conducted
rapid outreach to eligible veterans to get shots in arms, and kept
working until nearly midnight to make certain no doses went to
waste. I commend and congratulate those who were responsible for
that and those who made certain that the shots occurred.

As we move closer toward the home stretch—hopefully to a home
stretch—with each passing week, I seen immunization numbers
continue to rise and ICU admissions numbers fall. It is critical that
we not lose sight of our core mission: taking care of our veterans.

I want to make certain that the VA is doing its best work in tak-
ing care of veterans and seeing that this vaccination rollout is
working in the most efficient and expeditious manner possible. My
staff has been having weekly calls with the Department, but de-
spite that we continue to learn things through news articles and
veterans that we did not otherwise know. This leads to a time-con-
suming process of requesting a call, facing scheduling delays to
connect with proper people at the VA, and finding out weeks later
things we should have known, could have known, much earlier had
we been informed directly.

One example of this is the use of algorithms to determine the
vaccine eligibility prioritization. We are hearing now that veterans
who should be at high risk, based on disability or injuries, are not
being prioritized properly in the program, and I look forward to
hearing from Dr. Stone and others in regard to this topic.

At the same time, we are learning that the VA is continuing, per-
haps even expanding, vaccination efforts for elements of the Fed-
eral work force from other departments and for caregivers. A con-
cern is that the VA could be overextending itself without enough
oversight to ensure smooth processes or make certain its primary
patient population is getting vaccinated. I look forward to the as-
surance that that is not a problem.

The VA’s unique mission needs to be managed in accordance
with the population it serves, and existing system and infrastruc-
ture in place to execute it. Congress, in recent years, has legislated
significant reforms to put veterans at the center of their care deci-
sions, and we must make certain that even in times of great strain
veterans do not fall through any gaps.

Particularly, I want to make certain that veterans in rural and
highly rural areas, similar to what Senator Tester, Chairman
Tester, said, that those veterans in that part of the country are not
overlooked. My staff and I have received multiple assurances from
VHA officials that rural vaccination efforts would have access to a
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fair share of allotment and at a pace equal to their urban counter-
parts.

I visited the Colmery O’Neil Hospital in Topeka on Monday, on
my return to Washington, DC, and I was pleased to see the efforts
that are underway to make sure that rural veterans are not left be-
hind, that CBOCs are being utilized, and I raised the topic, al-
though I do not think the answer was the one I would hope to hear,
that even our Community Care providers are capable of providing
vaccinations to veterans through the VA.

I am concerned that the Department lacks a standard commu-
nication strategy for outreach to veterans, and that the decisions
are largely VISN dependent. VISNs are also delegated authority to
draft their own vaccination plans, which could lead to inequities
across VHA, and while I am generally for local control and deci-
sions being made locally, I want to make sure that veterans across
the country receive what they are entitled to and what they are eli-
gible for.

I have some concerns about the VA’s plan to direct veterans to
pharmacies in the community for vaccines and from what allot-
ments those doses would be coming. So while I think it could very
well be a good idea, I want to know what it is detracting from and
utilization of those local pharmacies could be very helpful in vacci-
nating rural veterans.

I want to make sure it is the best course of action to optimize
vaccine rollout in the ways that reach veterans quickly, efficiently,
and in a way that bolsters public health rather than placing unin-
tended strains on vaccine supplies in communities or risking sur-
plus at a VA site. This process is something we ought to get right,
and the details matter.

Mr. Chairman, I look forward to a robust conversation today as
we look to find ways to improve upon the process in place and
make certain that those who serve in uniform are best served by
the department created to care for them. And with that, Mr. Chair-
man, I yield back.

Chairman TESTER. Ranking Member Moran, thank you for your
Statement. Dr. Stone, I understand you are going to be the point
person here to testify and the others will be here for questions. You
have 5 minutes. Please know that your entire written testimony
will be a part of the record. You may proceed.

STATEMENT OF RICHARD A. STONE ACCOMPANIED BY JANE
KIM, RALPH T. GIGLIOTTI AND WILLIAM P. PATTERSON

Dr. STONE. Thank you, Chairman Tester, Ranking Member
Moran, and distinguished members of the Committee. Thank you
for the opportunity to testify today about the Department’s re-
sponse to the COVID-19 vaccine rollout. You have already recog-
nized a number of the team members to my left, but Dr. Jane Kim
is our Chief Consultant for Preventative Medicine, and I am accom-
panied also by Dr. William Patterson, Director of VISN 15, and Mr.
Ralph Gigliotti, Director of VISN 19.

I would like to acknowledge the somber milestone achieved this
week of 500,000 deaths of our fellow Americans due to COVID-19.
Of that number, just over 10,000 are veterans, and 131 are VA em-
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ployees. We collectively mourn all of those lost and continue our
pledge to save every possible life that comes into the VA for care.

Throughout this pandemic, VHA employees have stood on the
front lines, courageously delivering care to America’s veterans, and
for the American population broadly. That heroic effort has now
turned to distributing and administering as many vaccine doses as
possible. It has been an emotional time for many in health care,
as teams who fought this disease on the front lines have begun to
have hope that relief is coming.

We are absolutely committed to get as many veterans vaccinated
as quickly as we can. The logistics and the delivery of these vac-
cines is very complex and requires new and unique processes. We
are reaching out to veterans when they are eligible, and we encour-
age veterans to use our Web-based “Keep Me Informed” tool to get
updates about VA vaccinations.

Yesterday, as of February 23d, VA had administered well over
2.1 million doses of the vaccines. These include over 1.1 million
first doses to veterans and 484,000 doses, first and second doses,
to VA employees, which have inoculated well over 90 percent of our
clinical staff. VA is currently providing vaccine at more than 215
sites nationally, and we are using virtually all the doses that we
receive as soon as they arrive each week. And we have the capacity
to deliver between 300,000 and 600,000 doses weekly.

More than 6 million veterans depend on us for their health care,
and CDC plans to provide us with first and second doses for each
of those 6 million, as well as our 400,000 employees. And we are
focusing our efforts on enrolled, eligible veterans who are listed in
the highest-risk categories. Veterans who are not yet receiving care
through the VA health care system are encouraged to enroll now.

We remain committed to health care equity across multiple di-
mensions, and that also applies to our vaccination efforts. We are
working hard to reach our most rural veterans and those commu-
nities hit hardest by the pandemic. For rural veterans, we have de-
veloped distribution guidance to facilitate safe transportation of
vaccines to rural areas. Our planning has ensured equitable access
and distribution of vaccines to racial and ethnic minorities dis-
proportionately affected by the COVID-19 pandemic. We are very
pleased that we are seeing relatively comparable outcomes across
race once veterans are enrolled in our care.

In preparation for the vaccine rollout, our teams wanted to en-
sure that wherever possible every veteran felt confident about re-
ceiving their shot. We recognize that the most trusted voice in
making health care decisions is a patient’s health care provider.
Therefore, our outreach plan features VA staff and providers
proactively calling the veteran. They serve to provide information,
answering questions, and scheduling appointments for vaccination.
This has helped to overcome barriers such as vaccine hesitancy. In
fact, enrolled veterans over age 75, the group currently prioritized
for vaccination, 25 percent of white, 28 percent of Hispanic, and 30
percent of black veterans have been vaccinated.

I am incredibly proud of our teams who are doing outreach, re-
sponding to questions and dedicating themselves to this effort.
While we have not seen racial or ethnic disparities in vaccinations
so far, we will continue to actively manage equity in our system.
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I would like to specifically address our support to those care-
givers of veterans participating in the Program of Comprehensive
Assistance for Family Caregivers. VA offers testing and vaccina-
tions to eligible family caregivers, and so far more than 2,000 care-
givers and 12,700 veterans involved in this program have received
at least their first dose of vaccine.

Before I close, I would like to thank this Committee for your sup-
port in passing the CARES Act, and I am pleased to report that
we are on track to fully execute the remaining CARES Act funding
in the coming months. Those funds have facilitated the agility VHA
has demonstrated over this pandemic.

The Biden administration’s American Rescue Plan will sustain
our response and ensure that we can respond to the inevitable
wave of delayed and deferred care. Your support remains essential
to our continuing effort to provide excellent care for veterans and
their families, and I am grateful to this Committee and its leader-
ship for your partnership.

My team and I look forward to answering your questions.

Chairman TESTER. Thank you, Dr. Stone. I appreciate the testi-
mony. We will start with the questions now.

I understand, and correct me if I am wrong, Dr. Stone, the VA
is receiving about 125,000 doses per week, and the VA is getting
those administered within a week, for the most part, all of them.
Dr. Stone, you said that the VA has capacity to administer 300,000
to 600,000 per week, and I know this is contingent upon national
supply. But what is your ideal weekly allocation of doses?

Dr. STONE. Between 300,000 and 600,000 a week. I am quite
pleased, sir, that we just received a call before we came over here
that we will, next week, receive almost 600,000 doses.

Chairman TESTER. That is good news, Moran. Look what hap-
pens. That is good. That is really good.

So then the question is, now you have got some vaccines to work
with, at least in the short term, and hopefully that will continue
in the long term. How do you decide how those vaccines are distrib-
uted to the VISNs?

Dr. STONE. I am going to defer to Dr. Kim for the answer to that.

Chairman TESTER. Okay.

Dr. Kim. Hi. I will be happy to speak to that. So my name is
Jane Kim. I am a general internist and preventive medicine physi-
cian, and since September 2020, I have been leading the COVID
national vaccine planning team for VA.

So in terms of vaccine allocation, our strategy really flows out of
the Health and Human Services strategy, which uses a pro rata ap-
proach to determine vaccine allocations for the country. So for each
State jurisdiction or Federal entity, the allocation of vaccines is de-
termined by population, using a pro rata approach.

We, in VA, follow a similar methodology using pro rata, but pri-
marily base it on the CDC priority phase that we are currently in.
So we are currently in Phase 1b, which is mainly 75 and older vet-
erans. So for each VISN we take the number of veterans in that
VISN who are 75 and older, and the denominator is the number
of veterans in our system who are veterans 75 and older. And that
is all of our veteran users of our health care system.
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Chairman TESTER. Can you have those—you have got those
metrics lined out so you are comfortable that you have the metrics
for veterans in each VISN that are 75 years and older?

Dr. Kim. Yes.

Chairman TESTER. Okay.

Dr. KiM. Before we started this we did a population enumeration
and got those numbers nailed down.

Chairman TESTER. Okay. So that is fine. Thank you. And then,
Ralph Gigliotti, at the VISN level, how do you decide vaccines that
go to each VA medical center within your VISN, or each State? Is
it done the same way?

Mr. GIGLIOTTI. Sorry. Yes, Mr. Chairman. It is done the same
way. We base it on the 75-plus age with patients, patients that
may be on hemodialysis, organ transplant, chemotherapy, that type
of thing.

Chairman TESTER. Okay. So I know you have got your boss sit-
ting here, just to your right a couple of paces down, or maybe right
next to you, as far as that goes. The question is, do you feel like
VISN 19 is getting the adequate number of doses?

Mr. GIGLIOTTI. We are using the formula that is being used. We
look forward to when the volume increases and we have detailed
plans at all eight of our health care systems to roll out more vac-
cine.

Chairman TESTER. How much lead time are you able to give the
veterans to know when they can be vaccinated?

Mr. GIGLIOTTI. So we do scheduling in advance. We trust the
weekly supply that we have been getting. We get excellent commu-
nication from Dr. Kim, from Dr. Stone, so we know in the upcom-
ing weeks what we are projected for, and we go ahead and schedule
out for that.

Chairman TESTER. So the 600,000 doses aside, that you got
today, because that is good news, are you able to give the veteran
2 weeks’ notice? One week notice? Two days’ notice?

Mr. GIGLIOTTI. So yes to all of that. We are able to schedule in
advance, 2 weeks to 4 weeks is the norm. However, there are some
situations where we are able to call veterans in on a day or two’s
notice, because when we reach out to the veteran we ask what type
of lead time do you need to come in for a vaccine. And so if we have
an extra supply for a particular week we are able to bring some-
body in on a day or two notice also.

Chairman TESTER. Thank you. I have got some more questions
but there will probably be another round. Senator Moran.

Senator MORAN. Mr. Chairman, thank you, and thanks again to
Dr. Stone and his colleagues for joining us today. I am perhaps ex-
ploring some of the things that Senator Tester just did, but I want
to see if I can be specific or get a specific answer.

Dr. Stone, in your written testimony you provided the insight
that the VA’s allocation process to VISNs is similar to how HHS
allocates the vaccines to the States, and that is, again, this popu-
lation issue that Senator Tester just raised. Are the VISNs bound
to this pro rata allocation formula when reallocating to the network
of facilities they have within the VISN? So does the veteran popu-
lation coming to the VISN, is that then translated into, in my case,
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Wichita and Topeka as the same number, based upon veteran pop-
ulation?

Dr. STONE. We have given discretion to the regional leaders to
distribute to their health care centers, based on refrigeration capac-
ity and labor capacity, to deliver vaccine. And, therefore, that dis-
cretion has included the kind of thing you described in your open-
ing Statement, sir, that sometimes we find that we have got some
extra doses and we may reach below a risk population to even a
younger veteran.

We know that the major risk of death and serious illness is based
on age, and of all the variables, age seems to be the thing that
stands out. And, therefore, we have followed the CDC guidance,
but there is the flexibility, at the local medical center level, to
reach to a lower group of risk should have vaccine available, be-
cause the transport of these vaccines is very difficult, especially the
Pfizer vaccine.

Now, in your State, the nearly 20,000 doses that have come into
your State, have been mainly in Moderna, and I am sure Dr. Pat-
terson can correct me if I am wrong on that.

Senator MORAN. Dr. Patterson, let me ask this question to see,
again, if I can get this answer. So does Wichita and Topeka get al-
located based upon changes in conditions of VISN decision, or is it
specific to we have this many doses, based upon population, and
based upon the number of veterans that utilize Wichita and the
number of veterans that utilize Topeka, Topeka Leavenworth, that
is how we allocate them?

Dr. PATTERSON. It is a little bit in that way, Senator. Of course,
we prioritize according to the guidelines we get from VA Central
Office in terms of scheduling veterans to come in. But we do not
have enough vaccine each week to do that entire broad population
at one time. So what we have done is we allocated a minimum
amount to each medical center.

So for instance, Topeka and Eastern Kansas, Kansas City, Mar-
ion, Poplar Bluff, will all get a minimum of 600 doses each week.
That is the minimum. Now, if they have the ability to do more, or
if they have scheduled an event, if we have an amount above that,
which we generally do, then we supplement that. So they are
prioritizing based upon the age group, over 75, and then if they get
all those done, well, first the CLC patients, then the over 75. If
they need to go between 65 and 75, they do that.

But as you referenced in your earlier comments about the event
in Kansas City, we had 200 people not show up one night for vac-
cines. So we have standby lists ready to go, and we start calling
those veterans. And I was out there that night, at 8 that night, and
stayed until about 10, and it was amazing to watch the parking lot
of people just pulling in, flipping off their lights, and running into
the building, even carrying their kids in pajamas sometimes, to be
sure that they could get a vaccine.

Senator MORAN. Again, thank you for that response, that re-
sponse to supply.

The conversation that we just had, Dr. Stone and Dr. Patterson,
lends itself to my next question. My staff has been informed that
the VA’s risk stratification framework includes vaccinating vet-
erans based upon occupation, starting in Phase 1b with frontline
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and essential workers. So another way to allocate will be based
upon what a veteran’s occupation is—are they an essential worker.
Can you clarify whether it is VACO’s guidance for VISNs and fa-
cilities to vaccinate based upon occupation?

Dr. STONE. I can. Certainly in 1b, frontline essential workers are
identified by the CDC, so that is where that came from. As we have
identified it, I think Ralph Gigliotti probably has the best story
when it comes to that, of how they approached frontline essential
workers. Mr. Gigliotti, do you want to go ahead?

Mr. GIGLIOTTI. Sure. What we did was identify the various care-
givers across all eight of our health care systems, and then using
the employee stratification, offer it to employees in order to ensure
those that came in contact with veterans were eligible, able to re-
ceive the vaccine. And it has gone really well, and we have right
now 76 percent of our employees have received a first dose, and
many of them have also received a second dose.

Senator MORAN. I think I am talking about the veteran’s occupa-
tion, not the staff member’s occupation, right?

Dr. STONE. Right. What I was referring to, and I apologize for
catching Mr. Gigliotti on this one, was that they had identified and
called veterans who were part of the local police department and
had reached out to them and said, “Look, all the police officers in
this community who are veterans, we have got vaccine for you, as
part of the 1b allocation,” thus unloading the community to it pro-
vides. And please clarify.

Mr. GIGLIOTTI. Yes. That was with the Havre fight that we did
in Montana, and that was with first responders from the Rocky
Boy Native American Nation.

Senator MORAN. My time has expired, but I would ask this fol-
lowup question. You can answer it later. Is there a way to verify
a veteran’s occupation to make sure that they are in the occupation
that they say they are?

Chairman TESTER. Good enough. Thank you, Senator.

Senator MORAN. Apparently, you do not have time to answer.

Chairman TESTER. I am interested to know that too, actually.

We will go to Senator Brown, virtually, if he is there. Going once.
Going twice.

Okay. Manchin is up.

SENATOR JOE MANCHIN

Senator MANCHIN. Okay. Thank you so much, Mr. Chairman, for
being so kind.

Dr. Stone, I am pleased that we have so many, 20, vaccine can-
didates reaching the final stages. I come from the State, the beau-
tiful, beautiful State of West Virginia. Very, very patriotic and an
awful lot of veterans. And I imagine when the vaccines are ap-
proved, some of them will need specific storage temperatures again.
And I would hope you all would take into consideration, in some
of the smaller rural areas, we do not have the ability to handle
that. So when you are designing what vaccines are going to go to
what area, will you make sure that basically it is matched up with
the capabilities of handling the vaccine so it does not spoil, it is not
wasted? Is that part of your
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Dr. STONE. It is, Senator, and as you know, because of the rural
nature of much of your State, we have shipped over 37,000 doses
to your State. It has all been Moderna, which has been easier to
handle at a —20 degrees. None of it has been Pfizer. It is just too
difficult to move that around.

Senator MANCHIN. Absolutely.

Dr. STONE. And it has given us the ability to actually immunize
about 38 percent of the over—75-year-old veterans in your State.

Senator MANCHIN. We are going to need a lot more, as you know.
All the States do. We understand that. But in the rural States such
as ours, as long as you make sure that you are identifying the type
of facility it is going to take in order to handle that new vaccine
when they come, whether it being J&dJ or other ones, I understand,
are coming on quite rapidly.

Dr. STONE. They are, and I will defer to Dr. Kim. It is not clear
to us what the guidance is going to be from the FDA and the CDC
on the utilization of the new vaccine that will come. That is the
single-dose vaccine. And so I will defer to Dr. Kim.

Dr. Kim. Yes, Senator, I am sure you know from previous people
who have testified here that the FDA is meeting this Friday to dis-
cuss the Johnson & Johnson vaccine and possibly authorize it if
data looks favorable this weekend. And we, you know, in the sci-
entific community, really like that vaccine because it is one dose,
refrigerated, and can last apparently up to 6 months in a refrig-
erator, which makes it a great option for places that only have a
refrigerator, such as maybe some rural facilities, maybe in your
State. So it is a nice versatile option from a storage standpoint, as
well as it is only one dose, which some veterans may really like.

Senator MANCHIN. Let me ask you this. In the weather condi-
tions we have been having and some of the extreme weather
around the country, have we lost, or has any of it spoiled, not being
able to get to market or get to the end user?

Dr. STONE. We have had minimum wastage, and, look, every
dose is a tragedy. We had, up in VISN 1 in the Northeast, a con-
tractor who was cleaning up after a broken pipe with a flooded
area, inadvertently unplug one of our negative—70-degree freezers
and we lost a palette of the Pfizer vaccine, so we lost about 1,000
doses. And so that has been the largest loss that we have had.

Frankly, the VISN leadership have done the same sort of thing
that Dr. Patterson did, at 8 and 9 at night where we are calling
veterans and we have got cancellation lists. That is true across the
Nation.

Senator MANCHIN. A lot of the people live in rural area. They do
not have internet service. A lot of them are not on internet service.
I know when you are contacting, trying to set your appointments
up, what other, other than just a phone itself, how are you all able
to communicate?

Dr. STONE. I am going to defer to Dr. Patterson and Mr. Gigliotti
about how they are doing their scheduling.

Dr. PATTERSON. We do schedule as much as possible, but we also
have some walk-in availability in a lot of places. But one of our big
partners has been the veteran service organizations, so the Legion,
the VFW. They have a lot of good connections in the community,
and particularly in small communities where they are very strong.
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We set up events there and they help us get the word out. We may
use social media and robocalls and the local clinics, but that com-
munity connection really goes a long way.

Senator MANCHIN. I also was pleased to see the VA had been al-
lowed to participate in the Defense Production Act committee and
help determine the most effective ways to meet our Nation’s needs.
However, even with the great new developments we are seeing
with vaccines, we need to be prepared to continue to deal with the
COVID-19 on the long term, as we are seeing it, and if you are
all prepared for that. So how has the VA’s participation in the com-
mittee’s decision on deploying the DPA helped you respond to the
COVID-19 pandemic?

Dr. STONE. Sir, I think it is too early to say what our participa-
tion with the DPA has been. At this point, we are still working and
we have briefed our new Secretary on our desire to be at the table
in the Defense Production Act. But how the Defense Production Act
is utilized as well as our role and our voice as the largest provider
of health care services in the Nation is one that I think still re-
mains to be seen.

Senator MANCHIN. Are you able to get all the equipment you
need? Are you getting PPEs for your employees and everything?

Dr. STONE. Yes, sir.

Senator MANCHIN. And do you have your portable—in West Vir-
ginia we have a lot of the portable trailers that go around, trying
to help people who live pretty far away from a facility or a clinic.

Dr. STONE. Yes, sir. In comparison to where we were 6 months
ago, our supplies of PPE as well as our emergency stocks and our
rolling stock is in much better shape than it was early in the pan-
demic, even a year ago.

Senator MANCHIN. Are you able to spin shots out of your port-
able, out of your portables?

Dr. STONE. We can, and we are.

Senator MANCHIN. Yes.

Dr. STONE. And we are using it mainly for transportation. We
are finding, for efficiency sake, large open areas is a better place
to go, and whether that is a parking lot——

Senator MANCHIN. They will come. They will come, sir.

Dr. STONE [continuing]. they will come. And so we are using
that, but we are using the portable materials to transport and to
assure the safety of the vaccine and the mixing of the vaccine when
that is appropriate.

Senator MANCHIN. Thank you very much.

Chairman TESTER. Senator?

y Sgnator MANCHIN. Mr. Chairman, I am indebted to you, being so
ind.

Chairman TESTER. You can stick around for the second round
too. Senator Tillis.

SENATOR THOM TILLIS

Senator TILLIS. Thank you, Mr. Chairman, and thanks to Sen-
ator Boozman for letting me go. I want to welcome you all here for
the great work that you do. Dr. Kim, I want to—I feel like I have
VISN 6 represented, to the extent that you are still doing work
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down at the Durham VA, so thank you for that work down there,
one of several great facilities we have in North Carolina.

Dr. Stone, I think in testimony before the House Appropriations
Committee you talked about a mass vaccination down at the Salis-
bury facility as being successful. I would guess a lot of that de-
pends on supplies as to whether or not you can replicate that. But
do you see those mass vaccination programs as supply increases,
maybe after we get another vaccine in the mix? Do you see that
as being a key part of trying to step up the tempo on vaccinating
veterans?

Dr. STONE. I do. I think the mass vaccination events-—in fact,
on President’s Day weekend, that 3 days, every single day we dis-
pensed over 70,000 doses into veterans’ arms. I think that Dr. Kim
can go over what has actually been done at Durham and mass vac-
cination events, but we see that as the future, as we increase our
supply of vaccines.

Senator TiLLIS. Dr. Kim, I would like you to add to that, but I
would also—I have been watching the final analysis of the Johnson
& Johnson vaccine. We know logistically that makes everybody’s
life easier. We also know that it changes the way you may dis-
tribute them. So can you tell me a little bit on the mass vaccination
strategy, but tell me to what extent are you already planning for
the eventual availability of the one-shot, non-cold-storage vaccine
that should enter the rotation? I know its efficacy is probably, for,
I think, the more difficult cases about 10 percent lower, but cer-
tainly a highly effective vaccine.

So tell me a little bit about how that plays in it and also maybe
start with the mass vaccination strategy.

Dr. Kim. Sure. I just will say that the mass vaccinations cer-
tainly are a really effective strategy to get shots in arms. You get
a lot of vaccinators together and run a clinic all day, and you can
do thousands. So I did one at Durham a few weeks ago and it was
incredible. We had some frontline essential workers come through,
a lot of older veterans. So I know those types of strategies are
being used all across the country, including in North Carolina, and
we will continue to do that. We are scaled up now to do that every
weekend.

I will say, for the Johnson & Johnson product, I am very curious
to see how that product will be discussed at FDA’s Advisory Com-
mittee on Friday. You are right about the efficacy looking to be
lower than the two products currently available, Pfizer and
Moderna. You know, but I think we do see, in the data, at least
the paper that came out today, that we will brief the committee,
the advisory committee, that the Johnson & Johnson product does
appear to protect against severe illness and death from COVID-19,
which certainly is really the goal. We might want to get moderately
ill or just mildly ill, but we certainly do not want to be in the hos-
pital or to die from COVID. So we will see how that kind of plays
out in terms of the discussion on the data.

In terms of how we would use this vaccine, we have talked about
that a lot. You know, it is a great product because it is refrigerated,
one dose, so it certainly could lend itself very well to mass vaccina-
tion. You would only need to go once, versus going back another
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time. But, you know, I think we will see how the efficacy plays into
that discussion as well.

Senator TILLIS. I will ask my final two questions and try to keep
within time. The first question, you were talking about you have
instances where you may have surplus supply, and you may have
veterans—you have spoken about the distribution to police officers.
But is there some sort of an appeal process or waiting list for peo-
ple with chronic underlying conditions that are below the age cut
right now and an outreach to them to potentially get them ahead?

Dr. KiMm. Yes, Senator. In CDC’s Phase 1c, which includes adults
who are 65 to 74 years old, alongside of them are the younger
adults who are 64 and younger who have a high-risk medical condi-
tion. And, you know, as we look at the phases of vaccination in VA,
there are facilities, including Durham, who are at Phase 1lc, and
who are reaching out to some veterans in that age group who have
a high-risk medical condition. So we are right there in terms of get-
ting to that age group and that high-risk group.

Senator TILLIS. Okay. The final question has to do with moving
forward with respect to the COVID relief package we are talking
about, or funding that you already have in reserve. As your prior-
ities either covered by the last phase of the COVID relief package
or do you feel like that the funding priorities that are in the pro-
posed COVID relief package are matched up with what you think
your needs are?

Dr. STONE. I think that the CARES Act covered us well for what
we saw as the needs to confront this battle against the virus. What
we did not get covered, what we did not even consider, was exactly
what happened after the great influenza of 100 years ago. There
is a tremendous amount of health care that comes in a population
that has not come in for its health care for the last year. And as
much as we have encouraged urgent care, there is a huge tail of
deferred and delayed care that we are beginning to recognize and
talk to your staffs about, as we look at what the needs of this sys-
tem are for the future.

In addition, the economic instability, where a veteran loses their
health insurance, and then comes to us as the safety net, is result-
ing in our actuaries projecting very significant surge of care as we
go into the remainder of this year and into the next few years.

Senator TiLLIS. Thank you. Thank you all, and to the VISN di-
rectors, thank you. I am sure you are probably only behind VISN
6 in your performance. Thank you very much. You do a great job.

Chairman TESTER. Thank you, Senator Tillis. Senator Murray.

SENATOR PATTY MURRAY

Senator MURRAY. Thank you very much, Mr. Chairman. Dr.
Stgne, Dr. Kim, welcome, and I appreciate you being here with us
today.

I want to start on the topic of how we promote vaccine confidence
and fight disinformation and misinformation that can lead to vac-
cine hesitancy. We are seeing misinformation about vaccines
spread really easily and widely across the internet, including
through social media and messaging apps, coming from all kinds
of sources and targeted to all kinds of people. And a lot of discus-
sion around misinformation has been around communities of color.
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But we know that disinformation is a serious concern among all de-
mographics. That can lead to our veterans, caregivers, family mem-
bers refusing a vaccine, even when they are offered one.

So I wanted to ask you, how is the VA and its Federal partners
tackling this disinformation targeting all groups of veterans?

Dr. STONE. Senator, thank you. In my opening Statement I dis-
cussed the fact that we are very proud of the fact that we are not
seeing, in communities of color, a vaccine hesitancy resulting in
disparities. What we are seeing, however, in rural America, is
much more hesitancy to take this, and therefore we have had a
very active campaign to communicate, especially with our primary
care providers, recognizing the fact that the most trusted person is
your doctor or your care team, in really dispelling the problems of
vaccine hesitancy.

I am going to defer to Dr. Kim, who has been close to this effort.

Dr. KiM. Sure. Thank you. Senator, we have thought a lot about
this issue, ever since the fall when we knew these COVID vaccines
would become available, and thought about how to get information
out to our veterans that was science-based. We did focus groups
with our veterans, especially those of color, to find out what they
needed to know to help them make a decision if they were hesitant.
And they told us they wanted the science. They wanted to know
if a vaccine was safe and if it was effective. And they, as Dr. Stone
said, wanted to talk to someone they trusted on their health care
team.

So we combined all of that and have been working with CDC,
who has a Vaccinate With Confidence campaign, to get science-
based information on the vaccines in the hands of our clinicians so
they could have conversations with their veteran. You know, there
really is no substitute for the hard work of calling somebody and
having a conversation with them, and it is 100 percent worth it
when you can talk to one person and they figure out that they do
want to get vaccinated. They tell their family. They tell other vet-
erans. They tell their coworkers.

And so there is no substitute for that hard work, and we pre-
pared our staff in VA for those conversations, and I have heard
many stories from around VA about how clinicians are getting on
the phone, talking with their veteran, helping them make those de-
cisions.

Senator MURRAY. Well, thank you for that. And as we know,
COVID-19 has had a disparate impact on communities of color. We
know there has been a history of racism and medical mistreatment
of people of color in this country, and those inequities have made
the COVID crisis even more damaging for communities of color,
and made it critical we do not let systemic racism block people of
color from getting vaccinated.

I was really glad to hear that the VA has been working with
communities of color to answer questions about—any questions
they have about vaccines, but even when those questions are an-
swered there are still barriers to access, and often these facilities
are not located in the same community, which may force veterans
to take time off from work, or find child care, or find transportation
to reach a VA facility where the vaccine is offered.
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So what is the VA doing to build trust within these communities
and address those barriers to access?

Dr. STONE. Senator, I am going to defer to our regional leaders,
Dr. Patterson, because you have done a very aggressive outreach
to these populations. And, Dr. Patterson, if you could also discuss
just about the relative access of your veteran population, and then,
Mr. Gigliotti, if you could follow that.

Dr. PATTERSON. Right. Thank you for the question, Senator. If
you look at VISN 15, and we cover the States of Kansas, Missouri,
southern Illinois, some of southern Indiana, a little bit of northeast
Arkansas and northwest Kentucky, within that area overall 95 per-
cent of our veterans live within 60 minutes of a VA facility, wheth-
er it be a clinic or a hospital.

Now that tells you one story for an entire six-State area. How-
ever, if you look at individual areas within there, most of our med-
ical centers follow that same pattern. Some of them, for instance
Wichita, only has 73 percent who live within the CBOCs in the
rural areas that are within 60 minutes, and some are all rural and
have a lot more contact.

However, when you also talk about the way that our hospitals
reach out to every ethnic group in order to get vaccinated, when
we look at the large cities—St. Louis, Kansas City, even Wichita—
our medical centers are located in the black communities. And so
while Kansas City talks about a vaccine desert because there are
no hospitals within a mile to five miles of the black communities,
ours is in the middle of it.

And so we are not seeing the equity problem with vaccination be-
cause physically we are close enough to the community for people
to get there and get vaccinated.

With our clinics, particularly in our metropolitan areas

Senator MURRAY. Okay. I am over time. So, Mr. Chairman, in re-
spect to you, I have a few other questions that I would like to sub-
mit, and I want to make sure we continue to watch this very care-
fully.

Chairman TESTER. Absolutely. Thank you, Senator Murray. Sen-
ator Boozman.

SENATOR JOHN BOOZMAN

Senator BoOzZMAN. Thank you, Mr. Chairman, for having the
hearing, very much. First of all, I want to thank you all for being
here, and I want to give a big shout-out to the folks at the VA in
Arkansas that are doing such a tremendous job, and truly our
frontline workers and heroes and we are certainly impressed with
the dedication that they are using to serve their communities and
their State.

So, Dr. Patterson, thank you. A lot of people from northeast Ar-
kansas use your services. I have been over to check it out and
again, I really enjoyed the fact that you all are doing a great job.

Dr. Stone, I have had the pleasure of working with you now very,
very closely for the last few years and I appreciate all that you do.
I would like to talk to you a little bit about funding. The CARES
Act provided $19 billion. The most recent data shows that roughly
$9 billion of that has been obligated. Congress recently provided
VA with its full request for medical care in Fiscal Year 2021. In
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December, when Fiscal Year 2021 appropriate bills, and most re-
cent COVID-19 relief package passed, VA indicated it did not need
any additional funds to assist with response to the pandemic.

The current budget reconciliation package being considered in
the House allocates $17 billion for VA to respond to the pandemic.
I guess the question is, what has changed between December and
today that leads the VA to require an additional $17 billion?

Dr. STONE. Senator, first of all, thank you for your kind com-
ments and I appreciate and I have enjoyed

Senator BoozMAN. We do appreciate you very much.

Dr. STONE. Well, thank you, sir. I think there are two ways to
think of this. First is the fight against the virus itself, and it was
the foresight of this Committee, and frankly, all the oversight com-
mittees that got us the funding that allowed us to express the agil-
ity that we have had throughout this.

But there is another piece of this, and the other piece, as we turn
to the final mile of this pandemic, that we are beginning to recog-
nize this tremendous toll on the American population and the
American veteran. It is mainly deferred and delayed care that be-
gins to generate what we have asked the Biden administration to
consider, and that is that we have a very substantial need that will
peak in late 2021 and 2022, as we go through. Now, you could say,
well, make this part of the budget, but this is not a sustaining
problem. This is a bow wave that is going to come and go. And,
therefore, when I was in DoD doing wartime funding, we viewed
this as what we called contingency operation funding, which I view
the American Rescue Plan and the CARES Act as a contingency op-
eration. Then, as part of the budget, you have got your base fund-
ing that is going to be ongoing. And I know since we have talked
budget a fair amount over these last few years this is something
you and I have discussed before.

Senator BoozMAN. Right. So we are prefunding probably addi-
tional funds needed in 2021. Would that be fair? And 20227

Dr. STONE. I think a number of these funds will be needed in
2021, and especially——

Senator BOOZMAN. It is fair to say you have not—I guess I should
ask, have we spent the dollars that we have allocated so far? Are
we in good shape?

Dr. STONE. We are still in good shape. We have obligated a little
over $7.2 billion. But we will obligate the remaining $10 billion be-
fore the end of this fiscal year.

Senator BooZMAN. Okay. I am sorry. I did not mean to interrupt.
So 2021 and 2022, your concern is we are going to need additional
funding, that is kind of a one-time thing.

Dr. STONE. Yes, sir.

Senator BoOozZMAN. Okay. Very good. One thing that has come up,
I have heard from veterans in Arkansas who are eligible to get the
vaccine and then their spouses were not, and maybe that veteran
was pretty fragile and things, and then you still have the concern
of the spouse coming in and out. Has there been any way of looking
at eligibility for married couples?

Dr. STONE. Not successfully. I will tell you——

Senator BoozZMAN. Is that just the dollars-and-cents factor,
or—
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Dr. STONE. No. It has to do with the law that was written in the
late 1990’s.

Senator BoozMAN. Okay. So you would need additional legisla-
tion.

Dr. STONE. We need additional legislative relief in order to get
there. Yes, sir.

Senator BoozMAN. Well, maybe that is something that the Chair-
man and I can work on.

Chairman TESTER. I agree.

Senator BoozMAN. Thank you very much.

Senator MORAN. What about the Ranking Member?

Senator BoOZMAN. And the Ranking Member also.

Chairman TESTER. Absolutely.

Senator BoozMAN. We do not want to leave him out.

Chairman TESTER. Thank you, Senator Boozman. Senator
Hirono?

SENATOR MAZIE HIRONO

Senator HIRONO. Thank you, Mr. Chairman. I am told that, Dr.
Stone, you have not been asked this question yet. What is your tar-
geted number of veterans to be vaccinated?

Dr. STONE. We would like every veteran in America to be vac-
cinated, but right now, with the austere supply we have, we are
targeting the 6 million active users of the system, Senator, and
those 6 million active users are those that have depended upon us,
and it is absolute that we must take care of those 6 million first
before we look at any expanded population.

Senator HIRONO. When do you think you will be able to vaccinate
those 6 million active users of the system?

Dr. STONE. It entirely depends on the available vaccine. Our goal
was within a 120-day period to be able to vaccinate. It remains to
be seen whether we will have a sustained supply. It is not terribly
difficult to figure out that if you getting 125,000 doses a week, how
many weeks 1t is going to take you to get to 6 million. If we receive
a half a million this coming week and that is a sustained amount,
we can move very quickly and meet our goal of vaccinating this
high-risk population.

Senator HIRONO. So, Dr. Stone, you have a capacity to vaccinate
a lot more people than the number of doses that you get. What is
your capacity right now?

Dr. STONE. Capacity right now is in excess of 300,000 a week. I
mentioned that over the holiday weekend we were able to do over
70,000 a day. I think that is sustainable. And so, therefore, some-
where between 350,000 and 600,000 a week is certainly within the
realm of possibility.

This is one of the most effective vaccination programs ever, re-
membering that nobody has tried to do this since the Sabin and
Salk vaccines of the 1960’s in the polio epidemic in the children of
America.

Senator HIRONO. Yes. So did you say that you get 125,000 doses
per week, that is currently what you are getting now?

Dr. STONE. We were just called on the way over here to say that
we would be getting about 500,000 doses this coming week. We
have seen a gradual increase, and we are very hopeful with the
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new vaccine that is coming on the market that we will continue to
see increases, and the problems that we are having with the
amollimt of vaccine will resolve itself over these next number of
weeks.

Senator HIRONO. So you are getting 500,000, and your current
capacity is 300,000. Are you opening up other PODs outside of the
VA system to provide these vaccines?

Dr. STONE. We will expand our VA direct delivery system to ac-
commodate this. We are very efficient at it. We also have, through
our Community Care, offered through our urgent care system, vac-
cination if those are urgent cares were able to get vaccine. And so
we will continue to increase our capacity as we receive additional
supplies.

Senator HIRONO. So you can do this all within the VA system,
is what you are saying.

Dr. STONE. Yes.

Senator HIRONO. So you did indicate that you are vaccinating
first the people who are in your system. So there must be a lot of
veterans who have never utilized veteran services. But at some
point you need to contact them, right?

Dr. STONE. We are reaching out to veterans and asking veterans.
We have had over 8 million contacts the last few weeks, where we
have reached out to veterans and encouraged them to enroll in VA
health care. Both Mr. Gigliotti and Dr. Patterson can discuss their
efforts in enrolling veterans on the spot who come in for vaccina-
tion.

Senator HIRONO. I am running out of time, so I originally asked
what is your target number and you did not give me the number.
You said 6 million currently in the system. But how many veterans
are out there?

Dr. STONE. There are 18,500,000.

Senator HIRONO. And your goal should be to get every single one
of them vaccinated, assuming that they are not going to object to
getting a vaccine. So I know that you are doing everything you can
to reach out to all of the veterans who are not within the system
right now. Have you seen that during this COVID that there are
veterans who have not utilized veteran services who are contacting
you on their own because they want to be vaccinated?

Dr. STONE. Yes.

Senator HIRONO. Good. You have been asked a number of ques-
tions about vaccine hesitancy, and I think you said that you have
not seen that—I may have heard this incorrectly—you have not
seen this in communities of color, vaccine hesitancy. Did I hear
that correctly?

Dr. STONE. You did. We are actually very proud of the jobs that
the team has done to reach out to communities of color, to improve
their trust and confidence in both the vaccination program and the
VA.

Senator HIRONO. So there is just one more quick thing, if you do
not mind, Mr. Chairman. I do appreciate that the VA is providing
vaccines to veterans in Guam and American Samoa. I understand
the rate of vaccination among these veterans is really low, with
only a handful of veterans in these places being vaccinated so far.
I hope that you are making concerted efforts to reach out to the
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veterans in Guam and American Samoa. They often have difficulty
getting access to veteran services. That is my understanding. So
there are logistical challenges to them getting the vaccines, that I
hope you are addressing these challenges, Dr. Stone.

Dr. STONE. Senator, I will tell you, this has been a very frus-
trating area. We have been working through the Departments of
Health at each of these areas. We have agreed to bring in addi-
tional personnel to support those Departments of Health. We need
the Departments of Health, primarily because of the refrigeration
capacity, and we are looking forward to the newer vaccines as they
come that do not require as complex handling, to expand our abil-
ity to reach each of these islands and areas.

Senator HIRONO. Thank you. Thank you for doing your very best.
Thanks, Mr. Chairman.

Chairman TESTER. Thank you, Senator Hirono. I want to recog-
nize one of the two new members to the Senate Veterans’ Affairs
Committee, next, Senator Tuberville. And we have all been waiting
anxiously for your questions.

SENATOR TOMMY TUBERVILLE

Senator TUBERVILLE. Thank you very much, Mr. Chairman.
Thank you for what you do. I am a military brat. Dad died on ac-
tive duty. Huge. I spent a lot of time in the VA over the years with
my dad. But as a representative of the State of Alabama we have
380,000 veterans. We are a military State. And I just recently went
through most of our VAs through the State, and I am very proud
of what they are doing. Obviously, we have got a lot of work to do
in some areas. but we have got a lot of veterans, and with these
wars that we have had we have got a lot more coming. And all vet-
erans need a vaccine. They all need it. We all know that, and we
are talking in circles in here, in some areas.

There are a lot of new veterans in our State that have PTSD, un-
derlying conditions. And I know that we want to get it to the older
veterans, and rightly so, because they are more vulnerable. But no-
body is any more vulnerable than our kids, our young men and
women with PTSD, and we have got a lot of them. We are losing
22 veterans a day to suicide, and that has really increased since
this virus, because stacking one problem on top of another creates
more problems.

And I really do not have a question. I just wanted to ask you,
really, is there any priority to any of these young men and women
that have recently come back, you know, with PTSD, with under-
lying conditions, with lost legs, lost arms, that have huge problems
on top of problems, and scared to death that they are going to get
this virus but they cannot get the vaccine. Is there any priority
that we can look at that?

Dr. STONE. There is, sir, and it is part of that lec group that Dr.
Kim was talking about, as we have looked at it. Now we have not
seen an increased amount of virus sensitivity based on PTSD, but
we have seen a lot of problems, and those problems primarily re-
late to the intense isolation that has occurred because of this pan-
demic and the fact that people have been locked in their homes.

Therefore, we have converted about 75 percent of our behavioral
health engagement to video-type visits that have reached into the
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veteran’s home, and we have replaced face-to-face visits with video
visits that a veteran can interact with our psychiatrists and psy-
chologists to make sure they remain stable.

Our calls to our Veteran Crisis Line have gone up very signifi-
cantly. Part of that is the 988 system that is being fielded around
the Nation. But the rest of it is because of the really strain on this
population that you so articulately laid out. This is an extraor-
dinarily at-risk population that needs our engagement.

Senator TUBERVILLE. Thank you very much. Another thing that
I noticed—and not just going through the VAs but also the hos-
pitals all over Alabama—we are struggling, at times, even getting
first responders to take the vaccine. They are a little leery about
taking it. Marketing is a huge problem sometimes, in something
new like this. I wish, you know, with the trillions of dollars, bil-
lions of dollars that we are spending on this, sometimes you need
to market, you know, through public service of take the vaccine.
We have got to get rid of this thing. I mean, and people do not take
this if they are leery of it.

Sometimes you even use football coaches. In our State we have
got a pretty famous one in that State that probably could do a PSA
to say, “Take your vaccine. First responders, veterans, anybody
that has an opportunity to take it.” I think sometimes we forget to
use the things that we have at our disposal to get people to under-
stand that, you know, things do work, and we are not trying to
trick anybody. We are just trying to make it work.

But again, thank you for your service. Thank you for what you
are doing. We truly—and I know our veterans appreciate it too. We
truly thank you. Thank you very much.

Thank you, Mr. Chairman.

Dr. STONE. Senator, thank you. Let me just respond that any-
body that a veteran trusts, that can talk about this vaccine, has
value to making sure that we increase the amount of vaccination.
Your State has some of the lowest acceptance rates of vaccine in
the country, and part of that dates back to World War II era,
where there were some egregious things done in various experi-
ments. So that message needs to be overcome, and we would wel-
come participation in that, to get that message out.

Chairman TESTER. Thank you, Senator Tuberville, and I am sure
the football coach you are referring to is the old Auburn Tiger him-
self, Coach Tuberville.

Senator Blumenthal?

SENATOR RICHARD BLUMENTHAL

Senator BLUMENTHAL. Thanks, Mr. Chairman. I apologize if I
cover ground you have already done, but I first want to say how
proud I am to know that Connecticut, really, I think it is at the
forefront of these efforts to vaccinate veterans. In Connecticut, 47
percent of our veterans have received a first dose, and 23 percent
a second dose, which is far ahead of the national average. I am also
pleased to say that 77 percent of our veteran employees have been
vaccinated, and so they are protected.

I think that this kind of record is due to real leadership. Obvi-
ously, you are trying to inspire that kind of leadership at the na-
tional level. But we need more aggressive leadership at the local
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level to counter the kind of misinformation and hesitancy that is
found among certain populations, and, as well, to provide vaccina-
tions to caregivers and spouses, family members, who live with our
veterans, because I think one of the reasons why veterans may not
come for a vaccine is that their spouse or caregiver is not going to
get it as well, and either because they depend on that person for
transportation and advice or for some other reason, they may be
hesitant.

I know you have answered the question about what can be done
to provide the vaccine to those caregivers, the non-veterans who
provide for our veterans, and that you would need additional statu-
tory authority to do so. Is that correct?

Dr. STONE. For the most part, yes. It is a bit of a nuanced an-
swer and I apologize for that. For those families that are engaged
in our subsidized or reimbursed family caregiver program, that
caregiver program we do have authority to give vaccine, and have
vaccinated more than 2,000 family caregivers. What we do not have
authority for is the rest of the population that are not on subsidies,
and in those subsidies—and it is a nuanced, complex answer and
it is not very satisfactory, sir. We need some additional authorities
to get to the rest of that population.

We have 200,000 elderly, frail veterans that we are helping in
the home. About 20,000 we can vaccinate their caregiver, and
180,000 we cannot. And that is the kind of discussion that we need
to have of how we get those additional authorities in order to pro-
tect that veteran and their caregiver.

Senator BLUMENTHAL. Well, I offer my support and help. What-
ever we can do to expand that authority, if necessary, I think there
would be strong support for it.

And as to the younger veterans, are they more hesitant? Are
they less likely to take the vaccine? Do you notice any difference
in age groupings as to that hesitancy?

Dr. STONE. I am going to defer to Dr. Kim on this.

Dr. KiMm. Yes, I will maybe speak to the focus group that we did
with veterans, that included veterans of younger and older age,
and I think what we saw, you know, I think reflects maybe what
we see in non-VA surveys from last year, is that hesitancy is at all
age groups, unfortunately. I think it falls along racial and ethnic
lines, actually, where blacks and African Americans and Hispanics
had more hesitancy compared to whites, and that was played out
by age. And I know it was a focus group, but I think it just really
parallels what we see in larger national surveys.

So I think our efforts to communicate really reach across ages,
to make sure that we get the messaging across about the science,
that we can trust these vaccines, that they are safe and effective.

Senator BLUMENTHAL. And then, finally, if you had to pick, out
of a community, one person, one type of person to overcome that
hesitancy, to recruit people to take the vaccine, would it be a faith
leader? Would it be a coach? Who would you choose?

Dr. STONE. It would be your provider, your nurse practitioner or
your PA or your physician.

Senator BLUMENTHAL. So someone with medical credentials——

Dr. STONE. Yes.
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Senator BLUMENTHAL [continuing]. to talk about medicine.
Makes a lot of sense, right?

Dr. STONE. And, sir, that is exactly why we think we have done
so well with this, is we have had this proactive outreach to our
communities, especially our communities of color, and we think
that is why we have erased the disparities in the population, that
other parts of the American health care system are seeing. And we
are trusted, because of what Dr. Patterson said. We are trusted be-
cause we are in those communities.

Senator BLUMENTHAL. And again, the people who are most per-
suasive and compelling on an issue of science or medicine are the
people who have the credentials of medical doctors or nurses or sci-
entists, who can attest to the efficacy and safety of the vaccine.

Dr. STONE. Yes, sir.

Senator BLUMENTHAL. Thank you. Thanks, Mr. Chairman.

Chairman TESTER. Thank you, Senator Blumenthal. Senator
Sinema.

SENATOR KYRSTEN SINEMA

Senator SINEMA. Thank you, Mr. Chairman, and thank you to
Ranking Member Moran for holding this hearing, and thank you to
all of our witnesses for being here.

Dr. Stone, I appreciate that in addition to providing vaccine sup-
port for its work force, the VA has stepped in to support vaccine
distribution for the Department of Homeland Security. This is an
especially important program for Arizona’s Customs and Border
Protection employees.

In Arizona, the VA should further identify ways to offer vaccines
for CBP employees through VA community clinics and mobile vet
centers, given the often long distances between where they work
and the nearest VA medical center. You know, it is 3 hours from
Yuma, on the border, to our medical centers in Phoenix or San
Diego, and it is 3.5 from Yuma to Tucson. So I would appreciate
you and your office keeping me updated as you work with DHS to
expand this program, and share any challenges you experience.

We have heard from a number of Arizona veterans with ques-
tions and concerns about the availability of the vaccine and sched-
uling appointments across the Arizona VA medical centers. I appre-
ciate the responsiveness of the Arizona VA medical centers as my
team works at the local level to address these concerns. So I will
focus my questions on how these issues are being addressed nation-
ally.

Currently, the VA has 9.3 million enrolled veterans, 6 million
with an active status. We have received calls from veterans who
enrolled with the VA, have an inactive status, and are scheduled
and then canceled, presumably because of their inactive status.
Should veterans with an inactive status have access to vaccination
appointments, and if so, what clarifying guidance must be sent to
the medical centers to make sure that they do?

Dr. STONE. When we are no longer in an austere environment
where we know that we are only going to get 6 million doses, I
think will be able to expand to the rest of the enrolled but not ac-
tive users.
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Senator SINEMA. So there will be a point where the VA will be
able to offer vaccines to inactive status veterans.

Dr. STONE. That would be my absolute desire. You know, my
view is that none of us are going to get our lives to turn back right-
side up again until we get the American population vaccinated. So
I share your desire to get vaccine into as many people as we can.
And as soon as CDC and HHS can assure us that we will move be-
yond the 6 million doses, we will expand, and we are actively re-
cruiting veterans to move to enrolled status so we can begin to
interact with them.

Mr. Gigliotti, I think, can discuss some of the efforts in his VISN,
as can Dr. Patterson in his VISN, to really seek out those veterans
and to bring them in.

Senator SINEMA. Well, thank you. My next question is, how is
the VA tracking instances of canceled vaccination appointments to
ensure that veterans are not losing access, and how are they identi-
fying and fixing potential problems as they arise?
th;. STONE. Mr. Gigliotti or Dr. Patterson, do you want to take
that?

Dr. PATTERSON. Senator, what we do is reschedule them. So if
they call in and cancel and cannot make the appointment we usu-
ally ask them why, just to be sure that, for instance, they are not
ill and maybe they need to come to the clinic anyway. But we just
put them back on the list and reschedule them.

Senator SINEMA. Okay. Do folks fall through the cracks when
that occurs, or is that not something you have experienced?

Dr. PATTERSON. You know, it is really interesting when I visit
the medical centers and see the vaccination clinics, the incredible
enthusiasm that the staff has. It is really rewarding to go and
watch how eager they are to vaccinate people. So they have a list
and they keep up with it. I cannot guarantee that nobody falls
through the cracks, but clearly they want to get them vaccinated.

Senator SINEMA. Thank you. Moving on, the Northern Arizona
VA Health Care System is piloting the use of a mobile vet center
to bring vaccines to community clinics in an effort to expand dis-
tribution to more rural areas. This is very important for vacci-
nating Arizona veterans. What is the VA doing nationally to ensure
that as efforts such as this expand access to rural and highly rural
areas, how is the VA working to ensure that these are successful,
that they are resourced appropriately across the VA network, so
that rural and highly rural veterans can also access the vaccine?

Dr. STONE. So Mr. Gigliotti, in his VISN, piloted an airborne de-
livery of vaccine. We have now expanded that to VISN 20 in both
Alaska and Oregon. We also are using mobile assets, as you ref-
erenced, and we are discussing these type of unique solutions on
a daily basis, in what we call our health operations update, where
each of the VISNs highlights what they are doing to get vaccine
out.

We have been having ongoing discussions with our emergency
operations team to make sure we have maximum numbers of vehi-
cles available and have been working with the White House team
to assure that we are taking what I view as the most difficult area
of inequity, which is the remote areas of this Nation where there
are health care deserts, trying to get vaccine into areas.
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We are very proud that last week we flew an airplane into south-
ern Alaska to an island where there were 50 veterans, and vac-
cinated virtually the entire veteran population. It is that kind of
creativity and effort that I describe as part of the herculean effort
that we are undergoing. Nobody has done this before, but one of
the things we have recognized is these huge distances and remote
areas, especially as you have described, in your State.

Chairman TESTER. Thank you, Senator Sinema.

Senator SINEMA. Thank you.

Chairman TESTER. Next up we have the second newest member,
or one of the two newest members, I should say, from the great
State of New Hampshire, Senator Hassan.

SENATOR MARGARET WOOD HASSAN

Senator HASSAN. Well, thank you very much, Senator Tester and
Ranking Member Moran, for holding this hearing on what is a crit-
ical issue of vaccine distribution to veterans. And I just want to say
I am really excited to be a member of this Committee and I am
really looking forward to the work that we can do together to serve
our veterans. And I want to thank the witnesses today for your
work to serve our Nation’s veterans too.

Dr. Kim, I wanted to start with a question for you. First, thanks
for working to get these vaccines out to veterans as quickly as pos-
sible. New Hampshire, as you probably know, does not have a full-
service VA hospital, and as a result, Granite State veterans get
some of their care across the border at the VA Medical Center in
White River Junction, Vermont, or in Bedford, Massachusetts. That
can create some challenges when the States are not fully aligned
in terms of vaccine availability and protocols.

So how does the VA determine the vaccine allocation for these
kinds of facilities that serve veterans across State lines, and what
steps is the VA taking to disseminate the information to veterans
who may be crossing State lines to get their care?

Dr. KiM. Sure. So I think, Senator, that the answer to that ques-
tion is that we know for the veterans who receive care in a certain
medical center who they are. We know their age, their demo-
graphics, et cetera. So whether they live in New Hampshire or
whether they live in Massachusetts, if they are served by that med-
ical center or clinic we know whether they are in a priority phase
for vaccination.

So we will reach out to them, regardless of where they live. 1
have patients who I see in North Carolina but they live in Virginia.
To me that does not matter. They are served by me so I will reach
out to them when it is their turn. And I think the same would
apply to your veterans, as well, in your State.

I wonder if, you know, the question is whether—you know, I
know each State has their own phase where they are. Certainly
each State has flexibility to do that. For the VA, you know, we do
follow CDC, but there is flexibility, say, for your area of the coun-
try, for that particular VA to move into Phase 1la, 1b, or 1lc, de-
pending on how much supply they have. But it really depends on
the veterans they serve in that facility as to, you know, when they
are reaching out to them.
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Senator HASSAN. Thank you. Another question for you, Dr. Kim.
Many facilities are offering an online appointment registration sys-
tem for veterans to sign up for the vaccine, and if this has been
asked already forgive me. But the online portals are obviously a
great tools. Some veterans may struggle with the technology,
though, or they do not have the connectivity to access the system.
And many veterans in my State live in rural areas, which, one, has
less access to broadband. Also a lot of veterans in my State are
older and have less exposure to online tools.

So what alternatives is the VA offering veterans who may have
limited internet access or technological know-how to register for ap-
pointments online?

Dr. KiMm. Sure. I will just say—and I will let Mr. Gigliotti and Dr.
Patterson comment—we are using all modalities, especially those
we know that are veterans in each medical center respond to.

Senator HASSAN. Thank you.

Mr. GIGLIOTTI. Senator, in that scenario, the partnership with
American Legion, Disabled American Veterans, and other service
organizations is critical to get the word out. One thing we have also
had great success with are electronic town halls. They have really
ramped up in the last year, due to the pandemic. The minimum at-
tendance that we have had is 1,500, and in some cases up to 8,000.
So veterans getting the word to other veterans has also really
helped in that scenario.

Dr. PATTERSON. Yes, Senator. The veteran service organizations
are a great partner in this way. We reach out to them, ask them
to contact their members, and they will also contact other people
in the community, even if they are not a member of the VFW or
the Legion. And we are using some of their facilities, because it is
a great drawing point.

Senator HASSAN. Thank you. I will just echo what Senator
Sinema was just speaking about, in terms of making sure we are
getting to our rural veterans in remote areas. And it was great to
hear the pilot programs you have up in Pittsburg, New Hampshire,
which is on the Canadian border. It is one of our largest towns but
it has 900 people total, and it is a beautiful spot but it takes 3
hours for people in wintry weather to get to Manchester. So I really
appreciate those efforts and would like to work with you all on ex-
panding them.

Dr. Stone, I wanted to drill down a little bit on the data you have
about veterans who are declining the vaccine. We have begun to
see data on the rates of certain segments of the population declin-
ing to get the vaccine, including actively serving military members
and first responders, something that you have heard about from
other members of the Committee too.

In your testimony you described listening sessions with minority
veterans and other concrete steps that you are taking to help re-
duce vaccine hesitancy among the veteran population. Now that
vaccines are being administered, are you gathering data on how
many veterans have declined to receive the vaccine and whether
their reasons match the concerns you were hearing about during
your planning?

Dr. STONE. I do not think our data is as clear as it should be,
and it appears that about 15 percent of the population is declining.
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And then as time goes on much of that is just a hesitancy, that
once their friend begins to get it, or a fellow veteran, or a family
member does, they will then go ahead and get the vaccine. So the
numbers are declining of hesitancy, but it requires very active lis-
tening sessions and engagement of that population in order to re-
solve it.

I will tell you, I have worked the vaccine clinic that we have
been operating in Washington, DC. Many of the people coming in,
especially in the communities of color, want pictures taken so they
can send it to their family members, say, “Look, I got the vaccine.”
It has been a very emotional engagement, even as a provider with
40 years of experience. These are very emotional engagements for
many of these families. But it is those kinds of things that we have
been talking about that I think has made us successful in erasing
a lot of the hesitancy.

Now there is a portion of the population that will never get the
vaccine, and we have seen that with vaccine, really, refusal across
many areas of the country, over multiple types of vaccines. This is
really unique, new types of vaccines that we are dealing with, and
it is just going to take a lot of education and a lot of work and a
lot of trust for us to get to where you and I would like to be one
this.

Senator HASSAN. Thank you very much. Thank you, Mr. Chair,
for your indulgence.

Chairman TESTER. Thank you, Senator Hassan. A couple more
questions, really quick. First of all, just to followup to Senator Has-
san’s question, I think gathering that information as to why the
veterans are hesitant is critically important. You are spot-on on
rural veterans. I think the Ranking Member would concur that
there is a lot of hesitancy in rural America and we have got to fig-
ure out how to break that down.

Mr. Gigliotti, you are using fly ins to reach rural veterans, and
you talked about expanding that to VISN 20, at least Dr. Stone did.
I think it is really good. I think the fly ins can be incredibly effec-
tive, and they have been incredibly effective. The question is, are
there other approaches you plan to use, because the fly ins are a
bit limited.

Mr. GIGLIOTTI. Thank you, Mr. Chairman. We are using the fly
ins, as you said. Today is our third one. Lewistown is having that.
We are using dual-use vehicles and the medical mobile units,
where we have them across our VISN, and those are part of the
deployment strategy to reach the rural veterans, particularly in the
rest of Montana, Wyoming, and we are looking at eastern Utah for
that. So those are critical.

Dr. Patterson made the point, in his VISN, which is accurate for
mine, that 90 percent of our VISN population of veterans lives
within 60 miles of a facility that can give out the vaccine, and a
large chunk of that percentage is within 0 to 30 minutes, and then
30 minutes to 60. So it is really going to be important for us, when
the volume increases in the vaccine, to get the word out, to be able
to come to those clinics themselves, and for those very rural areas
using those two vehicles, the flights as well as the dual-use vehi-
cles.
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Chairman TESTER. Yes, and it all works together. You guys know
that. I mean, the availability of the vaccine is No. 1, so you guys
can plan for it and tell the folks where to go, to those CBOCs, or
whether there is a mobile van going out and how to get to them.
So I appreciate that.

Dr. Stone, what percentage of the work force has refused the vac-
cine?

Dr. STONE. I can tell you that 73 percent of the entire work force
has received the vaccine, over 90 percent of our clinical personnel.
Refusals of the vaccine have primarily occurred amongst some of
our non-licensed personnel in our CLCs, and we are working hard
to do educational programs for that in order to get those numbers
up.

Chairman TESTER. As a last resort, do you have the authority to

make the vaccines mandatory as a condition of employment, re-
gardless of whether these are medical professionals or they are
non-licensed personnel?

Dr. STONE. Senator, I have that authority but I am not going to
use it, and I am not going to use it under the Emergency Use Au-
thorization. When there is full licensure of the vaccine we will re-
visit that decision, but as an Emergency Use Authorization, and
the fact that our employees are dramatically taking the vaccine.
This is much different than the commercial marketplace. Our em-
ployees are taking the vaccine, and I am very pleased. That has
been reflected in the fact that prior to the vaccine we were running
consistently 6,000 employees that could not come to work because
of either exposure or actual infection with COVID. That number
this morning has dropped to under 1,100. So literally 5,000 more
people are coming to work now than had.

Chairman TESTER. Senator Moran.

Senator MORAN. Senator Tester, thank you for the second round.
I will try to be brief, as you were. I want to ask a few questions
related to the $17 billion request for the VA making its way
through Congress. In my view, unfortunately, it is coming through
Congress in an expedited manner, that we will not have, as this
Committee, the opportunity to debate and amend, or even under-
stand that legislation.

I want to visit with you about how the request is related to the
$10.5 billion that is remaining in the CARES funding currently. Is
it true—I think you said this, maybe in your opening Statement—
is it true that the remaining $10.5 billion in CARES funding will
met COVID-specific needs, such as PPE, testing equipment and
supplies, increased health care costs, through the remainder of the
fiscal year?

Dr. STONE. It is my anticipation that it will meet the require-
ments primarily of health care. About $3.5 billion is needed for
Community Care, and we have a request that is working its way
through to repurpose $3.5 billion in Community Care. The majority
of the rest will go into direct patient care, within our direct care
system, for the care of patients with COVID.

Senator MORAN. So 510.5 billion, about $3 billion of it needs to
be repurposed to meet Community Care opportunities, requests,
and the other $7.5 billion is to provide care within the VA?
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Dr. STONE. The financial people are probably cringing at this
point because I am sure there is a piece that I have missed. There
are some pieces that are going into the homeless programs. We
have taken the caps off of HUD-VASH vouchers to make sure that
we are taking away insecurity in homes. But that is primarily what
it is addressing.

Senator MORAN. And then the $17 billion that is in what I would
call Phase 5, the legislation that the House is currently consid-
ering, those are targeted at needs that may occur in Fiscal Year
2022 and beyond, and in part, at least based upon pent-up demand
for health care?

Dr. STONE. I would not quite put it that way. I think it will be
late 2021 that that occurs. I think probably the last quarter of 2021
we are going to see a bow wave.

Let me give you an example of this. We are down by 12,000 sur-
geries a month in our direct care system. They are not going out
to the community. That is pent-up demand and it is surgery being
done later. Think about putting off a knee replacement for a year.
That is a tougher surgery. And so what our actuaries are telling
us is that deferred and delayed care is going to create a bow wave
that none of us anticipated a year ago, when we were looking at
what was in the CARES Act.

In addition, reliance on our system that is coming because people
are losing insurance because of job loss is resulting in more vet-
erans enrolled. We will enroll well over 300,000 additional veterans
this year. And so that sort of bow wave is what we are trying to
take care of in this late 2021 and 2022 timeframe. It is our hope,
then, that that will stabilize once we have taken care of that, and
we can come back here with a much more optimistic picture.

Senator MORAN. Dr. Stone, you would not expect me not to ask
this question. The reason that I want to make sure I understand—
you also said it is not occurring in the community, under Commu-
nity Care, it is not occurring in the VA, the surgeries that you de-
scribed. The fact that it is not occurring in Community Care is not
a result of anything that the VA is doing to restrict that from oc-
curring in the community. It is just that the patients are deciding
to defer. Is that true?

Dr. STONE. The best example of this is the fact that we have got
a big problem in VBA, where we have got people that do not want
to come in for their comp and pen exam. So we have got a lot of
built-up comp and pen exams. Over 50,000 of those are veterans
that just will not come in for a face-to-face visit. Well, if you will
not come in for your comp and pen exam, you are not coming in
for your knee replacement either.

And so it is not because we are failing to refer to the community
or have not built an adequate community environment for people
to go to. This is exactly what happened after the great influenza
of 100 years ago, that there was this bow wave of care that was
necessary because it was delayed or deferred.

Senator MORAN. Dr. Patterson, anything unique about our VISN
in regard to this topic?

Dr. PATTERSON. No, Senator. There is not.

Senator MORAN. Okay. Thank you. Just to conclude, Mr. Chair-
man, first of all, Dr. Patterson, is there anything that you would—
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I do not know how many times you have testified before Congress,
but welcome to this occurrence. Is there any request that you
would have of me on behalf of the veterans in our VISN, that you
would like for me to know?

Dr. PATTERSON. Well, Senator, I know you visit every county
every year, and I really appreciate it when you come visit our vac-
cine clinics, because it is great press for us. It hits the local news,
and I think it just encourages veterans to come in and get vac-
cinated.

We have a rally cry in our network called “Reclaim the Summer,”
and you might have heard that when you were in Topeka earlier
this week. But that is what we want to do. We want everyone vac-
cinated so we can have a summer again, play baseball.

Senator MORAN. I like that. In the absence of the Chiefs’ victory
maybe we will have a Royals victory.

I would add to only confirm what Senator Blumenthal said, and
that is the importance of spouses and caregivers. And yesterday
Senator Tester and I, in our conversations with the general and the
doctor, General Perna and Dr. Kessler, raised this issue with them,
and they indicated a willingness to see if there was something they
needed to do to make this possible.

I did not understand your response to Senator Blumenthal. Is
there something that prohibits the VA from vaccinating spouses,
spouses who are not veterans?

Dr. STONE. Yes.

Senator MORAN. Okay. And that could be corrected within this
system that we have developed for distribution of vaccines, or takes
something within the VA, within the Congress?

Dr. STONE. Not within the authority of the Secretary to do non-
veterans for providing any sort of health care, unless they are on
the stipend program.

Senator MORAN. Maybe there is a way to get to it in the fourth
mission. I will look for ways to be of help in accomplishing that.

Dr. STONE. Sir, we are talking to a number of States about ex-
actly that, and working with a number of States to try and get at
it in that manner, and thus unload the rest of the State from the
vaccine that is necessary and protect veterans at the same time,
sir.

Senator MORAN. That is good news. Mr. Chairman, thank you.

Chairman TESTER. I will tell you this, Ranking Member Moran.
Our staffs are going to get together and we are going to figure out
what kind of language it needs to give them the temporary author-
ity in this particular case of a pandemic, and then we are going to
give all the credit to Boozman. That is just the way it works
around here.

I just want to thank you guys for your testimony. I am going to
give you an example of exactly what you are talking about on pent-
up demand. My brother, who is a few years older than I am, that
has COPD, has not seen a doctor in a year. He just got his second
shot. He is proceeding to set up doctor appointment after doctor ap-
pointment after doctor appointment right now. There is a lot of
pent-up demand out there, and there will be. You guys being able
to deal with that is going to be a challenge.
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The other thing we have not talked about here today, that we all
know is a big deal, is mental health, and the fact that the isolation
caused by this pandemic has only contributed, not only in the VA
but across society, to increased mental health problems. I just met
with a bunch of school personnel today that are talking about kids
having increased mental health problems.

I will just put a plug in for the John Scott Hannon bill, that the
Ranking Member and myself got done last Congress. I think that
can help, and, of course, telehealth can. But that is another expen-
sive proposition that we have to deal with. Thank God you are
there, Dr. Stone, and you have good people like the panel up here
today, that can deal with that.

Look, I cannot give you guys enough credit. The Ranking Mem-
ber and myself were on the call yesterday with Dr. Kessler and
General Perna, and, quite frankly, we just need to get more vac-
cines in your hands to get distributed. I think what happened
today is a really good sign, and hopefully that will keep up. And
they assured us that, by the way, it would come up, that it would
ramp up more and more. And, in fact, in 3 weeks it sounds like
you guys may be really in full swing.

So thank you for what you are doing. We are going to continue
to push the administration in a bipartisan way to use all the au-
thorities they have to get more doses allocated for the VA. It is im-
portant that we take care of our veterans. It is a cost of war.

I would ask that any post-hearing questions be sent to the clerk
no later than a week from today, and we will keep the record open
for a week as well.

This hearing is adjourned. Thank you all.

[Whereupon, at 5:49 p.m., the Committee was adjourned.]
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Good afternoon, Chairman Tester, Ranking Member Moran and distinguished
Members of the Committee. Thank you for the opportunity to testify today about the
Department’s response to the Coronavirus Disease 2019 (COVID-19) vaccine rollout.
| am accompanied today by Mr. Ralph Gigliotti, Director, Veterans Integrated Service
Network (VISN) 19, Dr. William Patterson, Director, VISN 15 and Dr. Jane Kim, Chief
Consultant for Preventative Medicine.

In December 2020, the Food and Drug Administration issued Emergency Use
Authorizations for two vaccines, one manufactured by Pfizer-BioNTech and the other by
Moderna, for the prevention of COVID-19. The Centers for Disease Control and
Prevention (CDC), with guidance from the Advisory Committee on Immunization
Practices (ACIP), issued recommendations for use and for phased allocation of vaccine
when supply is limited. Immediately after, VA began offering vaccine at VA facilities.

VA COVID-19 Vaccine Distribution Plan

In September 2020, VHA chartered a team to plan for the availability of a
COVID-19 vaccine as early as October 2020. This team, composed of key offices within
VHA to include National Center for Health Promotion and Disease Prevention,
Pharmacy Benefits Management Service, Ethics and Logistics and Office of Healthcare
Transformation, working with CDC, developed a comprehensive plan to ensure
availability of a COVID-19 vaccine across the VA system as they become available. The
distribution plan addresses vaccinations for Veterans, staff and other Federal partners
including a framework for identifying the population(s) at highest risk from COVID-19 to
receive the vaccine. This risk stratification aligns with the ACIP's and CDC'’s
recommendations for allocation of COVID-19 vaccines.

VA's plan is based on five core ethical pillars: safety, maximizing the benefit of
the vaccine, equity, fairness and transparency. VA offered the vaccine to health care
personnel as they are essential to continuing to care for patients throughout the
pandemic and Veterans living in Community Living Centers and spinal cord injuries and
disorders units where the risk of severe iliness and death due to COVID-19 is highest.

VA’s COVID-18 Vaccination Plan provides a framework for facilities in
administering their local vaccination plan, but specific logistics and processes vary by
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facility. VA facilities are reaching out to Veterans when they are eligible, and Veterans
are encouraged to use the Keep Me Informed tool to sign up for updates about VA
vaccination in their area. VA’s ultimate goal is to have enough vaccine to vaccinate all
Veterans and health care personnel who want to be vaccinated.

Administration of COVID-19 Vaccines

As of February 11, VA has administered over 1.5 million doses of the COVID-19
vaccine. This includes over 1 million doses to Veterans, 458,000 doses to VA
employees and over 6,100 to our sister Federal agencies, mostly the Department of
Homeland Security (DHS). VA is reporting that information publicly on the Department
of Veterans Affairs COVID-19 National Summary:
https:/iwww.accesstocare.va.gov/Healthcare/COVID19NationalSummary. In January,
through an interagency agreement to support DHS’s COVID-19 vaccination program,
trained VA medical professionals at certain VA medical centers began vaccinating DHS
employees using DHS’s CDC vaccine allocations. Twenty-one facilities are currently
offering DHS vaccinations. Overall, VA is currently providing vaccines at more than 215
sites nationally, with plans to expand to additional sites as vaccine supplies increase.

In collaboration with each of VA’s 18 VISNs, VA’s Pharmacy Benefits
Management Service determines vaccine allocations for each VISN within VA’s total
allocation from the Department of Health & Human Services (HHS). VA’s current
vaccine allocation is distributed to VISNs pro-rata, with the basis for the current pro-rata
allocation being the proportion of Veterans who fall in CDC Phase 1b, the majority of
whom are 75 and older Veterans. The numerator is Veterans who have had VA health
care in the past 12 months in each VISN who are 75 and older. The denominator is all
Veterans who have had VA health care in the past 12 months in our entire system who
are 75 years and older. HHS follows a pro-rata approach to allocate vaccine to Federal
entities, states and jurisdictions. VHA also utilizes a pro-rata approach for distribution of
our allocated supply to sites across the country based on the number of Veterans who
are in CDC Phase 1b, which is the phase where the majority of our sites are currently.

To provide the vaccine to as many Veterans as possible, VA planned mass
vaccination clinics at VA facilities across the enterprise. In Salisbury, North Carolina, VA
administered nearly 500 vaccines to Veterans aged 65 and older or those who have
high-risk conditions. In West Palm Beach, Florida, nearly 600 Veterans were vaccinated
by appointment. Lexington VA Medical Center held a 3-day mass vaccination event and
administered vaccine to over 4,000 Veterans who were 50 and older. Most recently, the
Montana VA administered vaccine to nearly 9,500 Veterans in Great Falls, Montana.
Additional mass vaccinations will occur across the enterprise as supply allows.

In response to our leading the Nation in consumption of vaccine doses, VA
received an increase of about 16,000 doses of the vaccine per week and recently also
received an additional 200,000 doses that have been distributed as well. We anticipate
using all of those doses as they arrive, and our current vaccination plan has the
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capacity for delivering between 300,000 to 600,000 doses each week, so we are ready
to accommodate and deliver larger quantities when they are manufactured.

In late January 2021, VA flew doses of the Moderna vaccine from the Montana
VA Health Care System as part of a pilot program to provide vaccines to Veterans living
in rural parts of the country. For this pilot, leaders at the Montana VA and VISN 19
worked to contract a charter flight to Havre, Montana while accounting for the special
cold-chain requirements for distributing the vaccine. The initial pilot was successful, and
lessons learned from that event were applied to the next rural vaccine event: a charter
flight to Kalispell, Montana that occurred on February 3, 2021, and delivered vaccines to
over 416 Veterans. Additional sites for flying in vaccines are being evaluated in Alaska
and the Pacific Northwest. VA continues to explore several avenues for ensuring
vaccines are delivered to rural Veterans where access and driving can be difficult.

To support those caregivers of Veterans participating in the Program of
Comprehensive Assistance for Family Caregivers, VA offers COVID-19 testing and
vaccinations to eligible family caregivers. Approximately 24,000 caregivers are eligible
for COVID-19 vaccination in coordination with the Veteran they serve. VA used existing
authorities to offer COVID-19 vaccination to primary and secondary caregivers enrolled
in the PCAFC in order to protect this vulnerable population of Veterans and the
caregivers who serve them. Some of these COVID-19 vaccinations may be offered in
the home setting by clinical staff who perform clinical visits in-home to homebound
Veterans and caregivers enrolled in PCAFC. Although current legislative authority does
not allow vaccination of non-Veteran caregivers of homebound Veterans who are not
enrolled in PCAFC, these caregivers are encouraged to pursue options for COVID-19
vaccination available through their local state or jurisdiction. More than 12,700 Veterans
in VHA’s Home Based Primary Care Program have received at least 1 dose of COVID-
19 vaccine as of February 17, 2021, reflecting VHA’s commitment to bring vaccination
to these Veterans during the pandemic. These caregivers are offered appointments
when their Veteran becomes eligible to receive the vaccine in accordance with the CDC
guidelines and VA’s phased risk stratification framework. Veterans and their caregivers
can get the latest information and sign up to receive updates on VA’s COVID-19
vaccine webpage.

VA is working hard to offer the vaccine to all Veterans receiving VA health
care. All enrolled Veterans are eligible for vaccination when their local VA facility has
sufficient vaccine supply for their risk group. The agency is focusing efforts on the
allotment of vaccines we have received for enrolled, eligible Veterans who are
listed in our highest risk categories. Veterans who are not yet receiving care through the
VA health care system are encouraged to enroll now. In order to enroll, Veterans must
meet certain eligibility requirements under current law, which may include income limits.
Currently, VA does not have the legal authority to expand enrolliment with the sole
purpose of administering the vaccine. Additionally, while VA does have the legal
authority to vaccinate Veterans who are not eligible for VA health care, the law requires
that VA must receive reimbursement. However, VA is prohibited from charging any
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individual for receipt of the vaccine based on VA's agreement with CDC for vaccines.
We look forward to working with Congress and discussing the best path forward to
ensuring we are able to vaccinate as many Veterans as possible.

Access for Minority and Rural Veterans

In order to reach our most rural Veterans, VA identified logistical challenges and
concerns among rural populations from VHA staff and previously solicited responses
from Veterans. VHA reviewed available data on factors driving rural Veterans’ health
decisions, reviewed ultra-cold storage capacity, conventional cold storage capacity,
refrigerator capacity and population enumerations for staff and Veterans for larger
facilities that were potential sites for receipt of initial - 70C and -20C vaccine shipments
in vaccine administration hubs and determined average and maximum drive times from
hub VHA facilities to smailer VHA facilities and Community Based Outpatient Clinics in
rural areas. VHA identified locations with conventional cold storage capacity and ship-to
status as first sites to receive -20C vaccine product, including many smaller facilities
serving rural Veterans, developed distribution guidance to facilitate transportation of
vaccines to rural areas and also updated policy to increase flexibility for use and storage
of vaccines at smaller sites.

VA focused early on planning to ensure equitable access and distribution of
vaccines to racial and ethnic minorities disproportionately affected by the COVID-19
pandemic. VA held listening sessions with minority Veterans in October 2020 and
identified key concerns and themes include the need for meaningful, trusted, science-
based information; access to vaccine at VA clinics, not just at main facilities; and trusted
sources of information including primary care providers, other members of the VA health
care team and other trusted Veterans. VHA collaborated with the CDC and Federal
partners to coordinate and leverage strategies and materials designed for minority
reach.

Perhaps most importantly, in many VAMCs, VA staff and providers are calling
Veterans they serve to provide information about and schedule appointments for
vaccination. This may help overcome barriers such as vaccine hesitancy and difficulties
signing up on-line for vaccination that may be particularly large in minority communities.
Consequently, we have not seen racial or ethnic disparities in vaccination so far. For
example, among Veterans cared for by VA who are aged 75 and older, a group
currently prioritized for vaccination, 25% of White, 28% of Hispanic, and 30% of Black
Veterans have been vaccinated.

Conclusion

Veterans’ health care is our mission, and we are committed to providing high-
quality health care to all our Veterans during these unprecedented times. | am so proud
of our efforts in response to COVID-19 and our distribution of the vaccine. This is an
extraordinary example of what VHA is and what we will continue to be in the future.

Your continued support is essential to providing this care for Veterans and their families.
This concludes my written testimony.
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Chairman Tester and Ranking Member Moran, thank you for the opportunity to provide
an update on Moderna, Inc.’s (“Moderna”) efforts to combat the COVID-19 pandemic. The
collaborative effort to end this pandemic has made remarkable progress. We have also
confronted new challenges and continued human suffering and hardship. We know that much
work remains. This submission will update you on the status of Moderna’s continued efforts to
help stop this pandemic.

In November, Moderna announced that data from our Phase 3 clinical trial demonstrated
a 94% efficacy rate against COVID-19 and a 100% efficacy rate against severe COVID-19. At
this time, Modema representatives spoke with officials from the United States Department of
Veterans Affairs (“VA”) so that we could begin the process of providing medical education for
our vaccine candidate to military veterans. In December, after robust review, the Food and Drug
Administration (“FDA™) granted an emergency use authorization (“EUA”) for our vaccine.
Moderna representatives again contacted the VA to provide information for United States
vaccination providers and recipients. This included information on our COVID-19 vaccine, the
eligible population, vaccine ingredients, dosage, administration, storage and handling guidelines,
as well as information that should be provided to vaccine recipients or caregivers.

By the end of 2020, we had delivered 17.8 million doses to the federal government. To
date, we have delivered over 45 million doses of our vaccine, with tens of millions more at
different stages of the production process. We are on track to meet our commitment to deliver
100 million doses by the end of March. We have doubled our monthly deliveries since late
2020, and we are aiming to double them again by April to more than 40 million doses per month.
Based on this progress scaling up manufacturing, we recently agreed to move up our delivery
timeline: we now are aiming to deliver a second hundred million doses by the end of May and a
third hundred million doses by the end of July. The allocation of doses for the VA will be
determined by the federal government.

This work could not be more pressing. The pandemic continues to have a devastating
impact. Half a million people have died in the United States alone. Many more have been ill,
some severely. As you all know, the pandemic has also cost jobs, shuttered businesses, closed
schools, burdened families, and disrupted countless traditions and routines. All of us have been
profoundly impacted by this. We also know that communities of color and essential workers
have disproportionately borne the burdens of COVID-19. We must bring this pandemic to an
end.

We understand the significant interest in Moderna’s vaccine, along with the vaccines and
vaccine candidates of other companies. We also understand how important it is that large
quantities of every approved vaccine be produced rapidly—with robust commitment to safety
and quality—and that vaccines be made available widely, transparently, and equitably. We hope
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that this submission will provide useful information to this Committee as you continue your
oversight over these important matters.

Over the past year, Moderna has been pleased to collaborate with the U.S. government in
accelerating the development, production, and delivery of our vaccine. As we continue these
efforts, we remain committed to ongoing dialogue with key U.S. government agencies to ensure
that our work proceeds as quickly and safely as possible.

This submission will provide an update on Moderna’s work. First, this includes a brief
overview of our company and mRNA technology and an explanation of the process we used to
create our COVID-19 vaccine. Next, this submission details the clinical trial process and the
FDA’s issuance of an EUA for our vaccine. Finally, Moderna submits to the Committee an
overview of the manufacturing process and an update on our work to manufacture the vaccine.

Moderna deeply appreciates the opportunity to share this information with you, and we at
Moderna are profoundly grateful for the actions you and your colleagues in Congress have taken
to support and fund efforts to combat this pandemic.

I. Moderna is an Innovative Company That Has Built Unique mRNA Technology

Moderna is a young, innovative biotechnology company that seeks to improve patients’
lives by creating a new generation of transformative medicines based on messenger RNA
(“mRNA”). Founded in 2010, we are proud to be an American company, with our headquarters
and a major manufacturing facility in Massachusetts. Moderna has grown over the past decade
into a dynamic company with over 1,300 employees. This exceptional team—which has worked
in collaboration with leading biopharmaceutical companies, U.S. government agencies, and
private organizations focused on public health—has disclosed 24 therapeutic and vaccine
development programs to date. These programs span a wide range of diseases and conditions,
including infectious diseases, immunoc-oncology, rare diseases, autoimmune diseases, and
cardiovascular diseases.

At Moderna, we create medicines by using mRNA, which plays a fundamental role in
human biology. All human genetic information is stored in DNA located in a cell’s nucleus. In
order to access that information, cells need to make a working copy of it—that is mRNA. Unlike
DNA, mRNA molecules move out of a cell’s nucleus; once outside the nucleus, mRNA
molecules transfer the information they encode to the cellular machinery that make all the
proteins required for life. Each mRNA molecule contains the instructions to produce a specific
protein with a distinct function in the body. mRNA thus plays a central role in all biological
processes, including in human health and disease, which is why we call it the “software of life.”
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Our approach fundamentally differs from traditional approaches to medicine. Rather than
introduce a protein or chemical to the body, we send tailored mRNA into cells to instruct them to
produce specific proteins. We built Moderna on the guiding premise that if mRNA can be used
as a medicine for one disease, it could work for many diseases. Instead of starting from scratch
for each new vaccine or therapy, our mRNA approach leverages the technology and fundamental
components that we have been researching and developing since our founding. By building off
our prior research and learning, we believe we can improve how we discover, develop, and
manufacture medicines.

We designed our strategy and operations to realize the full potential value and impact of
mRNA over a long time-horizon. Since 2010, we have built and invested in our technology
platform, which creates mRNA sequences that cells recognize as if they were produced in the
body. Our prior research and clinical trials taught us valuable lessons about designing
vaccines—particularly how to manufacture and formulate mRNA that can be safely injected into
people and induce an appropriate immune response. We believe this platform can be used to
pursue mRNA medicines for a broad spectrum of diseases.

Creating a new generation of medicines is a challenging endeavor. Over the past ten
years, Moderna raised over $5 billion in funding from our strategic collaborators and investors
who recognize the potential of our unique mRNA approach. We are also grateful for
approximately $58 million in grant funding from the Defense Advanced Research Projects
Agency (“DARPA”) and the Biomedical Advanced Research and Development Authority
(“BARDA”). And in April, BARDA committed to fund up to $483 million to accelerate the
clinical development and manufacturing scale-up of our coronavirus vaccine candidate. In July,
we amended our agreement with BARDA to provide for an additional commitment of up to
$471.6 million to support late-stage clinical development of Moderna’s COVID-19 vaccine
candidate, including the execution of a 30,000-participant Phase 3 study in the United States. In
August, we signed a contract with the U.S. government to provide millions of doses of our
prospective vaccine to the American people.
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1L Moderna Used its mRNA Platform to Create an Effective COVID-19 Vaccine

Our mRNA technology is flexible and quickly adaptable; that allowed Moderna to step
forward and pursue the rapid development of a COVID-19 vaccine candidate named mRNA-
1273. We collaborated with the Vaccine Research Center and Division of Microbiology and
Infectious Diseases of the National Institute of Allergy and Infectious Diseases (“NIAID”), a part
of the National Institutes of Health (“NIH"), in January 2020 to try to accelerate our vaccine
candidate.

The story of mRNA-1273 really begins before any of us had ever heard of COVID-19.
Since 2015, Moderna has worked to develop mRNA vaccines for coronaviruses, such as the
SARS and MERS viruses. And in 2016, we began building our U.S. manufacturing facility,
based on our early clinical data, and our belief that the mRNA platform would be necessary to
address diseases in the future. Those experiences, and Moderna’s own proprietary technologies
developed through years of research, put Moderna in a unique position to respond to the current
pandemic.

For example, a key challenge in developing mRNA vaccines and treatments has been to
develop a vehicle for getting the mRNA into the body’s cell—in other words, the “packaging”
for shipping the mRNA software into the cell. You need technology that both protects the
mRNA in transmittal and will not be targeted by the body’s natural defenses. After years of
effort, Moderna has developed a proprietary lipid nanoparticle delivery system that enhances
safety and tolerability. We have also invested significantly in the manufacturing process to
invent the technological capabilities necessary to manufacture our potential mRNA medicines.

We were able to research and develop mRNA-1273 so quickly because we leveraged our
prior research on vaccines and other mRNA-based medicines. In addition to the technology
described above, this prior knowledge included our understanding of the safety of our platform
and our experience producing over 100 batches of mRNA for use in human clinical trials in the
two years before the COVID-19 virus emerged.

In our prior work on coronavirus mRNA vaccines, we identified a key protein on the
surface of coronaviruses, called the Spike protein, as a good vaccine candidate. The identified
Spike protein has two primary functions: (i) it facilitates the attachment of the coronavirus to the
host cell in an individual; and (ii) it contributes to the entry of the coronavirus into the host cell
by fusing viral and host membranes. We began to develop mRNA-1273 by reviewing the
genetic sequence of the SARS-CoV-2 Spike protein. Based on the sequence for the Spike
protein, we designed and synthesized a corresponding mRNA sequence—in other words, the
genetic software that instructs a human cell to create the Spike protein. Using our validated
mRNA vaccine platform, we have been able to formulate this mRNA by incorporating lipid
nanoparticle technology into a vaccine that can be administered directly to a patient. Once
injected, the mRNA molecule causes the patient’s cells to produce the Spike protein; the body’s
immune system then attacks that protein, triggering a protective immunological response.

Our approach to a COVID-19 vaccine differs from traditional vaccine development
because we are not injecting into the body a dead or weakened version of the novel coronavirus
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or one of its components. Instead, we use the information from the virus to teach the cellsin a
patient’s body how to make the virus’s Spike protein, which itself provokes a protective immune
response. Using this novel approach, we progressed from genetic sequencing to a vaccine ready
for human testing in just 63 days—a testament to the 10 years of investment and hard work on
our platform.

1. Clinical Trials Led to the FDA Emergency Use Authorization for mRNA-1273

Working closely with the government, Moderna put mRNA-1273 through a rigorous set
of clinical trials to test its safety and efficacy. This process began extraordinary quickly. We
began work on mRNA-1273 immediately after the genetic sequence of the novel coronavirus
was released on January 11, 2020. Only 25 days later, on February 7, 2020, Moderna completed
its first clinical batch of mRNA-1273. The Phase 1 study, led by NIH, dosed its first participant
on March 16, 2020. On May 18, 2020, we announced positive interim results from the mRNA-
1273 Phase 1 study, showing the generation of neutralizing antibody titer levels in all eight initial
participants. In July 2020, the NIH and other authors published a fuller set of interim data and
results of the Phase 1 study in the New England Jowrnal of Medicine. Those results indicated that
the vaccine produced neutralizing antibody titers in all 45 participants evaluated.

The first participants in our Phase 2 study were dosed on May 29, 2020, and we
completed enrollment of all 600 subjects in our Phase 2 study on July 8, 2020. While the Phase
2 study was pending, we began our Phase 3 study in July 2020. We enrolled 30,000 participants
in a randomized and placebo-controlled study, which was conducted in collaboration with
NIAID. Recognizing the importance of including a representative population in this important
study, we and NIAID made a concerted effort to enroll participants from communities that have
historically been under-represented in clinical research and have been disproportionately
impacted by COVID-19. The study ultimately included more than 11,000 participants from
communities of color, representing 37% of the study population. On November 30, 2020, we
announced that data from our Phase 3 clinical trial demonstrated a 94% efficacy rate against
COVID-19. Efficacy was consistent across age, race and ethnicity, and gender demographics.
The interim results from the Phase 3 trial were later published in the New England Journal of
Medicine and confirmed the efficacy and safety of the vaccine. The data from our Phase 3 trial
also suggest that our vaccine prevents severe cases of COVID-19, with no severe cases of the
disease occurring in the trial participants who received the vaccine.

On December 18, 2020, the FDA authorized Moderna’s COVID-19 vaccine for
distribution under an EUA. The next day, the U.S. Centers for Disease Control and Prevention’s
(“CDC”) Advisory Committee on Immunization Practices unanimously voted to recommend the
use of Moderna’s COVID-19 vaccine in people 18 years of age and older. In the days and weeks
that followed, additional countries authorized the use of Moderna’s vaccine. Canada authorized
the use of our vaccine shortly before the end of the year, while Israel, the European Union, and
the United Kingdom authorized the vaccine in the first days of 2021.
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IV.  Moderna Is Working with Partners to Produce and Deliver mRNA-1273

We are now focused on working closely with our manufacturing partners and the federal
government to produce, fill, and deliver vaccine doses rapidly, with robust commitment to safety
and quality.

A. Overview

Producing and delivering a vial of mRNA-1273 is a multiple-stage process. The first
stage is to create large batches of the drug substance: mRNA encapsulated in a lipid nanoparticle.
For the U.S. supply line, this stage takes place in two places: Modema’s manufacturing facility
in Norwood, Massachusetts, and a facility in Portsmouth, New Hampshire operated by our
contract manufacturing partner, Lonza Ltd. (“Lonza”). The use of such partners is common in
the biopharmaceutical industry, and Lonza is one of the world’s leading contract manufacturers.
This first stage is itself a multistep process that requires the availability of raw materials and
consumable supplies, such as the custom-made plastic bags that line the tanks in which the drug
substance is made.

The second major stage of the production process is filling vials with the drug substance.
As is common in the industry, we have partnered with a contractor, Catalent, Inc. (“Catalent™),
that specializes in this “fill-finish” process. Catalent is filling vials with our vaccine at its
biologics facility in Bloomington, Indiana. We are in the process of onboarding another fill-
finish partner with a U.S. facility to expand our capacity at this stage of the process. As with the
first stage, putting mRNA-1273 into vials is itself a multistep process that depends on the
availability of supplies.

The third major stage of the production process is inspecting, testing, and packaging the
filled vials for delivery. Catalent also manages this multistep stage, and our capacity will be
supplemented when we fully onboard an additional fill-finish partner.

On any given day, millions of doses of mRNA-1273 will be at different stages of this
process. Over time, the buildup of the product and other necessary supplies generally allows
subsequent stages to operate more efficiently. The pace of production also increases as the
process gets refined and the highly skilled and experienced personnel operating that process gain
greater familiarity with it.

Throughout this process, Moderna and its partners are committed to maintaining the
highest standards of safety and quality. That commitment requires careful planning and
specialized learning; it can also extend the production timeline. It is essential, however, to
maintain public confidence in biopharmaceutical products like our vaccine.

B. Production Update

Moderna and its partners began to raise additional investor capital to modify and expand
our manufacturing and distribution chains for mRNA-1273 well before the FDA authorized the
vaccine for use in the United States. Those efforts were complimented by additional funding
from BARDA, which also facilitated our agreements to collaborate with Lonza in May 2020 and



42

with Catalent in June 2020. Working with those partners, we began to scale up the production
process and manutacture doses for potential distribution under our supply agreement with the
U.S. government.

We began delivery to the federal government promptly after the FDA issued its EUA. By
the end of December, we had delivered 17.8 million doses to the federal government. To date,
Moderna has delivered over 45 million doses of our vaccine to the federal government. Tens of
millions of doses are at different stages of the production process. We are on track to meet our
original commitment of delivering the first 100 million doses to the federal government by the
end of March.

Less than two weeks ago, we reached an agreement with the federal government to
accelerate the delivery of the second hundred million doses and to deliver a third hundred million
doses on an advanced schedule. We are now planning to deliver the second hundred million
doses by the end of May, rather than the end of June. We plan to complete delivery of the third
hundred million doses by the end of July, moved up from the end of September. We plan to ship
doses as they are released. We are able to accelerate these delivery timelines—while
maintaining a robust commitment to safety and quality—thanks to the highly-skilled and
experienced workers at our Massachusetts facility, our raw material suppliers, our contract
manufacturing partner Lonza, and our fill-finish contractor Catalent. Allocation for the VA
system is administered by the federal government, and Moderna is ready to assist in any way it
can to improve distribution to our military veterans.

Since the end of 2020, we have doubled our monthly deliveries to the U.S. government,
and we are working to double them again by April to more than 40 million doses per month. As
we work to meet these goals, we are continually learning and working closely with our partners
and the federal government to identify ways to address bottlenecks and accelerate our
production. For example, one of the recently identified constraints on our production process has
been the capacity of the fill-finish process. To reduce this constraint, we studied the possibility
of adding more doses to each vial of vaccine. Doing so would improve output because it allows
us to complete manufacturing runs more quickly; it also reduces the need for consumable
materials in high demand. The FDA has given us positive feedback on our proposal, and we are
pursuing a plan that may allow up to 15 doses to be drawn from each vial. This will allow us to
produce and deliver more doses more quickly. We will continue to collaborate with our
manufacturing partners and the federal government to increase the efficiency of our production
process without compromising quality or safety.

® ok ok k%

During this period, Moderna is continuing research and development efforts to address
the COVID-19 pandemic. For example, we are closely monitoring emerging variants and testing
the performance of our vaccine against them. We are also studying potential booster shots,
cither of the existing vaccine or of a version that has been adjusted to address significant
variants. We are also conducting a trial of the safety and efficacy of our vaccine in younger
populations, with the hope of being authorized to provide our vaccine to adolescents aged 12 to
18 by the fall.
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This pandemic remains a challenge unlike anything that we have faced in recent memory.
At Moderna, we are grateful for the opportunities we have had to collaborate with the
government on our efforts to deliver a safe COVID-19 vaccine. We are also grateful for the
many companies around the world that are working to deliver COVID-19 vaccines and
treatments.

Finally, we would like to thank this Committee for its commitment to this cause. We
deeply appreciate the actions you and your colleagues in Congress have taken to support and
fund efforts to combat this pandemic, and we remain committed to collaborating with the U.S.
government in this fight.
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Pfizer’s Written Testimony for Senate Veterans’ Affairs Committee
February 24, 2021
Vaccines for Vets: Our Best Shot at Ending the COVID-19 Pandemic

Introduction

Chairman Tester, Ranking Member Moran and Members of the Committee, thank you for inviting us
to provide written testimony. Pfizer is thankful to all veterans for their patriotism, their selflessness
and their sacrifice. And, we are proud to call many men and women who have served in the armed
forces Pfizer colleagues.

At Pfizer, our purpose is: Breakthroughs that change patients’ lives. In the face of COVID-19, we
recognize that this need is more urgent than ever, and we have harnessed the full breadth and depth
of our colleagues and their expertise from across our organization to help address this global
pandemic. We know that safe and effective vaccines are pivotal to defeating this pandemic and
providing protection from the threat of infection. We are committed to bringing our deep heritage
and experience in vaccine development, which spans more than 130 years, our reach and scale, and
our financial capital to serve the billions of people around the wotld impacted by this devastating
illness and its consequences for their lives and livelihoods.

We, along with our collaboration partner, BioNTech, have moved at the speed of science to develop,
manufacture and distribute the Pfizer-BioNTech COVID-19 vaccine. Our pace has been set by patient
safety and the deadly public health emergency we face. We have made an unwavering commitment to
ensure that our vaccine was proven to be both safe and effective before it was made available to the
general public.

Authorization of Pfizer’s COVID-19 Vaccine

On December 11, 2020 — just 269 days after announcing our initial plans to partner with BioNTech
to bring forward a potential COVID-19 vaccine — our COVID-19 vaccine became the first to be
granted emergency use authorization by the FDA. Two days later the first trucks started rolling out of
our Kalamazoo, Michigan plant to begin delivering millions of doses of vaccine to the American
people.

The FDA based its decision on the totality of scientific evidence shared by the companies, including
data from a pivotal Phase 3 clinical study and published in The New England Journal of Medicine.
The Phase 3 data demonstrated a vaccine efficacy rate of 95% in participants without prior SARS-
CoV-2 infection (first primary objective) and also in participants with and without prior SARS-CoV-
2 infection (second primary objective), in each case measured from 7 days after the second dose. The
Data Monitoring Committee for the study has not reported any serious safety concerns related to the
vaccine. Efficacy was consistent across age, gender, race and ethnicity demographics. All trial
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participants will continue to be monitored to assess long-term protection and safety for an additional
two years after their second dose.

Thus far, millions of people have been vaccinated with the Pfizer-BioNTech COVID-19 vaccine. No
serious safety concermns have been identified that have changed the favorable risk-benefit profile of
the vaccine.

Manufacturing and Supply
Pfizer operates one of the most sophisticated supply chain systems in the industry with over 40 Pfizer-
owned global sites and employs approximately 10,000 U.S.-based manufacturing colleagues.

mRNA vaccines are an extremely innovative new technology that required the rapid development and
scale-up of novel manufacturing technologies. In order for Plizer to manufacture our COVID-19
vaccine, we had to design and develop a brand-new manufacturing process that never existed before
to produce this brand-new vaccine technology — and we did 1t within a year — to great success.

As of February 17, we have shipped approximately 95 million doses of our COVID-19 vaccine
worldwide, of which approximately 40 million doses have been shipped to points of use as directed
by the U.S. Government (USG).

As this pandemic continues, we know that there is a dire need to vaccinate more people. So, we have
explored innovative plans to increase the number of doses we are able to produce globally by the end
of 2021. As a result of these efforts, we recently raised our forecast of manufacturing 1.3 billion doses
worldwide to at least 2 billion doses worldwide by the end of 2021

This is possible because of our significant investments in many of our U.S. manufacturing sites
including Saint Louis, MO, which is responsible for raw material manufacturing; Andover, MA which
focuses on drug substance; Kalamazoo, MI and Pleasant Prairie, WI for distribution.

Further improvements have come from FDA’s recent approval of a 6-dose label for each vial,
continuous process improvements to our existing production lines —in essence more doses from the
current lines; expanding the supply of raw material from existing suppliers and bringing on new
suppliers. Also:

e We have doubled our batch sizes in order to minimize time between batches and increased
the yield per batch — we know that every dose counts;

e We are reducing cycle times at every step and deploying faster laboratory test methods to
reduce release times;

e We have also added new fill/ finish lines at our site in McPherson, Kansas; and
We have added lipid production at our site in Groton, CT.

This is the fastest and largest capacity expansion in Pfizer’s history.
Distribution

Ptizer has developed detailed logistical plans and tools to support effective vaccine transport, storage
and continuous temperature monitoring. Our distribution is built on a flexible, just-in-time system to
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ship the vaccine from our manufacturing site or storage facility directly to the points of vaccination.
In the U.S., we have a 99.9% shipment success rate.

We also have developed packaging and storage innovations to be fit for purpose for the range of
locations where vaccinations are taking place. We have specially designed, temperature-controlled
thermal shippers utilizing dry ice to maintain recommended storage temperature conditions. Over the
past several months, we have worked closely with state and local officials, as well as health care
providers, to provide guidance on our storage requirements to help ensure our vaccine can reach
people in rural and other harder to reach communities across the U.S.

In addition to our three current storage options at points of use, we submitted new data to the U.S.
Food and Drug Administration demonstrating the stability of our COVID-19 vaccine when stored at
-25°C to -15°C (-13°F to 5°F), temperatures more commonly found in pharmaceutical freezers and
refrigerators. This proposed update would allow for vaccine vials to be stored at these temperatures
for a total of two weeks as an alternative or complement to storage in an ultra-low temperature freezer.

We are utilizing GPS-enabled thermal sensors in every thermal shipper with a control tower that will
track the location and temperature of each vaccine shipment across their pre-set routes.

While a great deal of attention has been focused on cold chaimn distribution of mRINA vaccines, we are
proud of the innovations we have brought forward to address these challenges, specifically the
development of detailed logistical plans and tools to support effective vaccine transport, storage and
continuous temperature monitoring.

Working with the U.S. Government

Pfizer 1s working with the USG to help deliver the vaccine to Americans as quickly as possible. Pfizer
is engaged with the representatives within various agencies within the U.S. Government regarding
manufacturing or distribution of the vaccine.

At this time, our EUA permits us to supply COVID-19 vaccine to the USG; we provide the USG a
rolling forecast of vaccine doses available for shipment each week that enables the USG to provide
states with three weeks of data. The federal government allocates those doses, which is their purview.
The federal government has a resource on total doses administered as reported to the CDC, including
data on Veterans Health, at covid.cde.gov.

On February 12, 2021, we announced that the USG exercised its option for an additional 100 million
doses of the Pfizer-BioNTech COVID-19 vaccine, bringing our current total U.S. supply commitment
to 300 million doses, enabling the vaccination of up to 150 million Americans.

We continue to work closely with the USG on our production, release and shipping schedules to help
states ensure Americans recetve their first and second doses of the vaccine on time. Qur current
estimates for the 300 million contracted doses to be made available to the USG for shipment are:

e 120 million doses by the end of Match;
e the next 80 million doses by the end of May, which is earlier than originally planned; and
e the remaining 100 million doses by the end of July.
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While we are proud of these increases, we share the concern of Congress and the Administration
about equitable access to COVID-19 vaccines, and we support a robust national campaign to help
build confidence in COVII-19 vaccines with particular focus on African American, Latinx, Native
American, and other communities that have faced the most serious health consequences from the
pandemic.

Closing

None of this could have been possible without the more than 46,000 courageous and diverse
participants who volunteered to be a part of this trial, the majority of which were in the U.S.; and the
thousands of Pfizer and BioNTech scientists, clinicians and manufacturing professionals who have

worked tirelessly in many cases day and night, knowing that every moment matters.

It is both a great privilege and responsibility for all Pfizer colleagues and we are focused every day
knowing we arc all working towards a common objective — to defeat this virus, We will be fighting
every step of the way until this devastating pandemic is under control.
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Chairman Tester, Ranking Member Moran, and Members of the Committee, thank you
for the opportunity to discuss Johnson & Johnson’s efforts to develop, produce, and distribute a
vaccine to protect against the virus that causes COVID-19. I am pleased to have the opportunity
to update you today on the remarkable progress that we have achieved over the past several
months, which has allowed us to request emergency use authorization (EUA) from the Food and
Drug Administration (FDA) less than three weeks ago. Although we are cautious not to prejudge
the outcome of the ongoing FDA review process, we believe that our single-dose COVID-19
vaccine will be a critical tool for fighting this global pandemic. Mr. Chairman, we look forward
to working with this committee and the Department of Veterans Affairs.

Johnson & Johnson is the world’s largest and most broadly based healthcare company.
We are committed to using the full breadth of our expertise and experience to improving health
outcomes around the world. A century ago, Johnson & Johnson played a leading role in
combatting the 1918 flu pandemic, and our history of confronting global healthcare challenges
continues to the present day, including with the European approval of our Ebola vaccine last
year.

We brought this same approach to the COVID-19 pandemic when, in January 2020, we
launched a major research and development effort for a vaccine. The pace of development over
the past year was extraordinary. We conducted an intensive evaluation of vaccine candidates,
culminating in the selection of a candidate for a single-dose regimen. We began initial human
clinical trials in July, launched our large-scale pivotal clinical trial in September, released topline
interim results last month, and sought an EUA on February 4.

Even with this accelerated timeline, Johnson & Johnson adhered to our principles of
putting patients first by committing to high-quality Phase 3 studies, taking extra steps for safety
oversight, seeking diverse populations for our clinical trials, and performing rigorous scientific
examinations of the trial data. As an infectious disease physician, I have decades of experience
fighting challenging diseases around the globe. Johnson & Johnson’s work to date, along with
others in the industry, has been remarkable. I am pleased to provide an update on our efforts.
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Trials, Results, and FDA Application

In July 2020, we began a Phase 1/2a first-in-human clinical trial in healthy volunteers in
the United States and Belgium. We also launched a Phase 1 study in Japan, and a Phase 2a study
in the Netherlands, Spain, and Germany. Interim results from the Phase 1/2a trials demonstrated
the safety profile and immunogenicity of the vaccine after a single dose.

In September 2020, Johnson & Johnson launched ENSEMBLE, a large-scale,
randomized, Phase 3 clinical study. We used sophisticated predictive models to recruit diverse
participants, including from sites where new variants of COVID-19 have emerged. Ultimately,
the trial included nearly 45,000 participants from eight countries across three continents,
including a diverse and broad population in the United States, Central and South America, and
South Africa. In January 2021, we announced that our single-dose vaccine met the study’s
primary and key secondary endpoints

The study showed that our single-dose vaccine addresses the most important healthcare
need in the pandemic: the prevention of COVID-19 related hospitalization and death.
Importantly, this result was achieved across emerging variants, including the virulent B.1.351
variant first observed in South Africa, and the P2 variant first observed in Brazil. Specifically,
the study showed the following outcomes, twenty-eight days after vaccination:

= The vaccine provided complete protection against COVID-19 related
hospitalization and death, as compared to those study participants who received a
placebo.

» The vaccine demonstrated 85% effectiveness overall in preventing severe disease,
including across countries with newly emerging variants.

*  The vaccine demonstrated 72% effectiveness in the United States (and 66%
effectiveness overall) at preventing moderate to severe disease.

Based on these clinical trial data, Johnson & Johnson earlier this month submitted an
application to the FDA for emergency use authorization for the vaccine. The FDA subsequently
announced that the agency’s Vaccines and Related Biological Products Advisory Committee will
meet to review the vaccine this week, on Friday, February 26. We are working with the FDA to
ensure that the agency has the information necessary to reach a decision based on the data
relating to the safety, efficacy, and quality of the vaccine.

Production and Distribution

We are working around the clock to develop and broadly scale our manufacturing
capabilities to supply the United States, and we are appreciative of the ongoing and extensive
collaboration and partnership with the U.S. government. Assuming necessary regulatory
approvals relating to our manufacturing processes, our plan is to begin shipping immediately
upon emergency use authorization, and deliver enough single-doses by the end of March to
enable the vaccination of more than 20 million Americans. We are confident in our plans to
deliver 100 million single-dose vaccines to the United States during the first half of 2021, and we
are continuing to partner with the U.S. government to explore all options to accelerate delivery.
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‘We are working with urgency, in collaboration with the government and others, to
continue to increase production significantly throughout the year. To that end, we have been
working to expand our own manufacturing capacity and to contract with established third-party
vaccine manufacturers for additional production. Our current manufacturing plans are designed
to meet our objective, which we announced last year, to produce the vaccine at a rate of one
billion doses globally by the end of 2021.

Throughout the pandemic, Johnson & Johnson has focused on building a global supply
network in parallel with the research and development of our vaccine. We began preparing for
clinical vaccine production in our facility in the Netherlands in July 2020. Since then, we have
increased manufacturing capacity significantly and continue to activate new manufacturing sites
as quickly as possible, subject to approvals by the relevant health authorities. Our goal is to have
seven COVID-19 vaccine manufacturing sites active by midyear. We have entered into
agreements to expand our manufacturing capability, including by collaborating with established
manufacturers in the industry, and we continue to pursue opportunities to expand our
manufacturing capabilities with additional production sources.

The production of our vaccine is a highly complex process that requires very particular
capabilities and experiences. As a result, there are significant challenges inherent in scaling
manufacturing output and accelerating the timeline needed for a COVID-19 vaccine.

Over the past several months, we assessed nearly 100 different potential production sites,
and we selected eight sites that were able to support an accelerated timeline. Three sites have
produced process performance qualification batches of the vaccine, and we expect additional
capacity to become available in the second quarter of 2021.

The production of the vaccine generally consists of two separate processes — the
manufacturing of the drug substance and the manufacturing of the drug product. Attached to my
testimony is a fact sheet on our vaccine production and distribution process.

The production of the drug substance takes about two months, due to the time necessary
to grow the required biological cells and then purify the active vaccine. Our current plans call
for the production of drug substance at sites in the United States, Europe, and Asia. The site in
the United States is in Maryland. Production will occur both on existing production equipment
and on new specialized equipment being activated for our vaccine.

The manufacturing of the drug product takes about five to six weeks to produce, test, and
release. The necessary production timeline is also driven by the time required for cellular growth
and sterility. Our plan is to manufacture drug product at sites in the United States, Europe, Asia,
and Africa. In the United States, the drug product production sites are in Indiana, Michigan, and
Pennsylvania. As with the drug substance, the production of the drug product will occur both on
existing production equipment and new specialized equipment. Regulatory inspections and
approvals for these sites are ongoing

In the event that the FDA grants our request for an emergency use authorization, we have
doses ready to ship immediately upon authorization. In the United States, Johnson & Johnson
will distribute our vaccine through an agreement with the U.S. government for the production of
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100 million vaccine doses. Pursuant to our agreement with the government, Johnson & Johnson
will deliver the vaccine to a distributor that will create a vaccination kit containing our vaccine
and the necessary ancillary equipment, such as syringes and personal protective equipment.

In addition to our commitment to provide millions of vaccine doses in the United States,
Johnson & Johnson recognizes the global nature of the pandemic and the need for broad access
to COVID-19 vaccines. We have therefore pledged to provide vaccine doses to lower income
countries beginning this year. We committed to provide vaccine doses to COVAX, the initiative
led by the Global Alliance for Vaccines and Immunization, the World Health Organization, and
others, to provide equitable access to COVID-19 vaccines.

Importantly, the characteristics of our vaccine permit it to be distributed using the
existing cold supply chains that we use to transport other medicines today. We estimate that the
vaccine will remain stable for up to two years at -20° Celsius, and at least three months at routine
refrigeration temperatures between 2° and 8° Celsius. Because the vaccine is compatible with
standard vaccine distribution channels, it does not require new infrastructure for its distribution.
We believe our current distribution channels include enough temperature-controlled trucks,
containers, and planes to deliver the vaccine as needed. In addition, each vaccine pallet will
include tracking technologies that will give us real-time location, temperature, and other
information needed to maintain the quality and integrity of the vaccine.

Vaccine Technology

Johnson & Johnson’s AdVac technology is the foundation of our COVID-19 vaccine.
We have employed the same AdVac technology to develop our Ebola vaccine, which received
European Commission approval last year, and to construct our vaccine candidates for HIV,
respiratory syncytial virus, and Zika. We have significant clinical experience with vaccines
based on the AdVac technology. Vaccines based on this technology have been administered for
more than a decade to a wide variety of populations, such as adults, people over age 65, infants,
children, and pregnant women.

To develop the COVID-19 vaccine, we combine DNA that codes for the coronavirus
spike protein and the AdVac technology that uses a nonreplicating adenovirus as a carrier. The
resulting combination mimics components of the COVID-19 pathogen and triggers the immune
system while not leading to infection. When the body encounters this antigen, it produces
antibodies and T cells. If the body later encounters the actual COVID-19 pathogen, the body
will be able to respond faster and more effectively, as immune cells and antibodies specific to the
pathogen are produced rapidly in the body to prevent the pathogen from inducing disease.

Vaccine Safety, Transparency, and Diverse Populations

In September 2020, Johnson & Johnson joined with eight other companies working on
COVID-19 vaccines to reiterate our commitment to develop and test potential vaccines in
accordance with high ethical standards and sound scientific principles regarding the conduct of
clinical trials and the rigor of manufacturing processes. The companies pledged to make the
safety and well-being of vaccinated individuals the top priority, as well as to work to ensure a
sufficient supply and range of vaccine options, including those suitable for global access. The
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companies also pledged to submit the vaccines for regulatory approval or emergency use
authorization only after demonstrating safety and efficacy through a Phase 3 clinical study
consistent with the requirements of expert regulatory authorities.

For Johnson & Johnson’s Phase 3 COVID-19 vaccine studies, we established
independent expert vaccine Safety Advisory Boards to consult and advise on safety risk
management. In addition, independent Data and Safety Monitoring Boards oversee the safety of
the entire clinical program. These measures are in addition to our standard oversight of safety
during the course of our studies.

Johnson & Johnson is committed to disclosing the trial data on external public registries,
such as Clinical Trials.gov and the EU Clinical Trials Register. We expeditiously seek
publication of all results from clinical trials in patients in peer-reviewed medical journals and
will do the same for our vaccine trials. To that end, our preclinical studies were published in
scientific papers, and our Phase 1/2a study data were published in the New England Journal of
Medicine. For our Phase 3 COVID-19 vaccine studies, the Clinical Study Reports and clinical
trial participant data will be made available for sharing through the Yale University Open Data
Access Project after regulatory approval.

Johnson & Johnson has led efforts to ensure that clinical trials include a wide variety of
populations, including historically underrepresented communities. In our COVID-19 vaccine
trials, we employed an engagement strategy to reach underserved and underrepresented
communities. The ENSEMBLE study of 45,000 participants included diverse and broad
populations. Among the participants worldwide, 45% were Hispanic or Latinx, 19% were Black
or African American, 9% were Native American, and 3% were Asian. More than one-third of
participants were over age 60. For participants in the United States, 15% were Hispanic or
Latinx, 13% were Black or African American, 6% were Asian, and 1% were Native American.

Thank you for the opportunity to provide this update regarding our efforts to develop,
produce, and distribute a vaccine against COVID-19. Again, we look forward to working with
the Committee to answer any questions you may have regarding our single-dose COVID-19
vaccine.
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Questions for the Record from Ranking Member Moran

Question 1. Dr. Stone, it seems other Veterans Integrated Service Networks
(VISNs) and VA medical centers (VAMCs) are struggling to properly distribute
vaccines to our Veterans in rural and highly rural areas. In an article that
appeared in Military Times on February 20 titled, “For VA, where Veterans live is a
bigger factor in COVID-19 vaccine refusal than race,” you shared that there is
vaccine reluctance or outright refusal from many rural Veterans. You were
quoted, “In one area of New York alone, over 1,000 Veterans over age 75 said ‘no
thank you.” And that surprised us.” However, the data VA is sharing publicly and
with this Committee doesn’t quite support that conclusion.

Can you send this internal data to my staff that illustrates VA is seeing a trend in
rural Veterans refusing the vaccine?

VA Response. Utilizing data from the Office of Health Equity on COVID-19 vaccination
refusal, it is noted that the vaccination refusal rate is 2.5% overall. It was noted to be
2.3% in Veterans in urban areas, 3.0% in rural areas and 3.5% in highly rural areas
(March 186, 2021).

Total Total Urban Rural Highly Rurai | Total Total Urban Rural Highly Rural
Vaccinations | Vaccination | Vaccination | Vaccination | Vaccination | Refusals | Refusal | Refusal Refusal Refusal Rate
Rate Rate Rate Rate Rate Rate Rate
BT 2% 1 3% 4% 5% [ WL 28% 1 3% 30% 5%

Question 1a. If VA data in fact supports that there is vaccine reluctance among
rural Veterans, what plans can the Department share with me and this Committee
on how the VA can stem-the-tide on this issue?

VA Response. The goal is to provide COVID-19 vaccine at locations convenient to rural
Veterans and with less drive time than the local VA facility. Expanding the reach of
COVID-19 vaccination will provide access to vaccines for rural Veterans for whom drive
time distance is a reason for refusal. VA and the Centers for Disease Control and
Prevention (CDC) have been working on communications products to address vaccine
hesitancy, or vaccine non-acceptance.

VA’s strategic communications approach to addressing vaccine hesitancy began at the
grassroots level. VA conducted Veteran listening sessions and is collaborating with
outreach offices that serve varied stakehoider-focused audiences, including minority,
women, tribal and rural Veterans, to develop COVID-19 vaccine messaging that will
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motivate these audiences. VA experts indicated that the most effective way to help
hesitant Veterans and employees feel more confident in getting the vaccine was to
ensure they hear recommendations from their local doctor or community leaders. VA
health providers have been encouraging vaccine acceptance with Veterans during
clinical appointments.

VA has developed materials to encourage vaccine acceptance, including fact sheets
addressing COVID-19 vaccine myths, social media content and change management
products to help alleviate concerns about COVID-19 vaccines. These products are
available in the COVID-19 Vaccine Communication Toolkit, which are accessed for use
by Public Affairs Officers (PAOs), leadership and other VA employees. Strategies for
using these products are shared with PAOs on weekly calls as well.

Question 2. Dr. Stone, also regarding rural vaccine distribution, I’'m aware of a
pilot program the Department is deploying in Montana and Oregon where
vaccines are flown in by a privately chartered plane. Has this pilot program been
successful thus far and what are the VA’s detailed plans for expanding to other
rural states?

VA Response. These pilot programs were successful as is indicated by these two links:

o https://www.va.gov/opalpressrel/pressrelease.cfm?id=5610

e https://blogs.va.gov/\VAntage/84499/veterans-rural-montana-receive-covid-19-
vaccine-via-airplane-delivery/

It is important to note that not all outreach to rural areas will or should look the same.
For example, in New Mexico, there has been highly successful outreach to rural and
outlying clinics by ground transportation and it was noted that use of a fixed wing plane
would not be practical given the terrain. Sites across VA are working to determine the
best way to reach rural Veterans based on the needs, local conditions and resources
available.

Question 3. Dr. Stone, in your written testimony you provided an insight to VA’s
allocation process to VISNs that is similar to how the Department of Health and
Human Services (HHS) allocates vaccine to the states. Are the VISN’s bound to
this pro-rata allocation formula when re-allocating to its network of facilities? If
so, is this VA Central Office (VACO) policy or is it a voluntary approach that the
VISNs are free to use or disregard?

VA Response. Allocation for each VISN is determined centrally. Currently, VA provides
distributions to VISNs based on their proportion of enrolled Veterans who are 65+,
because 65+ Veterans make up the majority of CDC Phase 1b and Phase 1c as many
of our facilities have worked through most of Phase 1a (health care personnel and
Veteran long-term care facility residents). VISN leadership determines how the vaccine
is allocated and redistributed across the VISN within the allotted allocation. VISNs can
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distribute vaccine outside of the pro-rata formula to facility sites, including CBOCs,
based on demand signals such as scheduled appointments for vaccinations and
planned mass vaccination events.

Question 4. Dr. Stone, last week my staff was informed that VA’s Risk
Stratification Framework includes vaccinating Veterans based on occupation
starting in Phase 1B with frontline workers and essential workers. They were told
that all the VISNs are aware of this and are vaccinating Veterans based on
occupations. However, my staff have heard differently on the ground. Can you
clarify whether it is VACO guidance for VISNs and facilities to vaccinate Veterans
based on occupation?

VA Response. The guidance from VACO includes front line essential workers as
defined by CDC in Phase 1b. Phase 1b also includes Veterans who are 75 and older
and specific high-risk populations of Veterans. Overall, this constitutes a large group of
the patients we care for. As VA is a health care system, we have ready access to
information on health conditions and age, but information on current employment sector
may be incomplete. All facilities are aware of the risk stratification guidance but have
flexibility to implement vaccination in a way that balances local needs and resources.

Question 4a. if it is VACO’s policy, can you detail how you are ensuring the policy
is being followed by facilities?

VA Response. it is not policy. VACO has issued guidance on best practice, based on
the Advisory Committee on Immunization Practices (ACIP) and CDC recommendations.
Given the emergence of variant strains of COVID-19 and the quick turnaround between
ordering and arrival of vaccine, any local vaccination plan also must consider feasibility
and maximize efficiency. ACIP and CDC similarly recognize the challenges in reliably
identifying persons working in the essential workforce, outside of self-report or
organization on the part of their employer. While we ask that sites ensure Veterans
reporting work in front line essential occupational groups as defined by CDC have
access to vaccine (subject to availability/supply) during Phase 1b, this is not a group for
whom the denominator is well defined.

Question 4b. Additionally, what guidance have you given the VISNs to verify
occupation status of Veterans?

VA Response. VACO does not require sites verify employment status of Veterans self-
reporting occupation in the front-line essential work force or non-front-line essential
work force. This verification is based on trust in our Veteran patients and on ethical
concerns that requiring such verification could present barriers to vaccination depending
on how that process is implemented. Adding the step of requiring verification also could
cause significant issues with efficiency of the vaccination effort across VA. While some
sectors in the essential workforce may easily provide identification, other sectors, for
example, agriculture or construction, may face difficulty. Again, efficient vaccination is



57

critical in protecting individuals and in stopping the spread of COVID-19 in the United
States and sites have flexibility on implementation.

Question 5. Dr. Stone, from my understanding, VACO developed communication
toolkits but ultimately it is up to the VISN and facilities to decide the best means
for reaching out to the Veteran. Has VACO provided the VISNs with any additional
policy on how to conduct outreach efforts? Have you established a minimum
number of touch points for the VISNs when attempting to schedule vaccine
appointments or a minimum method of communication?

VA Response. The Communications Toolkits are not posted just on an easily
accessible SharePoint site, they are shared also with Veterans Health Administration
Central Office (VHACO) communication teams during national weekly meetings where
they are given guidance on the best approaches and channels on how to use the
products. As issues arise, toolkits help to guide local discussions on issues such as
minority hesitancy.

They are also shared on monthly calls with VISN and facility PAOs to discuss
communication issues, provide updates about available products and share strategies
and best practices as to how products are being used. PAOs have been particularly
innovative in COVID-19 vaccine communication efforts and the open exchange of ideas
across all levels of the organization.

In addition, VA vaccine leadership present daily and weekly updates to VISN and VAMC
leadership, as well as program office and vaccine coordinators. These presentations
include products and approaches for communications and outreach, including
touchpoints such as the Annie App, VetText, letters, phone calls and the “Sign up to get
a COVID-19 vaccine at VA | Veterans Affairs” website.

Question 6. Dr. Stone, | was glad to hear that VA had developed the Veteran
Outreach Tool to help VISNs determine Veteran eligibility based on the Risk
Stratification Framework and create priority lists. However, | have learned that
VISNs are not required to use the tool and more importantly, the tool does not
capture all priority Veterans. For example, if a Veteran is enrolled in VHA but
receives most of their care through other means, the tool will not capture that
Veteran even if that Veteran has a 100% disability rating or is high-risk. What is
VA doing to address this gap? Are you incorporating VBA data into the algorithm
to help address this issue?

VA Response. VHA recognizes all data is subject to error and efficiency of vaccination
is critical during the COVID-19 pandemic. The greatest magnitude of risk from COVID-
19 relates to increasing age and we are confident in VA data regarding this. We are
using the data we have on additional risk factors, which is robust. The Veterans
Outreach tool facilitates invitation of those Veterans with known risk factors for
vaccination. In addition, Veterans may choose to identify high-risk conditions they have
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not reported previously to their VA care team by calling their patient-aligned care team
(PACT).

Question 7. Dr. Stone, is it true that the remaining $10.5 Billion in CARES funding
will meet COVID-specific needs such as personal protective equipment (PPE),
testing, equipment, supplies and increased health care costs through most of the
remainder of this fiscal year?

VA Response. Yes, VHA has a spend plan and will be using CARES funding to meet
COVID-specific needs throughout the remainder of FY 2021.

Question 8. Dr, Stone, is it true that the $17 Billion in the American Rescue Plan
(ARP) for VA is targeted largely at needs that may occur in FY 2022 and beyond
based on modeling of “pent up” health care demand? Are VA facilities seeing
demand for health care now that exceeds what you expected for 2021 in terms of
outpatient visits, inpatient visits etc.?

VA Response. VHA is planning for the ARP funds to support Veteran-deferred health
care that is being projected as Veterans present health care needs that have been
delayed during the COVID-19 epidemic surge. VHA currently is scheduling health care
and support critical to effectively tackle the urgent public health and economic crisis the
Nation faces as a result of COVID-19. The VA funding will ensure veterans have
continued access to quality health care and protections against COVID-19, as well as
providing needed economic relief. Funding provided to VA will enable the Department
to address COVID-related impacts and other resource needs in FY 2022.

Question 9. Dr. Stone, given that there is $10.5 Billion left in CARES, would it not
be prudent to wait a few months to reassess the needs of the system to
determine whether forecasted “pent up” demand as a result of COVID-19 is
materializing? Why is it fatal to wait a few months, if not for all the $17 Billion,
then at least a portion of it that’s not immediately needed?

VA Response. VA is prioritizing the use of its CARES funding to meet COVID-related
needs in FY 2021, allowing VA to reserve use of certain ARP funds until FY 2022.
CARES Act funds will be fully obligated this year and have addressed the initial
pandemic response. However, to meet the longer-term surge and sustain investment in
staff and technology, we need the ARP. ARP funds will enhance VA's COVID response
in FY 2022 and provide veterans with continued access to quality health care and
protections against COVID-19, and will allow for continued robust investments in suicide
prevention, mental health, and other key priorities.

Now is the right time for the ARP; it means we can ensure staff hired with CARES Act
funds they have job security; we can continue to support telehealth investments into
FY 2022 and beyond and we can make additional investments in critical process
improvements, needs that were laid bare during the pandemic response.
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Questions for the Record from Senator Brown

Question 1. We know racial disparities exist in our national health care system. We
see it playing out in real time during the pandemic. COVID-19 has been a *Great
Revealer,” highlighting inequities within our society with Black and brown people
shouldering the heaviest load as the pandemic continues. VA is not immune to
implicit racial, ethnic and cultural biases that affect the quality of care
experienced by patients of color. We need to do more, here in this Committee, to
push VA to examine patient data and assess policy changes, which could provide
better health care outcomes for Black, Latinx, Native American, women and rural
veterans.

Based on information from the Ohio Department of Health, as of yesterday, we
have vaccinated 5.2% of Black Ohioans, but almost 12% of White Ohioans. That
discrepancy is astounding to me.

Dr. Stone, you said in October VA did a listening session with minority Veterans
to address specific concerns and we know some communities have vaccine
hesitation and medical mistrust, understandable given what our government has
done in the name of science to Black and Native communities. And, the history of
institutional racism within our health care system continues to impact health
outcomes for communities of color today. Currently VA’s statistics show 25% of
white, 28% of Latino and 30% of Black veterans aged 75 and older are vaccinated.

How does VA plan to ensure equitable vaccination once younger Veterans are
eligible? What is VA doing to ensure Black, Latinx and Native American Veterans
feel safe about getting the vaccine and how will VA increase access and
information to rural Veterans so they aren’t left behind?

VA Response. VA continues to monitor progress and communicate with Veterans in
racial and ethnic minority groups and Veterans who reside in rural areas. Our
dashboards continue to indicate that our minority vaccination rates are on target.

We note that rural vaccinations are around 25% vs. about 31% among urban Veterans.
We also note that vaccine refusals are higher among rural Veterans when compared to
those in urban areas. We are working on expanding access for rural Veterans and it is
early to know if the lower rates of vaccination and higher rates of refusal are due to
hesitancy or due to factors impacting access such as avaitability of vaccine and
convenience of timing and location of the clinic.

We anticipate greater vaccine hesitancy among younger Veterans who are at lower risk
of dying from COVID infection. So far, we have not seen racial or ethnic disparities in
vaccination among younger Veterans who use VA; 32% of Black Veterans and 28% of
Hispanic Veterans under age 65 have been vaccinated at VA compared with 27% of
White Veterans under age 65, We do see lower rates of vaccination among younger
rural Veterans compared with urban Veterans.
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We know that surveys around COVID-19 vaccine indicated higher likelihood of
hesitancy (non-intent to be vaccinated) in both these groups and we will continue to
listen and focus communications to ensure we build on the trust between our Veterans
and their care teams and to keep our momentum going forward. We have materials
that debunk COVID vaccine myths overall and tailored for women and minority Veterans
posted on our website (https://www.va.gov/HEALTHEQUITY?/). We are completing a
video to further encourage Veterans to seek vaccination.

Question 2. During the pandemic, VA limited services to limit exposure risks, but
in Ohio, we have seen some facilities use lower utilization numbers to close units.
That clearly limits access for rural Veterans who want to be treated at their local
VAMC; and that is unacceptable.

VA decisions about medical facility services should be transparent and include
feedback from Veterans and the frontline employees who serve them. Please
provide my office with the supporting documentation that was used by VISN 10 to
limit services and consolidate care at the Chillicothe VAMC. (VHA 15).

VA Response. Chillicothe curtailed operation of the 10-bed acute medical unit to shift
associated resources to support the COVID-19 response within the Community Living
Centers and other clinical areas. All Veterans presenting at the Urgent Care in need of
admission to acute medical care have been appropriately admitted to a higher level of
care at either the Dayton VAMC, Cincinnati VAMC, Wright-Patterson AFB (WPAFB)
medical center or a Community Medical Center. During the peak of the COVID-19
outbreak, local community facilities around Chillicothe were at or near capacity. There
were concerns about COVID-19 patients decompensating, needing critical care services
and having to be transported to facilities greater than 1 hour away. This concern
resulted in a heavier reliance on the Dayton VAMC, Cincinnati VAMC and WPAFB
medical center during this time.

The Chillicothe leadership team and clinical leaders continue to monitor bed data.
Between December 8, 2020 and January 8, 2021, a total of 138 Veterans have been
transferred out for acute medical services. Upon review of the acute services required
by these Veterans in comparison to the inpatient services most recently available at the
Chillicothe VAMC, it was determined that 49% could have been provided care internally
if beds were available. 51% required a higher level of care than recently available at the
Chillicothe VAMC. Twenty-four percent of the 138 transfers were to VAMCs or
Department of Defense medical facilities; 76% were to community partners. The facility
continues to routinely monitor the number of patients who need an acute admission and
the small number would result in a low census (3-5 per day). There are readily available
beds at the local community partner currently, as well as with the two south central Ohio
VA facilities providing those resources.
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Question 3. Dr. Stone, in your testimony you said VA could vaccinate as many as
600,000 people a week. Now that the J&J vaccine is approved, does VA plan to
use the vaccine in rural areas? How will VA ramp up daily vaccinations to ensure
that all Veterans are vaccinated?

VA Response. VA included the Janssen vaccine in vaccination for rural and hard-to-
reach Veterans, with advantages including a single dose and a favorable transportation
profile. On April 13, 2021, CDC and FDA recommended pausing the use of the Janssen
vaccine while reviewing rare but serious clotting events in 6 of 6.85 million vaccine
recipients. VA immediately paused use of this vaccine and began contacting those at
highest risk and awaits further guidance from CDC following an emergency meeting of
the Advisory Committee on Immunization Practices scheduled for April 23, 2021.

VA has met the pace of vaccination demand from our Veterans in care and further
expanded vaccination to additional Veterans, spouses and caregivers. VA is working
hard to promote vaccine acceptance.

Questions for the Record from Senator Sinema

Question 1. For Veterans experiencing homelessness, transportation to a VAMC to
receive the vaccine can be particularly challenging. In Arizona, the Phoenix VAMC
did onsite vaccination with U.S Vets to overcome some of these challenges. How
is VA learning from these local efforts and expanding them nationally?

VA Response. VA continues to share best practices from individual sites on vaccine
coordinator calls and has discussed utilizing offsite clinics, such as Mobile Vet Centers,
to reach populations that may have difficulty traveling to a VAMC. The authorization of
the Janssen vaccine in March 2021 expanded options for transportation of vaccine
given increased stability for transport when compared to the Pfizer-BioNTech and
Moderna vaccines.

From late February through the end of March, VA facilities have planned over 350
vaccine community outreach events, utilizing VA clinics, Veterans Service
Organizations (VSO) and other community facilities. Nearly a third are dedicated
specifically to rural communities, with another 138 identified as reaching a mix of rural
and urban populations. The Blythe Clinic in Riverside County, California, reached over
40 Veterans by partnering with the local VSO and utilizing VetText and social media to
advertise walk-in availability. In Missouri, Poplar Bluff VAMC partnered with the National
Guard Armory in Butler County to administer over 240 vaccinations.

Question 2. It is my understanding that VA has worked to expand vaccine access
to Veterans through VA’s Community Care Network urgent care locations and
retail pharmacies now offer COVID-19 vaccinations nationwide for eligible
Veterans. When and how will this be advertised to Veterans, so they are aware of
this expanded capacity?
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VA Response. VA’s Office of Community Care (OCC) updated its public-facing and
Veteran-facing webpages to provide guidance on obtaining COVID-19 vaccines in the
community through the Community Care Network (CCN).

o A fact sheet with information for Veterans was developed and shared with field staff
in VA facilities to assist Veterans in the process of finding a community provider for
a Vaccine.

e OCC reached out to the provider community via the Provider Advisor newsletter in
the February 2021 edition with an article on the service.

e OCC partnered with VA.gov to provide community care-related information on the
VHA COVID-19 public webpage and updated the Q&As related to community care.

e The websites with the information are: COVID-19 Guidance for Community
Providers - Community Care (va.gov) and COVID-19 vaccines at VA | Veterans
Affairs and COVID-19 Vaccinations for Veterans in the Community - Community
Care

Question 2a. What is the process by which Veterans can take advantage of this
program and when will Veterans be able to take advantage of this expanded
capacity?

VA Response. Veterans must be eligible to receive the vaccine in their locality. Once
they meet local criteria, eligible Veterans can receive the COVID-19 vaccine at retail
pharmacies and urgent care centers in the VA CCN. Veterans can get information here:
COVID-19 Guidance for Community Providers - Community Care (va.gov).

Eligible Veterans in CCN Region1-4 are eligible now to receive the COVID-19 vaccine
at a CCN participating retail pharmacy or urgent care clinic as allowed by local
government distribution rules.

Question 3. Understanding that currently this is limited to caregivers enrolled in
the VA’s Program of Comprehensive Assistance for Family Caregivers, VA’s
decision to offer COVID-19 vaccination to Veteran caregivers at the same time
that the Veteran receives the vaccine is critically important. My office is seeing
challenges because the VAMCs have different policies for how they offer these
vaccines to caregivers. Since caregivers talk to one another, it causes a lot of
confusion and frustration when one caregiver at one VAMC receives a vaccine
and another caregiver at a different VAMC is refused. We had one instance in
which a Veteran refused to get his vaccination because his caregiver was denied.
How will the VA better standardize this policy to minimize confusion and ensure
local VAMCs have the resources they need to provide COVID-19 vaccines to
caregivers when their Veteran receives one?

VA Response. While we have not heard about Family Caregivers enrolled in the
Program of Comprehensive Assistance for Family Caregivers facing significant barriers
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to vaccination, we encourage reaching out to Facility Caregiver Support Program Staff if
a Veteran is eligible for vaccine and the Family Caregiver is not able to receive vaccine.
VA stands ready to expand vaccination administration to General Caregivers enrolled in
the Program of General Caregiver Support Services and caregivers of Veterans
enrolled in specific Geriatrics and Extended Care Services. With the passage of the
“Save Lives Act’, many VAMCs are already delivering vaccines to these populations.
We are most appreciative of Congress’s support.
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